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SMOKING  “CAUSED”  IT. 


Smoking.  Chronic  Obstructive  Pulmonary  Disease.  And 
LUFYLLIN.  The  three  are  closely  related.  And  the  reason 
is  clear.  Of  all  C.O.P.D.  cases,  75%  to  80%  are  related 
to  cigarette  smoking.1 

Smoking  has  another  insidious  effect.  It  alters  liver 
function  by  inducing  microsomal  enzymes.  And  that’s 
where  LUFYLLIN  comes  in.  LUFYLLIN  is  a bronchodilator 
with  a metabolic  advantage  for  “smoker’s  disease.’’  It’s  not 
metabolized  in  the  liver.  That’s  vitally  important  because 
altered  liver  function  comes  not  only  with  cigarette  smok- 
ing ...  but  with  age,  cirrhosis,  congestive  heart  failure  and 
some  drug  therapy. 

All  these  liver  function  altering  factors  may  cause 
serum  level  fluctuations — something  you  can  avoid  with 
LUFYLLIN.  You  can  also  minimize  problems  with  side 
effects. 

That’s  enhanced  control.  That’s  LUFYLLIN. 


*Only  in  Chronic  Obstructive  Pulmonary  Disease  with  reversible  bronchospasm 
1.  National  Interagency  Council  on  Smoking  and  Health.  The  Smoking  Digest 
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OUR  AGING  POPULATION  — CAN  WE  HANDLE  IT? 


Among  the  more  notable  medical  achievements  of  the  past  two  to  three  decades  has  been  the  increase  in 
our  life  span.  As  a result,  we  have  an  ever  increasingly  older  population.  When  one  stops  and  reflects  on  the 
situation,  the  question  of  whether  or  not  we  are  prepared  for  it  surfaces.  Frankly,  I do  not  believe  that  we 
are. 

Geriatrics  as  a medical  specialty  is  just  beginning  and  is  not  yet  well-developed.  Our  nursing  homes  are 
filled  with  elderly  people  whose  day  by  day  existence  seems  to  be  one  of  utter  hopelessness.  Some  of  them 
have  lost  the  mental  ability  to  really  care,  but  many  have  not,  and  I feel  for  their  loneliness.  It  surely  makes 
me  question  the  benefits  of  the  increased  longevity  that  we  have  achieved.  It  appears  obvious  that  our 
social  accommodations  to  the  problems  of  aging  have  not  kept  pace  with  the  medical  strides  in  achieving  a 
longer  life  span. 

Before  the  era  of  nursing  homes,  families  took  care  of  their  own  elderly,  usually  with  gentleness  and 
respect,  and  often  at  considerable  personal  sacrifice.  It  is  rare  that  we  see  that  kind  of  devotion  now,  and 
due  to  the  many  changes  which  have  come  about  in  family  makeup  and  responsibilities,  it  is  very  difficult 
to  achieve.  I would  not  expect  or  really  want  that  commitment  from  my  children.  So  we  see  that  social  and 
economic  factors  have  brought  about  changes  in  our  society  that  are  probably  not  reversible,  and  I am  not 
sure  that  they  should  be.  We  are  left  with  the  challenge  to  find  something  that  is  a better  environment  than 
most  of  our  elderly  have  to  tolerate  today. 

Some  of  our  churches  and  other  religious  groups  are  recognizing  the  problems  of  aging  and  are  making 
some  progress  in  solving  them.  Being  a Presbyterian,  I am  more  familiar  with  the  things  our  church  is 
doing.  However,  other  groups  have  equally  as  good  programs,  with  some  possibly  better.  These  activities 
involve  providing  a retirement  type  residence  until  such  time  as  one  s physical  or  mental  capacities  require 
infirmary  or  nursing  home  care,  which  is  also  available.  Planned  activities  and  the  ability  for  individual 
initiative  are  integral  provisions  of  such  programs.  Other  activities  such  as  the  Shepherd  Program  and 
Mobile  Meals,  which  are  non-denominational,  are  geared  toward  keeping  the  elderly  in  their  home 
environment.  These  are  all  private  initiatives  and  I hope  that  we  can  always  keep  them  so.  I would  not  like 
to  see  the  government  get  into  the  act  any  more  than  at  present,  and  in  fact  it  would  be  best  to  get 
government  out  altogether  of  the  Social  Security  and  other  retirement  benefits  for  which  our  citizens  have 
worked  and  saved. 

We  need  more  enterprising  activities  from  our  business  community.  Could  we  not  provide,  with  private 
investment,  retirement  communities  and  nursing  facilities  which  would  supplement  what  our  churches 
are  doing  on  the  limited  scale  that  is  necessary  for  them?  We  would  need  business  folk  who  would  not 
expect  to  become  wealthy  tycoons  at  the  expense  of  our  elderly  citizens.  I can  see  in  this  area  the  possibility 
of  corporations  such  as  those  who  control  many  of  our  hospitals  on  a for  profit  basis  getting  into  the  picture. 
Although  I would  prefer  local  investment  and  management,  these  groups  represent  private  enterprise  in 
traditional  American  fashion. 

Now  I have  pointed  out  what  I consider  to  be  an  urgent  problem  and  I have  issued  you  a challenge.  Our 
newly-appointed  Committee  on  Aging,  chaired  by  Wayne  Whetsell,  would  welcome  any  comments  and 
suggestions  from  you.  Remember  to  keep  them  positive  — nothing  negative  — because,  as  we  have  done 
all  year,  we  continue  to  activate  and  accentuate  the  positive. 


Euta  M.  Colvin,  M.D., President 


January  1983 
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THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION  AUXILIARY  — OUR  STAUNCHEST  ALLY 


I want  to  pay  tribute  and  express  my  sincere  appreciation  to  the  organization  that  does  more  for  us,  both  collectively 
and  individually,  than  anyone  else  has  or  ever  will  — the  South  Carolina  Medical  Association  Auxiliary. 

During  my  years  on  Council  and  as  an  Officer  of  the  SCMA,  I have  been  very  impressed  by  the  things  these  gals  do 
and  the  way  they  do  them.  Each  year  they  seem  to  do  more  than  the  year  before,  and  that  is  really  the  mark  of  a 
thriving  organization.  The  leadership  has  been  outstanding  and  most  definitely  continues  with  Sheila  Davis  as 
President  and  Anne  Biggers  as  President-Elect. 

One  of  the  major  things  they  do  for  SCMA  is  the  planning  and  the  work  for  the  social  activities  connected  with  the 
Annual  Meeting.  They  select  a theme  for  the  convention,  plan  and  carry  out  the  decor  for  the  banquet,  SOCPAC 
luncheon,  the  receptions,  and  other  activities,  and  select  the  menus  for  these  affairs  as  well  as  for  Council  breakfasts 
and  luncheons. 

You  certainly  recall  last  year’s  meeting  when  the  theme  of  the  convention  was  “Piedmont  Potpourri”  and  how 
exceedingly  well  it  was  carried  out  under  the  leadership  of  President  Judy  Gaillard  and  the  convention  chairmen  Mary 
Ann  Douglas  and  Linda  Smith.  The  theme  this  year  is  “Springtime  Serendipity,”  and  Sheila  Davis  and  her  convention 
chairmen  Anne  Hursey  and  Emily  Moise  have  great  plans.  In  fact,  they  excite  and  stir  my  imagination  when  they  tell 
me  their  plans  include  a surprise  for  me.  Let’s  show  them  our  support  with  bigger  attendance  than  last  year,  which  was 
the  biggest  ever. 

The  Auxiliary  has  many  worthwhile  projects  such  as  AMA-ERF,  which  allows  them  to  present  checks  each  year  for 
substantial  amounts  to  our  two  medical  schools  to  be  used  as  scholarship  funds  for  deserving  students.  This  year  they 
also  awarded  direct  scholarships  to  four  students  at  these  institutions.  Other  projects  include  programs  related  to  health 
education  in  our  public  schools,  abused  and  neglected  children,  alcohol  and  drug  abuse,  and  many  others.  In  fact, 
many  of  the  county  Auxiliaries  carry  on  special  projects  on  their  own. 

We  really  look  to  the  Auxiliary  for  help  in  our  legislative  efforts,  and  much  of  our  most  effective  work  is  done  by 
these  ladies.  They  are  also  active  in  SOCPAC  and  greatly  enhance  the  political  clout  of  this  important  organization. 
Mary  Ivester  presently  serves  as  Chairman  of  SOCPAC,  and  Skippy  Adkins,  Robin  Meehan,  and  Eva  Pratt  serve  on  the 
Board  of  Directors.  Mary  and  Skippy  also  serve  on  our  Legislative  Activities  Committee.  Others  who  serve  on  SCMA 
committees  are:  Dot  Grimball  and  Rebecca  Buxton  on  the  Committee  on  Alcoholism,  Drug  Abuse  and  Impaired 
Physicians;  Nellie  Claire  Brown  on  the  Long  Range  Planning  Committee;  Anne  Biggers  and  Linda  Smith  on  the 
Membership  Committee;  Ella  Calvert  and  Judy  Gaillard  on  the  Public  Relations  Committee;  and  Mary  Ann  Douglas 
on  the  Board  of  the  S.  C.  Institute  for  Medical  Education  and  Research.  They  all  serve  us  well,  conscientiously,  and 
competently. 

The  SCMA  A is  also  very  active  in  the  AM  A Auxiliary,  and  always  comes  away  with  many  awards  and  citations.  I 
well  remember  that  in  Chicago  in  June,  1981,  it  took  four  of  us  from  the  SCMA  Delegation  to  the  AMA  meeting  to 
carry  away  all  the  awards  these  gals  earned  so  that  Charlie  Johnson  could  pack  them  for  transport  to  Columbia. 

The  South  Carolina  Auxiliary  is  held  in  high  regard  by  the  AMA  Auxiliary,  and  each  year  leaders  of  the  national 
group  attend  their  annual  convention.  Several  of  our  ladies  have  served  and  are  serving  in  important  positions  on  the 
national  level.  Billie  Brady  serves  as  national  Treasurer  and  has  served  as  Southern  Regional  Vice  President.  Karen 
LaBruce  was  elected  last  year  to  the  national  Nominating  Committee,  which  is  a very  influential  group.  We  are 
actively  supporting  Billie  Brady  for  nomination  and  subsequent  election  to  the  office  of  President  of  the  AMA 
Auxiliary. 

Now  I have  referred  to  all  of  these  fine  ladies  on  a first-name  basis,  and  if  any  of  you  spouses  feel  offended  you  will 
just  have  to  take  it  up  with  me.  I appreciate  very  much  the  fine  work  and  support  of  the  entire  Auxiliary.  You  give  us 
encouragement,  you  help  point  direction,  you  stimulate  us,  you  correct  us,  you  love  us.  We  could  not  do  without  you.  I 
know  that  you  do  not  tolerate  the  negative,  and  that  you  help  us  always  to  activate  and  accentuate  the  positive. 


Euta  M.  Colvin,  M.D.,  President 


February  1983 
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AN  INWARD  LOOK 

Self-assessment  is  always  difficult  but,  if  done  without  self-aggrandizement  or  prejudice,  can  be  enlightening  and 
very  helpful  to  us.  The  same  is  true  of  our  profession.  We  are  told  that  in  various  ways  public  esteem  for  us  collectively 
is  down  considerably,  while  a patient’s  regard  and  respect  for  his  or  her  individual  physician  usually  remains  high. 
Perhaps  we  need  an  inward  look  at  this  apparent  paradox. 

Because  of  my  recent  and  somewhat  lengthy  involvement  in  the  study  on  medical  manpower  in  our  state,  I am  full 
of  various  statistics,  including  some  that  could  be  indicative  of  completely  opposite  conclusions.  One  set  of  figures, 
however,  is  not  only  conclusive  but  alarming  — the  medical  school  applicant  pool  is  very  definitely  decreasing.  In  fact, 
the  present  number  of  students  from  South  Carolina  applying  for  entrance  is  dangerously  low,  with  a ratio  of  less  than 
two  to  one.  We  have  tried  to  find  explanations  for  this,  but  I am  not  sure  that  we  are  right  in  our  conclusions.  Certainly 
our  profession  appears  to  be  less  attractive  to  many  of  our  brighter  young  people.  The  possibilities  of  more  rapid  career 
rewards  in  business,  engineering,  computer  science  and  others  are  enticing.  The  harassment  of  our  profession  from 
various  sources,  including  government  and  other  so-called  health  provider  groups  wanting  to  encroach  on  our  turf,  is 
discouraging.  Yet  to  me,  our  profession  is  still  the  greatest,  and  I would  choose  it  again. 

Why  did  we  decide  to  seek  the  Degree  of  Doctor  of  Medicine?  There  are  probably  many  reasons,  but  I hope  and 
expect  that  some  conception  of  service  and  the  desire  to  help  were  major  ones.  The  prospect  of  earning  a good  wage 
with  a respectable  standard  of  living  was  important  to  us,  but  I hope  none  of  us  felt  we  would  become  wealthy 
practicing  medicine.  There  are  few  who  do.  Most  who  accumulate  considerable  assets  do  so  because  of  prudent 
investments  and  involvement  in  business  activities  outside  of  medicine.  With  the  increasing  competition  we  are  seeing, 
this  will  become  even  more  evident.  The  respect  which  our  profession  has  traditionally  had  most  likely  affected  our 
decision  also.  Perhaps  the  erosion  of  this  respect  had  its  impact  on  the  decrease  in  those  now  seeking  medical  school 
positions. 

Recently,  I heard  a very  prominent  man  in  our  state  say  that  there  was  a mystique  about  physicians’  offices.  When 
asked  to  explain,  he  expressed  the  difficulty  he  had  in  getting  past  the  front  office  to  see  or  talk  with  his  physician.  Have 
we  made  the  access  too  difficult?  If  this  is  the  case,  it  will  soon  change  with  the  increase  in  physicians  in  all  specialties  in 
essentially  all  locations. 

Having  reached  senior  — although  not  old  — status,  I would  like  to  list  some  of  my  very  personal  views  on  the 
qualities  a physician  should  have.  First  is  a true  dedication  to  the  oath  we  have  all  taken,  which  means  that  service  to 
others  is  our  primary  concern.  Kindness,  compassion,  and  the  ability  to  listen  are  essential.  Interest  and  involvement  in 
civic  and  religious  activities  tend  to  help  us  round  out  our  effectiveness.  Of  course,  we  must  keep  current  with  the 
many  rapid  and  continuing  advancements  in  medical  science  so  that  we  can  always  provide  the  best  service  to  our 
patients. 

There  are  a few  opinions  I have  with  which  you  may  not  agree.  As  I have  stated  previously,  each  of  us  has  an 
obligation  to  render  our  share  of  services  to  our  medically  indigent  population.  This  is  based  first  on  the  primary 
purpose  of  our  mission  and,  secondly,  it  costs  the  state  approximately  $30,000  a year  to  educate  each  of  us.  Our  offices 
should  be  free  of  any  mystery  or  foreboding.  The  personnel  who  screen  our  calls  and  appointments  need  to  possess 
special  qualities  of  helpfulness  and  concern.  Our  business  office  must  be  run  in  an  effective  manner,  but  it  also  should 
be  run  with  understanding.  As  I have  said  so  often  to  my  staff,  “I  do  not  want  a tiger  in  our  office.”  So  our  personnel 
need  to  be  carefully  chosen  and  we  need  continued  contact  with  them. 

These  are  a few  of  my  very  firm  views  and  I strongly  feel  that,  if  followed,  we  will  not  only  increase  the  individual 
respect  society  holds  for  us  but  increase  the  respect  of  our  profession  as  a whole.  These  are  positive  and  not  negative 
ideas,  and  we  want  always  to  activate  and  accentuate  the  positive. 


Euta  M.  Colvin,  M.D.,  President 


March  1983 
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This  has  been  for  me  “a  year  to  remember.”  It  has  been  very  busy,  very  active,  and  extremely 
rewarding.  It  has  been  a year  filled  with  good  will  and  with  outstanding  cooperation.  The  months  have 
passed  rapidly,  and  now  it  is  time  to  “wrap  it  up,”  to  assess  what  we  have  accomplished,  and  to  look  at  what 
was  not  achieved.  The  goals  and  objectives  we  set  last  year  must  be  looked  at  and  evaluated.  A full  report 
on  this  will  be  included  in  my  presentation  to  the  House  of  Delegates,  but  I would  like  to  comment  on  some 
of  these  activities. 

We  have  been  involved  in  social,  economic,  legislative,  and  public  relations  activities  throughout  the 
year.  I hope  that  we  have  made  some  progress  in  our  cost  containment  activities,  particularly  in  our 
emphasis  on  ambulatory  procedures  in  both  offices  and  same  day  surgical  units,  as  well  as  hospital 
Outpatient  Departments.  Our  public  relations  activities  have  been  on  a positive  note,  and  I hope  we  can 
always  keep  them  that  way.  We  have  had  good  reception  from  the  media  and  are  now  in  a position  to 
increase  our  PR  input. 

Our  legislative  activities  have  been  considerable,  but  limited,  because  of  the  short  period  of  time  I have 
been  involved  with  the  Legislature.  The  decision,  implemented  this  year,  to  have  the  President-Elect  more 
involved  in  legislation  is  a good  one,  since  it  affords  the  opportunity  to  be  directly  concerned  for  two  years 
instead  of  one.  We  need  to  constantly  evaluate  our  priorities  in  legislative  activities.  We  have  spent  much 
of  our  efforts  last  year  and  this  year  on  the  Chiropractic  Scope  Bill  when  there  are  other  matters  such  as 
medical  liability,  Medicare  and  Medicaid  problems,  JCAH  regulations,  the  changing  patterns  in  medical 
practice,  health  care  costs,  and  others  that  are  really  more  important  to  our  daily  activities.  So  I trust  we  can 
soon  dispose  of  the  Chiropractic  Scope  Bill  and  get  on  with  other  things  we  are  trying  to  do. 

Our  membership  increased  to  the  highest  ever,  with  a total  of  2,712  members  in  all  categories.  I hope  we 
can  continue  this  growing  trend,  but  we  have  seen  some  impact  of  the  recession  on  our  1983  membership 
so  far.  We  have  to  increase  our  efforts  and  our  effectiveness  as  an  association  to  convince  our  colleagues  of 
the  values  of  membership.  We  have  not  had  a dues  increase  for  eight  years  now,  and  that  is  remarkable 
when  we  consider  the  inflationary  trend  during  those  years.  How  much  longer  we  can  go  without  an 
increase  is  an  open  question,  since  it  gets  more  difficult  each  year  to  balance  the  budget. 

Our  committee  functions  this  year  have  been  excellent,  and  I want  to  express  my  appreciation  to  the 
Chairmen  and  all  who  have  served  on  the  committees.  We  have  provided  more  services  for  our  members, 
with  improved  CME  activities,  better  insurance  programs,  increased  trip  opportunities,  and  the  Impaired 
Physicians’  Program. 

The  SCMA  staff  has  really  been  of  tremendous  help.  I appreciate  every  one  of  them.  It  is  amazing  how 
efficient  they  are  and  how  you  soon  realize  how  helpless  we  would  be  without  them.  So  I want  to  give  them 
my  heartfelt  thanks  for  their  cooperation,  their  abilities,  their  friendliness,  and  their  friendship. 

So,  you  see,  this  has  been  a good  year,  and  I leave  it  with  a sense  of  fulfillment  and  a feeling  of 
accomplishment.  I have  no  wish  to  seek  another  elected  position  in  the  SCMA,  but  will  always  be  available 
for  committee  activities  and  in  any  other  way  that  I may  serve.  Past  Presidents  with  a long  background  of 
Council  training  do  have  much  to  offer,  but  we  must  be  careful  that  we  do  not  dictate  or  try  to  assume  the 
leadership  role  again.  My  thrust  will  be  support  for  Randy  and  the  very  best  medical  association  anywhere, 
and  to  continue  to  eliminate  the  negative  and  activate  and  accentuate  the  positive. 


Euta  M.  Colvin,  M.D.,  President 


April  1983 
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SCMA  GOALS  AND  OBJECTIVES 
A FIVE  POINT  PLAN  FOR  THE  FUTURE 


Each  year  the  incoming  President  of  the  SCMA  selects  certain  goals  and  objectives  which  are  to  be  stressed  during 
his  term  in  office.  This  year  I would  like  to  present  a dynamic  plan  to  assess  the  position  of  medicine  in  South  Carolina, 
and  look  to  the  future  with  a positive  plan  of  action.  I would  like  to  see  the  profession  in  South  Carolina  become  more 
creative  and  active,  and  less  reactive. 

Many  of  us  believe  that  a revolution  is  occurring  in  the  health  care  delivery  system.  It  is  fueled  in  part  by  the 
economic  conditions  and  the  resulting  shift  in  social  priorities  and  public  policy.  In  this  environment,  the  medical 
profession  faces  unprecedented  challenges  with  major  concerns  impacting  on  organized  medicine  in  general  and  on 
physicians,  both  individually  and  collectively.  The  health  care  dollar  is  shrinking;  business  coalitions  are  forming 
across  the  country  to  force  cost  containment;  and  the  competition  for  the  dwindling  health  care  dollar  is  increasing  and 
changing  dramatically.  Consumer  groups  and  the  more  informed  individual  consumer  will  ask  not  only  what  are  the 
costs  for  health  care  but  what  type  of  services  they  are  receiving.  As  technology  continues  to  provide  the  capability  to 
prolong  life,  the  choice  of  who  does  and  does  not  receive  expensive  life  support  care  will  be  difficult  and  controversial.  I 
believe,  and  your  House  of  Delegates  agreed,  that  these  challenges  are  serious  enough  that  a long  range  type  of 
commitment  is  required. 

It  is  with  these  emerging  conditions  in  mind  that  we  present  the  following  goals  and  objectives  for  the  SCMA.  We 
believe  they  are  worthwhile  and  are  pleased  that  the  House  of  Delegates  has  endorsed  them.  Since  they  will,  in  some 
cases,  require  several  years  to  complete,  we  feel  that  the  House  action  was  necessary  so  that  succeeding  Presidents  will 
be  able  to  recognize  and  identify  these  as  continuing  projects  throughout  their  terms  of  office. 

(1)  Identify  and  offer  workable  solutions  to  the  important  issues  regarding  the  health  and  health  care  needs  of 
the  public;  (2)  conduct  an  in-depth  study  which  would  propose  and  recommend  health  care  delivery  systems  to 
meet  present-day  needs ; (3)  enhance  the  position  of  the  SCMA  as  the  umbrella  organization  which  will 
promote  the  medical  profession  as  the  leader  in  health  care  in  South  Carolina;  (4)  refine  the  positive  image  of 
the  medical  profession;  and  (5)  strengthen  the  SCMA  as  an  organization  to  more  effectively  represent  all 
physicians  in  South  Carolina. 

As  for  implementing  these  goals,  we  feel  that  Goal  1 will  be  accomplished  by  utilization  of  a physician  survey  and 
information-gathering  through  our  established  liaison  program,  as  well  as  our  participation  in  the  Block  Grant  review- 
process.  Goals  2 and  3 can  be  accomplished  through  a strategic  planning  process.  We  have  been  authorized  by  the 
House  of  Delegates  to  retain  appropriate  consultants  to  assist  us  and  our  affiliate  and  subsidiary  organizations  to 
develop  a strategic  plan  to  meet  the  challenges  we  face  in  the  future.  The  Boards  of  the  S.  C.  Medical  Care  Foundation 
and  the  S.  C.  Medical  Building,  Inc.  have  agreed  to  financially  assist  us  in  this  endeavor.  Such  a plan  will  include 
examining  the  issues  we  face;  determining  and  re-examining  the  mission  of  organized  medicine  in  the  state; 
establishing  an  agenda  of  priorities;  and  determining  the  level  and  type  resources  needed  to  accomplish  our  goals.  Goal 
4 can  be  achieved  with  the  cooperation  of  the  Public  Relations  Committee  and  the  AMA  Public  Relations  Department 
in  conducting  an  audit  in  South  Carolina  to  help  us  draw  up  plans  to  implement  a program  which  would  refine  the 
positive  image  of  the  profession  in  the  state.  Goal  5 will  be  accomplished  by  representation,  providing  scientific 
information,  education,  and  maintenance  of  organizational  strength.  We  would  anticipate  including  in  the  strategic 
planning  process  a proposal  for  periodic  organizational  audits  of  the  SCMA  in  the  future. 

I would  like  to  congratulate  Dr.  Euta  Colvin  for  his  successful  year  of  leadership  of  the  SCMA.  I believe  that  the 
plans  laid  our  above  will  accomplish  those  goals  and  objectives  set  last  year  by  Dr.  Colvin  which  should  be  continued 
into  the  future.  All  of  these  plans  will  certainly  “activate  and  accentuate  the  positive,”  as  coined  by  Euta. 

I look  forward  to  working  with  a large  number  of  you  during  the  forthcoming  year  and  hope  that  we  will  succeed  in 
accomplishing  these  great  steps  outlined  in  this,  my  first  President’s  Page. 


Randolph  D.  Smoak,  Jr.,  M.D. 
President 


May  1983 
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ON  THE  COVER: 


LIVING  SCMA  PAST  PRESIDENTS 

The  Journal  is  proud  to  feature  a composite 
photograph  of  a gathering  of  living  Past  Presi- 
dents of  the  SCMA.  The  SCMA  Executive  Com- 
mittee approved  the  establishment  of  an  organiza- 
tion of  SCMA  Past  Presidents  in  1982.  There  are 
30  living  Past  Presidents  at  this  time,  and  it  was 
felt  that  this  group  would  be  an  excellent  source  of 
knowledge  and  expertise  in  assisting  the  Associa- 
tion with  the  many  issues  facing  the  medical 
profession.  The  first  meeting  of  this  new  organiza- 
tion was  held  at  the  1983  annual  SCMA  meeting 
in  Charleston,  South  Carolina,  on  April  17,  1983. 
The  members  present,  as  pictured  on  the  front 
cover  are  (left  to  right,  back  row)  John  C.  Hawk, 
Jr.,  M.D.;  D.  Lesesne  Smith,  Jr.,  M.D.;  Donald  G. 
Kilgore,  Jr.,  M.D.;  Halsted  M.  Stone,  M.D.;  Joel 
W.  Wyman,  M.D.;  and  C.  Tucker  Weston,  M.D. 
(left  to  right,  middle  row)  William  L.  Perry,  M.D.; 
John  D.  Gilland,  M.D.;  William  H.  Prioleau,  Sr., 
M.D.;  Robert  Wilson,  M.D.;  and  John  P.  Booker, 
M.D.  (left  to  right,  front  row)  Harrison  L.  Peeples, 
M.D.;  Waitus  O.  Tanner,  M.D.;  Harold  P.  Hope, 
M.D.;  and  Euta  M.  Colvin,  M.D. 

Those  present  living  Past  Presidents  who  were 
unable  to  attend  the  inaugural  meeting  were: 
Thomas  A.  Pitts,  M.D.;  Roderick  Macdonald,  Sr., 
M.D.;  C.  Richard  F.  Baker,  M.D.;  Thomas  R. 
Gaines,  M.D.;  Orlando  B.  Mayer,  M.D.;  William 
Weston,  Jr.,  M.D.;  Charles  N.  Wyatt,  M.D.;  Frank 
C.  Owens,  M.D.;  Julian  P.  Price,  M.D.;  George 
Dean  Johnson,  M.D.;  Norman  O.  Eaddy,  M.D.; 
Ben  N.  Miller,  M.D.;  Edward  Frost  Parker,  M.D.; 
and  William  H.  Hunter,  M.D. 

Dr.  Randolph  D.  Smoak,  Jr.,  the  current  Presi- 
dent, presided  over  the  inaugural  meeting. 

Possible  activities  of  this  organization  will  in- 
clude the  use  of  this  body  of  Past  Presidents  to 
make  recommendations  to  Council,  to  participate 
in  the  annual  Legislative  Dinner,  to  be  polled  for 
input  on  SCMA  committees,  and  to  provide  coun- 
sel regarding  medical  issues.  It  was  determined  at 
the  inaugural  meeting  that  the  immediate  Past 
President  of  the  SCMA  each  year  will  be  automat- 
ically named  as  the  Chairman  of  the  Past  Presi- 
dents Organization. 

Dr.  William  Prioleau,  Sr.,  of  Charleston,  was 
recognized  as  being  the  oldest  living  Past  Presi- 
dent of  the  SCMA. 


It  is  also  reported  that  SCMA  probably  has  more 
Past  Presidents  alive  at  this  time  than  any  other 
state  association  in  the  nation,  with  the  possible 
exception  of  California. 

— Thomas  M.  Leland,  M.D. 
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OH,  CATALYST,  WHERE  ART  THOU? 

The  medical  profession  in  South  Carolina  is  a sleeping  giant.  It  is  like  a state  of  hypothyroidism  that 
needs  thyroid  replacement.  We  are  seeking  that  catalyst  that  will  bring  the  giant  into  full  participation  in 
all  interfaces  of  the  profession. 

One  area  is  that  of  public  relations,  which  is  of  high  priority  to  us.  The  profession  has  countless 
opportunities  to  enhance  its  positive  image  and  I wish  we  could  all  be  more  cognizant  of  this.  The 
educational  background,  the  individual  achievements,  and  personal  recognition  factors  of  physicians  are 
the  natural  ingredients  for  a strong,  effective  public  relations  effort  in  an  organization,  if  physicians  are 
only  united  and  active. 

We  should  begin  with  our  individual  patients  and  offer  a little  something  extra  to  them.  We  should  look 
at  our  fellow  physicians  who  are  not  a part  of  organized  medicine  and  show  them  the  many  things  done  on 
their  behalf.  Let’s  give  some  of  our  time  and  talent  to  such  worthwhile  community  projects  as  scouting, 
American  Cancer  Society  programs,  mass  screening  physicals  for  high  school  athletes,  and  patient 
placements  for  those  seeking  a primary  care  physician.  In  most  cases,  one’s  personal  satisfaction  will  be 
well-rewarded  in  addition  to  enhancing  the  profession’s  image. 

We  should  show  a positive  position,  increased  involvement  and  stronger  leadership  on  medical  and 
health-related  topics  before  the  legislature.  Our  service  in  local  and  state  government  elected  and 
appointed  commissions  and  boards  should  be  increased,  since  many  of  us  have  a lot  to  offer  in  public 
service. 

Our  peer  review  activities  show  the  recipient  that  quality  care  in  an  efficient  manner  has  been  rendered. 
Let  us  extend  this  to  attest  to  the  public  that  our  physical  and  mental  competence  as  well  as  our  medical 
skills  can  be  assured. 

These  are  but  some  of  the  positive  actions  which  we  can  carry  out  to  promote  a positive  image  of  our 
profession.  We  who  are  currently  in  the  leadership  roles  are  constantly  seeking  that  catalyst  which  will 
promote  active  involvement  of  all  physicians  under  the  professional  umbrella.  A strong,  positive  image  is 
so  essential  to  the  success  of  all  of  our  undertakings.  I would  ask  you  to  start  as  an  individual  and  concern 
thyself , so  that  a reflection  of  each  of  us  individually  would  truly  be  the  positive  image  of  the  profession. 

Speculate  on  the  impact  of  4,000  physicians’  efforts  collectively  involved  in  an  election  process,  a 
legislative  issue,  a governmental  regulation  or  matter,  a needy  and  deserving  social  problem  — oh, 
catalyst,  where  art  thou? 


Randolph  D.  Smoak,  Jr.,  M.D., 
President 


July  1983 
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A DECADE  OF  GROWTH  — 1973-1983 


The  year  1973  marked  the  beginning  of  ten  years  of  unprecedented  progress  and  expansion  in  the 
history  of  the  South  Carolina  Medical  Association.  From  a one-room  office  in  Florence  with  a part-time 
Executive  Secretary,  we  moved  to  our  Headquarters  Building  in  Columbia,  with  a full-time  Executive 
Vice  President  and  a staff  of  17.  Our  membership  has  increased  by  about  38  percent,  to  an  all-time  high  of 
2,850.  Our  AMA  membership  has  increased  similarly  to  approximately  2,200  members,  and  we  have 
become  a very  significant  force  in  our  national  organization. 

Ten  years  ago,  our  Council  met  only  quarterly  for  about  a half  day’s  session.  Now  our  Council  meets 
every  other  month,  with  the  Executive  Committee  meeting  on  alternate  months.  This  has  come  about  due 
to  the  need  to  address  60  to  80  topics,  consuming  almost  an  entire  day  at  each  meeting. 

The  SCMA  created  the  South  Carolina  Medical  Care  Foundation  in  1974  which  has  had  a very  positive 
effect  on  improving  the  quality  of  care  we  render  our  patients.  The  Building  Corporation  owns  and 
operates  our  three-story  building  of  which  we  occupy  one  floor.  Our  Institute  was  formed  to  support 
medical  education  and  research,  and  is  becoming  an  effective  organization.  Administering  the  Patients’ 
Compensation  Fund,  risk  management  programs,  and  in-depth  peer  review  are  but  some  of  the  other  very 
important  activities  in  which  we  participate. 

The  tremendous  increase  in  the  number  of  issues  before  the  state  Legislature  and  agencies  which  affect 
the  practice  of  medicine  and  the  quality  of  health  care  for  the  citizens  of  our  state  has  resulted  in  increased 
lobbying  and  liaison  efforts.  Ten  years  ago,  an  occasional  physician  assault  on  the  Legislature  was  about 
the  most  effort  we  put  forth.  Today,  we  have  a full-time  lobbyist,  with  organized  efforts  statewide.  Our 
staff  has  a liaison  with  a cadre  of  outside  agencies  and  organizations. 

A decade  ago,  we  were  borrowing  money  to  pay  our  bills  from  month  to  month  and  did  not  operate  with 
an  organized  budget.  We  are  now  on  a very  sound  financial  basis  with  a substantial  reserve.  Despite  the 
fact  that  our  budget  has  increased  by  300  percent,  the  outside  income  producing  activities  of  our 
association  have  eliminated  the  necessity  of  increasing  our  dues  for  eight  years! 

The  SCMA,  in  past  years  strongly  influenced  by  only  a few  individuals,  has  become  more  open  and 
receptive  to  a broader-based  leadership.  We  have  every  right  to  a strong  sense  of  pride  in  our  accomplish- 
ments over  this  decade,  many  of  which  can  be  attributed  to  our  fine  leadership.  Our  Executive  Vice 
President,  Charles  Johnson,  with  his  untiring  and  concerned  efforts  on  behalf  of  the  SCMA,  has  been 
instrumental  in  our  unprecedented  growth  and  accomplishments.  This  month,  he  celebrates  his  tenth 
anniversary  with  the  Association,  and  we  salute  him  for  all  he  has  done. 

All  organizations  and  institutions  tend  to  experience  a plateau  after  such  a rapid  period  of  growth.  I 
think  that  we  are  entering  such  an  era  at  the  present  time.  With  our  growing  pains  behind  us,  we  are  now  in 
a position  to  assess  our  present  status  and  our  future  directions.  This  may  require  some  significant 
adjustments,  but  with  a sense  of  unity  in  our  efforts,  we  can  and  will  meet  the  challenges  ahead.  Concern 
thyself. 


August  1983 


Randolph  D.  Smoak,  Jr.,  M.D., 
President 
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PROSPECTIVE  PAYMENT 


Prospective  payment  as  a new  concept  in  reimbursement  of  inpatient  hospital  care  is  a landmark 
change.  This  methodology  may  impact  on  health  care  delivery  in  the  United  States  as  much  as  the  advent 
of  Medicare  and  Medicaid  did  in  the  late  1960’s.  In  discussions  on  controlling  health  care  costs,  one  area  of 
agreement  usually  is  that  changing  the  incentives  in  the  present  reimbursement  system  is  essential  to  any 
long  term  solutions.  It  is  certainly  a noose  around  the  somewhat  open-ended,  cost-base  reimbursement 
system  enjoyed  by  hospitals  and  society  for  several  decades. 

This  approach  to  contain  rising  health  care  costs  is  a stab  by  the  Congress  at  the  overall  problem  in 
response  to  the  demands  of  business,  industry,  government,  and  others.  It  seems  the  Congress  is  grasping 
for  any  means  to  quell  the  public  concern  for  cost  and  is  paying  less  attention  to  the  problems  which  may 
be  created  in  the  quality  and  access  of  health  care.  There  has  not  been  a true  pilot  project  with  enough  hard 
data  to  support  such  a turnaround  in  the  system  of  payment.  The  prospective  payment  system  in  New 
Jersey  uses  a diagnosis-related  group  (DRG)  as  the  basis  for  inpatient  care  cost.  Each  admission  is  classified 
into  one  of  467  categories  for  purposes  of  payment,  with  several  other  non-designated  categories  for  those 
the  computer  can’t  handle  forthright.  Many  New  Jersey  physicians  and  hospital  administrators  have 
testified  that  the  system  is  too  recent  to  tell  if  it  has  been  successful.  Yet,  Congress  took  very  rapid  action  in 
passing  this  unproven  method  proposed  by  the  Department  of  Health  and  Human  Services  which  is  so 
similar  to  the  New  Jersey  plan. 

This  concept  will  be  expanded  to  include  nursing  homes,  outpatient  care,  and  physician’s  fees  as  soon  as 
the  data  base  is  collected.  No  doubt  medical  education  and  clinical  research  will  be  included  and 
“categorized’’  for  payment  purposes  in  the  future.  Although  prospective  payment  is  applicable  only  to 
Medicare  patients  as  of  October  1,  1983,  rest  assured  that  the  insurance  industry  will  be  monitoring  it 
closely  and  may  soon  follow  suit. 

The  Medical  Record  Department’s  coding  will  be  crucial  to  the  success  or  failure  of  an  individual 
hospital.  They  may  be  pressured  to  fudge  a diagnosis  to  a higher  DRG.  “Playing  games’’  with  the  system 
will  present  new  problems  for  hospitals  and  their  Medical  Staffs. 

Hospitals  will  have  to  be  run  in  a more  cost  efficient  manner  and  many  of  the  “frills”  discarded.  As  more 
areas  of  public  and  private  insurance  reimbursement  adopt  this  system,  there  will  be  few  areas  for  cost 
shifting  and  bind  the  hospitals  further. 

The  success  of  hospitals  under  prospective  payment  will  depend  heavily  on  the  physicians’  decisions 
regarding  admissions,  correct  admitting  diagnoses,  tests,  treatment,  and  lengths  of  stay. 

The  DRG  form  of  prospective  payment  will  force  physicians  and  hospitals  to  work  more  closely  together 
in  rendering  patient  care  and  to  preserve  hospitals. 

The  requirement  to  change  some  of  our  patterns  of  practice  is  evident,  but  to  preserve  the  quality  of  care 
available  is  our  inherent  charge.  Concern  thyself. 


Randolph  D.  Smoak,  Jr.,  M.D.,  President 


September  1983 
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INDEMNITY  VERSUS  UCR  PHYSICIAN  FEE  REIMBURSEMENT 


At  the  Annual  Meeting  of  the  AMA  House  of  Delegates  in  June,  1983,  a report  of  the  Council  on  Medical 
Service  raised  a very  basic  question  pertaining  to  physician  fee  reimbursement.  In  view  of  the  heightened 
concerns  over  health  care  costs,  alternatives  for  reimbursement  to  physicians  by  private  and  public  sectors, 
accessibility  of  health  care,  etc.,  this  report  was  brought  forth  for  consideration  by  the  Delegates. 

The  purpose  of  the  report  was  to  address  two  major  issues  in  this  area,  one  of  which  was  “With  specific 
reference  to  the  fee  for  service  approach,  current  and  future  problems  resulting  from  use  of  the  UCR 
concept  to  establish  the  amount  of  third  party  payment  for  physicians’  services  might  be  remedied  by 
change  to  an  indemnity  based  system  for  such  third  party  payment.  (Such  indemnity  payments  would 
represent  a schedule  of  allowances  and  not  a maximum  fee  schedule,  with  the  physician  charging  the 
patient  what  he  believes  to  be  a fair  and  equitable  fee.)” 

This  consideration  would  be  a reassessment  of  American  Medical  Association  policy  since  1965  when  the 
UCR  concept  was  established.  The  changes  would  have  some  benefits  to  both  patients  and  physicians  alike 
and  would,  to  some  extent,  lift  from  the  third  party  payors  the  heavy  hand  they  now  hold  over  the  area  of 
physician  reimbursement.  There  are  many  questions  which  must  be  addressed  which  are  of  great  concern 
to  our  basic  philosophy  as  well  as  to  our  individual  situations.  There  is  great  pressure  now  toward 
participation  as  some  prerequisite  for  payment,  both  by  public  and  private  insurors.  This  is  being  strongly 
evaluated,  even  as  mandatory  assignment  under  Medicare  is  being  considered  by  the  Congress.  Likewise, 
there  is  great  concern  that  going  to  this  system  would  perhaps  allow  the  third  party  payors  to  establish  this 
as  a maximum  fee,  as  opposed  to  that  of  reimbursement  toward  an  established  fee  set  by  the  physician  and 
his  patient. 

The  extensive  discussions  carried  out  by  the  Council  on  Medical  Service  certainly  give  good  arguments 
for  consideration  of  this  change  for  the  benefit  of  patients,  third  party  payors,  and  the  future  of  the 
medical  profession  in  the  free  enterprise  system.  The  points  pertaining  to  the  pros  and  cons  certainly 
should  be  debated  extensively  by  local  and  county  societies  during  the  next  several  months,  in  order  to 
inform  the  SCMA  Delegation  to  the  AMA  as  to  their  specific  feelings  on  the  issue.  It  will  be  voted  upon  at 
the  Interim  Meeting  of  the  AMA  in  December,  1983. 

In  late  August,  I sent  to  the  Presidents  of  each  county  society  a summary  of  the  Council  on  Medical 
Service  report.  This  summary  is  available  to  you  through  your  county  society  President  or  through  the 
SCMA  Headquarters.  I would  urge  each  of  you  to  examine  this  issue  very  carefully,  comprehensively,  and 
with  great  concern  and  compassion,  not  only  for  the  present,  but  with  the  future  of  our  profession  in  mind. 
Concern  thyself. 


Randolph  D.  Smoak,  Jr  , M.D. 
President 


October  1983 
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THE  SCMA  SEAL 

The  seal  of  the  South  Carolina  Medical  Association  is  portrayed  on  the  cover  of  this  month’s 
Journal.  It  seems  fitting  to  reflect  a few  minutes  on  some  of  our  history  and  heritage,  and  put 
aside  social,  economic,  and  political  issues  that  we  discuss  daily.  Consequently,  this  message  will 
describe  something  of  an  official  symbol  of  our  organization. 

The  use  of  seals  probably  dates  back  to  the  Babylonians,  around  3000  B.C.  The  people  sealed 
documents  with  stamped  seals  which  were  engraved  with  simple  designs  or  religious  scenes. 
They  often  gave  the  name  of  the  owner  or  producer  of  the  sealed  object. 

At  the  SCMA  Annual  Meeting  in  1905,  a Seal  Committee,  composed  of  Doctors  Robert  Wilson, 
Jr.,  and  T.  P.  Whaley,  was  authorized  to  select  and  purchase  a suitable  and  appropriate  seal.  The 
Seal  Committee  submitted  the  following  report  to  the  Annual  Meeting  on  April  14,  1906,  with 
adoption  as  follows: 

“Gentlemen,  the  Committee  appointed  last  year  to  have  a seal  made  for  the  South 
Carolina  Medical  Association  beg  to  report  that  they  have  carried  out  your  instructions.  On 
the  face  of  the  seal  is  represented  a mountain  rising  above  a sea,  and  around  the  former  is 
coiled  a serpent,  the  emblem  of  Esculapius,  holding  a lighted  torch  in  his  mouth.  The  seal 
thus  symbolizes  the  medical  profession  enlightening  all  sources  of  the  state.  Around  the 
margin  are  inscribed  the  words  graven  over  the  three  gateways  erected  by  Dr.  Caius  at 
Cambridge  — Virtue,  Honor,  Wisdom,  Humility.” 

Men  have  watched  a snake  emerge  from  its  skin  in  the  spring,  followed  its  graceful,  limbless 
gliding,  and  have  seen  it  vanish  mysteriously  into  the  earth.  These  actions  so  aroused  man’s 
wonder  that  he  gradually  attached  the  powers  of  wisdom,  rejuvenation,  convalescence,  and  long 
life  to  the  serpent,  and  associated  fertility,  wealth,  and  prosperity  with  it.  It  is  deeply  rooted  into 
Esculapius,  the  Greek  God  of  healing.  This  seems  an  appropriate  reason  for  this  symbol  to  be  a 
part  of  our  seal.  We  are  a statewide  organization  and  should  be  broadcasting  the  light  in  the  field 
of  health  to  all  South  Carolina  citizens,  from  the  sea  to  the  mountains.  In  1848,  the  SCMA  was 
organized,  and  this  is  reflected  by  the  date  and  initials  on  the  seal.  The  wording  inscribed  around 
the  margin  has  great  depth  and  breadth  for  us  all  to  follow. 

The  Presidential  medallion,  a replica  of  the  seal,  is  worn  at  all  formal  SCMA  functions,  and  at 
official  functions  where  the  President  is  representing  the  Association. 
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GIVING  THANKS  AND  GIVING  OF  OURSELVES 


As  I prepare  this  President’s  Page  for  the  December  Journal,  a season  is  beginning  in  which  we  offer  up 
thanksgiving  for  our  many  blessings,  and  prepare  to  celebrate  a time  of  spiritual  rebirth  and  a renewed 
sense  of  dedication  to  the  art  of  healing  as  practiced  by  the  greatest  Physician  of  all. 

Thanksgiving  is  a time  to  pause  and  remind  ourselves  of  how  fortunate  we  are  to  live  in  a free  country 
and  a rather  affluent  society.  Members  of  our  profession  enjoy  the  benefits  of  a free  enterprise  system,  but 
we  need  to  begin  to  appreciate  our  own  health  and  well-being,  and  to  reassess  ourselves  in  our  over-all 
attitudes  toward  those  with  whom  we  live  and  work,  and  for  whom  we  care. 

We  owe  a sense  of  gratitude  to  our  families,  employees,  and  all  of  those  who  support  us  so  that  our 
highest  skills  and  talents  can  be  used  in  our  profession.  Without  this  level  of  support,  we  could  not  begin  to 
carry  out  all  of  our  tasks.  Despite  the  educational  level,  training,  and  experience  which  have  placed  us 
where  we  are  in  society  today,  all  that  we  do  try  to  do  could  not  be  accomplished  without  the 
encouragement,  helpfulness,  and  backup  of  many,  many  people. 

The  Christmas  Season  seems  to  bring  out  in  all  of  us  the  spirit  of  giving,  sharing  and  caring  for  our  fellow 
man.  This  holiday  season  affords  us  an  excellent  opportunity  to  emphasize  and  renew  the  spiritual  aspects 
of  our  lives,  and  to  stop  and  make  individual  assessments  of  where  we  stand  as  persons  as  well  as  physicians. 
We  oftentimes  spend  our  greatest  energies  and  efforts  on  keeping  abreast  of  the  technological  changes  in 
medicine,  and  many  times  do  not  remember  that  we  also  need  to  improve  our  skills  in  practicing  the  “art” 
of  medicine.  By  recognizing  the  quality  of  life  and  the  spiritual  needs  of  our  patients,  we  would  be  better 
able  to  understand  and  manage  those  needs  and  wants.  The  Medicine  and  Ministry  of  the  Whole  Person 
concept  is  one  we  should  employ  in  our  daily  practices,  especially  those  physicians  responsible  for  their 
patients’  total  care.  In  developing  our  spiritual  awareness  to  meet  our  patients’  needs,  we  ourselves  would 
improve  as  persons  as  well  as  physicians. 

Then,  as  we  wind  up  the  old  year  and  prepare  to  start  a new  one,  let  us  begin  by  considering  our  own 
shortcomings,  resolving  to  improve  ourselves  first  and,  in  this  way,  begin  to  improve  the  world  around  us. 

To  all  of  you,  I extend  my  very  best  wishes  for  a joyous  Christmas  Season  and  a new  year  based  on  our 
renewed  sense  of  caring  for  the  whole  patient.  Concern  thyself. 


Randolph  D.  Smoak,  Jr.,  M.D.,  President 


December  1983 
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FINDING  MALNOURISHED  PATIENTS  IN  A 
COMMUNITY  HOSPITAL: 

DEVELOPMENT  OF  A NUTRITIONAL 
ASSESSMENT  SERVICE* 

SUSAN  NELSON,  R.D. 

JOHN  E.  BOTTSFORD,  JR.,  M.D.** 

JAMES  M.  LONG,  III,  M.D. 

The  role  of  malnutrition  in  patient  morbidity 
and  mortality  has  gained  increasing  attention  dur- 
ing the  past  10-15  years.  Studies  from  two  hospi- 
tals in  Boston  have  shown  that  approximately  half 
of  all  medical  and  surgical  patients  suffer  from 
protein-calorie  malnutrition.1-  2 Seltzer  found  a 
twenty-fold  increase  of  hospital  mortality  among 
patients  found  to  be  malnourished  on  admission, 
when  compared  to  well  nourished  patients.3  The 
basis  of  these  observations  stems  from  the  fact  that 
malnourished  patients  are  at  greater  risk  for  de- 
veloping complications,  particularly  infection 
and  sepsis,  when  significant  protein  and  calorie 
deficits  exist,  and,  furthermore,  malnutrition  may 
profoundly  affect  the  capacity  of  a patient  to 
respond  optimally  to  various  therapeutic  modali- 
ties. 

Nutritional  status  can  be  assessed  by  an- 
thropometry, measurement  of  selected  tests  in  the 
laboratory,  immunological  evaluation  and  diet/ 
weight  history.  These  studies  will  identify  patients 
who  are  high  risk  on  the  basis  of  malnutrition  and 


From  Spartanburg  General  Hospital,  Spartanburg,  S.  C., 
and  the  Department  of  Surgery,  Medical  University  of 
South  Carolina,  Charleston,  S.  C.  (Drs.  Bottsford  and  Long) 
Address  correspondence  to  Dr.  John  E.  Bottsford,  Jr.,  Spar- 
tanburg General  Hospital,  101  E.  Wood  Street,  Spartan- 
burg, S.  C.  29303. 


define  baseline  of  nutritional  status.  Serial  mea- 
surements will  then  reflect  the  effect  of  disease 
and  treatment.  The  purpose  of  this  study  was  two- 
fold: (1)  to  determine  the  prevalence  of  malnutri- 
tion in  our  own  hospital;  and  (2)  to  develop  a 
systematic  method  of  identifying  malnourished 
patients  as  early  as  possible  in  their  hospitaliza- 
tion. 

MATERIALS  AND  METHODS 

The  study  population  consisted  of  41  male  and 
42  female  patients  consecutively  admitted  during 
the  first  three  months  of  1981  to  the  Surgery 
teaching  service  of  Spartanburg  General  Hospital, 
a 569  bed  community  hospital.  Patient  ages 
ranged  from  16  to  92  years  (mean:  48  years). 

A dietitian  was  responsible  for  diet/ weight  his- 
tory, anthropometric  measurements,  nutritional 
diagnosis,  and  recommendations.  Staff  nurses  ob- 
tained height  and  weight,  and  they  also  applied 
and  read  antigen  skin  tests.  The  primary  physi- 
cian ordered  the  laboratory  tests  and,  after  com- 
pletion of  assessment,  requested  the  mode  of 
nutritional  support.  Anthropometric  measure- 
ments, serum  albumin,  total  lymphocyte  count 
and  diet  history  were  obtained  for  each  patient 
soon  after  admission.  If  any  of  these  indices  were 
abnormal,  additional  tests,  such  as  plasma  total 
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Table  I 

NUTRITIONAL  INDICES  MEASURED 

Anthropometries 

Height  

Weight 

Triceps  Skinfold  

Arm  Circumference 

Arm  Muscle  Circumference 


Laboratory  Tests  Skin  Tests 

Albumin Candida 

Total  Lymphocyte  Count  Dermatophyten 

Total  Iron-binding  Capacity  Mumps 

Creatinine-height  Index PPD 

Varidase 


iron-binding  capacity,  creatinine-height  index, 
and  skin  tests  for  assessment  of  delayed  cutaneous 
hypersensitivity,  were  obtained  to  determine 
more  accurately  the  nature  and  severity  of  mal- 
nutrition (Table  I). 

Standards  of  anthropometric  measurements, 
serum  albumin,  total  lymphocyte  count  and 
serum  total  iron-binding  capacity  were  taken 
from  generally  accepted  sources.4’  5-  6 The  1959 
Metropolitan  Life  Insurance  tables,  corrected  to 
nude  weight,  were  used  for  weight  standards. 

Normal  was  greater  than  90%  of  standard;  mild 
depletion  was  considered  80-90%  of  standard; 
60-79%  of  standard  was  classified  as  moderate 
depletion,  and  less  than  60%  of  standard  was 
considered  severe  depletion. 

RESULTS 

Of  83  patients  in  the  study,  31  patients  (37%) 
were  found  to  be  malnourished.  Eight,  or  10%  of 
patients,  had  marasmus,  12  patients  (14%)  had 
kwashiorkor  and  11  patients  (13%)  had  maras- 
mus-kwashiorkor  combined  (Table  II).  The  re- 
sults of  initial  screening  procedures  are  given  in 
Table  III. 


Table  II 

NUTRITIONAL  DIAGNOSIS 

Nutritional  Status: 

Normal  52  (63%) 

Malnourished  31  (37%) 


Marasmus 

8 (10%) 

Kwaskiorkor 

12  (14%) 

Marasmus- 

Kwashiorkor 

Mixture 

11(13%) 

Creatinine  height  index  (CHI),  total  iron-bind- 
ing capacity  (TIBC),  and  skin  tests  were  obtained 
on  the  31  (37%)  patients  found  to  have  one  or 
more  abnormal  screening  indices,  and  results  for 
CHI  and  TIBC  are  given  in  Table  IV.  The  skin 
tests  results  were  discarded  because  of  consider- 
able inconsistency  and  variability  in  administra- 
tion, reading  and  reporting  by  nursing  staff 
members  who  were  not  familiar  with  the  proce- 
dure. 


Table  IV 

ADDITIONAL  INDICES  IN  MALNOURISHED 
PATIENTS 


CHI 

TIBC 

Normal  

8 (26%) 

18  (58%) 

Mild  Depletion 

5 (16%) 

6 (19%) 

Moderate  Depletion  .... 

5 (16%) 

5 (15%) 

Severe  Depletion  

13  (42%) 

2 (8%) 

DISCUSSION 

Classifications  of  malnutrition 

Three  classifications  of  malnutrition  are  given 
in  the  International  Classification  of  Disease; 
marasmus,  kwashiorkor  and  marasmus-kwashior- 
kor  combined.  In  marasmus,  or  protein-calorie 
malnutrition,  (see  Figure  1)  fat  and  somatic  pro- 
tein stores  are  low  while  the  visceral  proteins  are 
minimally  depressed  or  possibly  normal.  De- 
creased fat  and  somatic  (structural)  protein  stores 
are  reflected  by  weight,  anthropometric  measure- 
ments and  CHI.  The  visceral  (functional)  proteins 
are  measured  by  serum  albumin,  serum  transfer- 
rin (or  TIBC)  and  TLC.  Marasmus  can  be  readily 
detected  because  the  patient  appears  cachetic  and 


Table  III 

INITIAL  SCREENING  INDICES 

Weight  TSF  AMC  Albumin  TLC 


Normal  66  (79%)  43  (52%)  61  (73%)  59  (71%)  56  (67%) 

Mild  Depletion 11  (13%)  8 (9%)  19  (23%)  14  (17%)  13  (16%) 

Moderate  Depletion 8 (8%)  10  (12%)  2 (3%)  10  (12%)  8 (19%) 

Severe  Depletion  0 (0%)  22  (27%)  1 (1%)  0 (0%)  6 (7%) 
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wasted.  Marasmus  is  a chronic  illness  caused  by 
prolonged  calorie  deficiency. 


FIGURE  1 


Body  Compartments 
FATS 

VISCERA  AND  PLASMA 
PROTEINS 


SKELETAL  MUSCLE  AND 
BODY  CELL  MASS 


Related  Nutritional  Indices 
Weight,  Triceps  skinfold 
Albumin 

Transferrin/TIBC 
Total  Lymphocyte  Count 
Delayed  Hypersensitivity 
Arm  Muscle  Circumference 
Creatinine  Height  Index 


Kwashiorkor,  or  primary  protein  malnutrition, 
is  reflected  by  abnormally  low  visceral  proteins  in 
the  presence  of  normal  fat  stores  and  normal  or 
near  normal  somatic  protein.  Kwashiorkor  is  diffi- 
cult to  detect,  because  the  patient  is  often  obese.  In 
the  present  study,  58%  of  the  patients  who  had 
kwashiorkor  were  obese.  Kwashiorkor  results 
from  a diet  low  in  protein  while  adequate  in 
calories,  or  it  can  develop  in  an  acutely  stressed 
patient  who  is  not  receiving  adequate  nutritional 
support.  The  obese  patient  with  kwashiorkor  is  a 
greater  risk  for  infections  and  other  complications 
of  illness  and  injury  than  is  the  underweight  pa- 
tient with  marasmus. 

The  combination  of  marasmus  and  kwashior- 
kor represents  severe  protein-calorie  malnutri- 
tion, in  which  fat,  somatic  proteins  and  visceral 
proteins  are  low.  This  can  be  a life-threatening 
situation.  In  this  study,  two  of  three  patients  who 
died  were  found  on  admission  to  have  marasmus- 
kwashiorkor  malnutrition.  This  type  of  severe 
malnutrition  usually  develops  when  a chronically 
starved  patient  undergoes  acute  stress  from  illness, 
injury  or  surgical  procedure. 


Tests  of  Nutritional  Status 

Body  weight  is  one  of  the  simplest  and  most 
direct  methods  of  monitoring  nutritional  status. 
When  taking  fluid  balance  into  consideration, 
changes  of  body  weight  give  the  most  reliable 
indication  of  total  body  energy  balance.  In  a hos- 
pitalized patient,  rapid  weight  gain  of  more  than  a 
half  pound  per  day  results  from  fluid  accumula- 
tion rather  than  synthesis  of  new  tissue.  Body 
weights  can  be  misleading  when  errors  of  mea- 
surement are  made.  Ideally,  all  patients  should  be 
weighed  each  day  at  the  same  time  while  wearing 
the  same  clothing.  If  daily  weights  become  a 
routine  procedure  for  all  malnourished  patients, 
the  likelihood  of  measurement  errors  decreases 
considerably. 


Other  currently  available  tests  and  techniques 
permit  assessment  of  the  structural  and  functional 
integrity  of  body  mass  by  measurements  of  three 
body  compartments:  fat,  skeletal  muscle  and  vis- 
ceral (functional)  protein.  Body  fat  stores  are  esti- 
mated by  averaging  multiple  skinfold  thickness 
measurements  or  by  using  the  triceps  (TSF)  as  an 
approximation  of  the  average  skinfold  thickness. 
When  compared  to  age-matched  standards,  the 
TSF  gives  a rough  estimate  of  available  energy 
substrate  in  the  form  of  fat  and  can  be  considered 
as  one  indicator  of  energy  reserve.  Peripheral 
edema  will  falsely  increase  TSF  measurements. 

Skeletal  muscle  mass  is  estimated  by  comparing 
arm  muscle  circumference  (AMC)  and  creati- 
nine-height index  (CHI)  to  observed  standards. 
The  CHI  is  obtained  by  comparing  24-hour  urin- 
ary creatinine  excretion  to  height-corrected  stan- 
dards. Because  creatinine  is  released  from  muscle 
at  a relatively  constant  rate,  reduced  muscle  mass 
secondary  to  malnutrition  results  in  decreased 
creatinine  excretion  and  a depressed  CHI.  For 
CHI  to  be  useful,  renal  function  and  urine  output 
must  be  normal. 

Visceral  protein  stores  are  measured  by  serum 
albumin,  serum  transferrin  (or  total  iron  binding 
capacity),  total  lymphocyte  count  and  reactivity 
to  recall  skin-test  antigens.  Although  serum  al- 
bumin and  transferrin  levels  are  affected  by  a 
variety  of  clinical  circumstances,  including  hy- 
dration status,  immobilization,  edema,  ascites,  in- 
jury, infection,  and  thermal  burn,  inadequate 
nutrition  does  result  in  depressed  serum  levels  of 
these  proteins.  Furthermore,  low  serum  albumin 
has  been  correlated  with  low  transferrin  or  TIBC, 
as  in  the  present  study,  and  with  increased  risk  of 
morbidity  and  mortality. 

Because  serum  albumin  has  a half-life  of  ap- 
proximately 20  days,  rapid  changes  of  albumin 
levels  usually  refect  something  other  than  chang- 
ing nutrition  status.  Serum  albumin  usually  in- 
creases more  slowly  during  specialized  nutrition 
support  than  transferrin  or  other  proteins  which 
have  a shorter  half-life.  Transferrin,  with  a half- 
life  of  approximately  eight  days,  can  be  measured 
directly  or  can  be  estimated  from  TIBC  by  the 
following  formula: 

TRANSFERRIN  = (.8  X TIBC)  - 43 

Cell-mediated  immunity  is  an  essential  compo- 
nent of  host  defense  mechanisms,  which  can  be 
evaluated  in  part  by  total  peripheral  lymphocyte 
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counts  and  skin  tests  with  a battery  of  recall  anti- 
gens. The  total  lymphocyte  count  (TLC)  is  calcu- 
lated from  a complete  blood  count  as  follows: 

% Lymphocytes  X WBC 


The  TLC  may  be  depressed  secondary  to  injury, 
chemotherapy,  radiation  therapy  or  leukopenia 
and  increased  with  massive  leukocytosis. 

Skin  antigens  are  injected  intradermally  and 
measured  at  24,  48  and  72  hours.  A positive  reac- 
tion is  an  induration  of  10mm  or  greater.  Two  or 
more  positive  responses  are  considered  normal. 
Patients  failing  to  respond  to  any  of  the  skin  test 
antigens  are  anergic,  and  anergy  has  been  shown 
to  correlate  with  morbidity  and  mortality.  Anergy 
may  also  occur  with  immunosuppressive  therapy, 
burn  injury,  zinc  deficiency  or  old  age.  Skill  in 
administration  and  reading  of  skin  tests  must  be 
developed  to  insure  consistency  and  accuracy. 

Because  nitrogen  is  unique  to  protein,  nitrogen 
balance  is  a means  of  evaluating  the  status  of 
protein  metabolism  in  a general  way;  negative 
nitrogen  balance  suggests  protein  degradation  in 
excess  of  protein  synthesis,  while  positive  nitrogen 
balance  or  nitrogen  retention  occurs  when  protein 
synthesis  exceeds  protein  breakdown.  Nitrogen 
excretion  is  directly  affected  by  nutrient  intake 
and  metabolic  rate.  In  the  unfed  state,  nitrogen 
excretion  will  increase  as  a linear  function  of  the 
severity  of  stress.  Nitrogen  balance  is  one  means  of 
monitoring  adequacy  of  nutrition  support.  Nitro- 
gen balance  can  be  derived  as  follows: 

NITROGEN  BALANCE  = NITROGEN  INTAKE  - (UUN  + 4) 

The  value  of  + 4 takes  into  account  nitrogen  lost 
through  the  stool  and  skin  and  other  nonurea 
urinary  nitrogen  losses. 

During  active  nutrition  support,  the  goal  for 
nitrogen  balance  should  be  +3  to  +5  grams 
nitrogen  per  day.  A nitrogen  balance  may  be 
misleading  or  grossly  inaccurate  in  renal  disease 
or  in  situations  where  urine  collection  is  im- 
complete,  such  as  urinary  incontinence.  When 
abnormal  losses  occur,  such  as  in  burn  patients  or 
in  patients  who  have  diarrhea  or  fistulous  drain- 
age, further  corrections  of  the  formula  must  be 
made  to  avoid  underestimating  of  nitrogen 
requirements. 


CONCLUSIONS  AND 
RECOMMENDATIONS 

Malnutrition  occurs  more  commonly  among 
hospitalized  patients  than  generally  recognized 
and  can  be  particularly  insidious  in  obese  or  “nor- 
mal” weight  patients.  On  the  basis  of  the  present 
study  and  data  from  other  published  studies,  rou- 
tine surveillance  for  malnutrition  among  hospi- 
talized patients  is  recommended.  Patients  who  are 
found  to  have  a recent  weight  loss  exceeding  10% 
of  body  weight  or  who  have  a serum  albumin 
below  3.5  mg%  or  total  lymphocyte  count  below 
1500  mm3  should  have  a more  thorough  assess- 
ment of  nutrition  status.  Every  primary,  second- 
ary and  tertiary  hospital  should  make  available  to 
practitioners  a full  battery  of  nutrition  assessment 
tests  along  with  estimates  of  protein  and  energy 
requirements  and  recommendations  from  a clini- 
cal dietitian.  Recording  the  information  on  an 
approved  standard  form  for  nutrition  assessment 
can  be  a very  helpful  tool.  (See  Figure  2) 

The  physician  retains  complete  control  of  pa- 
tient care  and  is  responsible  for  ordering  nutrition 
assessment  tests,  including  laboratory  tests  and 
placement  of  skin  tests.  The  dietitian  obtains  an- 
thropometric measurements,  diet  history  and 
makes  the  nutritional  diagnosis  and  recommenda- 
tions. A system  for  retrieval  and  interpretation  of 
data  should  be  developed  and  standardized  to 
insure  accurate  reporting  of  results  and  recom- 
mendations. Establishment  of  nutrition  assess- 
ment services  should  be  accompanied  by  an  in- 
house  education  program  on  the  availability  and 
significance  of  the  new  service,  and  capability  for 
specialized  nutrition  support  should  be  developed 
simultaneously.  The  vehicle  recommended  for 
implementation  of  these  programs  is  a Nutrition 
Committee  of  the  medical  staff  or  administration. 

SUMMARY 

In  recent  years,  the  incidence  of  malnutrition 
among  hospitalized  patients  has  proved  to  be 
much  higher  than  previously  recognized.  In  order 
to  develop  a plan  by  which  malnourished  patients 
could  be  systematically  identified,  83  patients 
consecutively  admitted  to  the  Surgery  service  un- 
derwent assessment  of  nutritional  status.  Thirty- 
one  (37%)  were  found  to  be  malnourished.  As  a 
result  of  this  study,  assessment  of  nutritional  status 
was  made  available  to  all  practitioners  in  the 
institution,  and  a standard  form  was  developed  to 
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insure  uniform  reporting  of  assessment  data  and 
conclusions.  □ 
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FIGURE  2 

Patient:  Age:  Room  It:  Diet  Order:  

Admission  Date:  Physician:  Medical  Record  It: 


Diagnosis/Impressions : 


*Pertinent  Diet  Hx: 


Ht:  ' " Wt. lbs.  *Ideal  Wt:  lbs.  *%  Wt.  Loss/Time  / Significant 

Insignificant 


Index 

SOMATIC  PROTEINS 

Value 

> 90% 
Normal 

Mild  90-80% 
Depletion 

Mod.  79-60% 
Depletion 

Severe  60% 

| 

Depletion 

-Weight/Height  kg/cm 

*Triceps  Skinfold  ram 

*Arm  Circumference  cm 

*Arm  Muscle 
Circumference  cm 

Urine 

Creatinine  mg/24  hr. 

VISCERAL  PROTEINS 


Albumin  gm% 

3.5 

3.4  - 3.0 

2.9  - 2.1 

4 

2.1 

Transferrin  mg% 

> 

200 

199  - 180 

179  - 160 

JL 

160 

Total  Lymphocyte 
Count  mm^ 

> 

1501 

1500  - 1201 

1200  - 800 

-C 

800 

CELLULAR  IMMUNITY  Immune  Positive  Relative  Anergy  Anergic 

NITROGEN  BALANCE  0 = normal  24  hr.  urinary  nitrogen  =*  gm  N/24  hr. 

+ * anabolic 

- = catabolic  *N  intake  - N-Olltput  * gm  N/24  hr. 

^NUTRITIONAL  STATUS:  NORMAL,  MARASMUS,  KWASHIORKOR,  MARASMUS -KWASHIORKOR  MIXTURE 

Degree:  None,  Mild,  Moderate,  Severe 

*Kcal  Requirement:  Kcal  Protein/Nitrogen  Requirement  gm 

*Summary/Recoramendations : 


*Dietitian's  Responsibility 

NUTRITIONAL  ASSESSMENT  SUMMARY 


Date : 
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CHESTNUT  HILL 

A Private  Psychiatric  Hospital 

Active  treatment  for  the  adult  pa- 
tient requiring  individualized  intermedi- 
ate to  long-term  care. 

Individual,  group,  and  family  ther- 
apy. Occupational  and  recreational 
therapy  are  utilized  to  enable  the  pa- 
tient to  sustain  independent  social  func- 
tioning in  the  community. 

Attractive,  modern  facilities. 

Reasonable  charges. 

Contact: 

John  D.  Patton,  M.D. 

Medical  Director 

Post  Office  Box  237 

Travelers  Rest,  S.C.  29690 

Telephone:  (803)  834-8013 


CLASSIFIED 

AREA  IN  NEED:  Exceptional  location  for  family 
practice  doctor  in  East  Columbia.  There  isn’t  one 
in  this  area.  Professional  office  suite  for  rent  on 
very  busy  street.  1400  sq.  ft.,  6 rooms,  2 restrooms, 
central  heat  and  air,  front  door  off  street  parking, 
2 entrances.  By  appointment,  contact  Max  Hart- 
man, 118  Greenlawn  Dr.,  Columbia  29209, 
783-4950  or  776-0321. 

FOR  SALE:  small  town  general  medical  practice 
located  in  Bennettsville,  SC.  If  interested,  please 
contact  the  South  Carolina  National  Bank,  Trust 
Department,  1241  Main  St.,  Columbia,  SC 
29226,  or  call  Martha  Morris  at  (803)  765-3349. 

SOUTH  CAROLINA  — HCA’s  Professional  Re- 
lations Office  offers  a free,  no  obligation  physi- 
cian placement  service.  We  are  aware  of  private 
practice  opportunities  for  many  medical  spe- 
cialties in  communities  served  by  HCA  hospitals. 
For  more  information,  address  confidential  inqui- 
ries to  Saundra  Lee;  Manager,  Professional  Rela- 
tions; HCA;  P.O.  Box  1575;  Nashville,  TN  37202 
or  call  toll-free:  1-800-251-1537. 
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A Brief  Summary 
MELFIAT"  105  UNICELLES®  © 

(phendimetrazine  tartrate)  105  mg  Slow  Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiats  105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe- 
sity as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA- 
COLOGY) should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below. 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto- 
matic cardiovascular  disease,  moderate  to  severe  hyperten- 
sion, hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma.  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel- 
ops within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem- 
ically and  pharmacologically  to  the  amphetamines.  Amphet- 
amines and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar- 
trate should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 

Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys- 
function. There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa- 
tion following  prolonged  high-dosage  administration  results  in 
extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  intoxica- 
tion with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxication  is  psy- 
chosis, often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar- 
trate in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDREN:  Phendimetrazine  tartrate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen- 
dimetrazine tartrate  for  patients  with  even  mild  hyperten- 
sion. Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar- 
trate and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi- 
dine.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar- 
dia, elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi- 
ness, insomnia,  euphoria,  dysphoria,  tremor,  headache;  rarely 
psychotic  episodes  at  recommended  doses. 

Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste, 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic:  Urticaria. 

Endocrine:  Impotence,  changes  in  libido 
OVERDOSAGE:  Manifestations  of  acute  overdosage  with 
phendimetrazine  tartrate  include  restlessness,  tremor, 
hyperreflexia,  rapid  respiration,  confusion,  assaultiveness, 
hallucinations,  panic  states. 

Fatigue  and  depression  usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hypertension  or 
hypotension  and  circulatory  collapse.  Gastrointestinal  symp- 
toms include  nausea,  vomiting,  diarrhea,  and  abdominal 
cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
and  coma.  Management  of  acute  phendimetrazine  tartrate 
intoxication  is  largely  symptomatic  and  includes  lavage  and 
sedation  with  a barbiturate.  Experience  with  hemodialysis  or 
peritoneal  dialysis  is  inadequate  to  permit  recommendation 
in  this  regard.  Acidification  of  the  urine  increases  phendi- 
metrazine tartrate  excretion.  Intravenous  phentolamine 
(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
overdosage. 

DOSAGE  AND  ADMINISTRATION:  Since  Melfiat®  105  (phendi- 
metrazine tartrate)  105  mg  is  a slow  release  dosage 
form,  limit  to  one  slow  release  capsule  in  the  morning. 

Melfiat®  105  (phendimetrazine  tartrate)  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED:  Each  orange  and  clear  slow  release 
capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
of  100.  NDC  0063-1082-06. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
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In  the  treatment  of  your  overweight  patients... 

Fbur  ways  to  control  the  overactive  appetite 


MELFIAT®  105  once  a day  during  the 
initial  weeks  of  therapy 


COMMITMENT  to  lose  weight 


DIET  tailored  for  each  patient’s  needs 


EXERCISE  to  improve  physical  fitness 


When  your  overweight  patients  need  an  effective,  short-term  anorexiant, 
MELFIAT®  105  (phendimetrazine  tartrate)  is  an  excellent  choice.  According  to  a 
NIDA  (National  Institute  on  Drug  Abuse)  report,  phendimetrazine  appears  to 
have  less  abuse  potential  than  the  amphetamines  and  certain  other  anorexiants.1 
And  MELFIAT®  105  also  offers  your  patients  the  convenience  of  once-a-day 
morning  dosage. 

Reference:  1.  Sheu  YS,  Ferguson  JA,  Cooper  JR:  Evaluation  of  the  Abuse  Liability  of  Diethylpropion,  Phendimetrazine,  and  Phentermine,  unclassified 
document,  ADAMHA,  HHS.  Office  of  Medical  and  Professional  Affairs,  NIDA,  1980,  pp  10-15. 

MELFIAT®  105  UNICELLES© 

(phendimetrazine  tartrate)  105  mg 

Short-term  investment  for  long-term  weight  control 

B Reid-Provident  Laboratories,  Inc. 
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Please  see  brief  summary  of  prescribing  information  on  the  next  page. 


CONSERVATIVE  SURGICAL  MANAGEMENT  OF 
TUBAL  PREGNANCY 


CARY  HOLTZ,  M.D.* 

Salpingectomy  is  the  most  commonly  per- 
formed procedure  when  managing  a tubal  preg- 
nancy. However,  in  the  last  five  years  there  has 
been  an  increasing  tendency  to  perform  less  radi- 
cal surgery.  This  trend  can  be  attributed  to  the 
rising  incidence  of  ectopic  pregnancy,  the  recog- 
nition that  tubal  pregnancy  is  frequently  associ- 
ated with  subsequent  infertility,  and  advances  in 
diagnostic  modalities  which  permit  the  detection 
of  early,  less  destructive  ectopic  gestations  in  more 
stable  circumstances. 

CRITERIA  FOR  CONSERVATIVE 
MANAGEMENT 

Conservation  of  the  fallopian  tube  containing 
an  ectopic  gestation  is  only  appropriate  for  those 
women  who  desire  preservation  of  their  fertility. 
Clearly,  candidates  are  those  with  bilateral  con- 
current tubal  pregnancies,  involvement  of  the 
only  remaining  adnexae,  and  those  with  grossly 
abnormal  contralateral,  uninvolved  adnexa.  The 
latter  has  been  noted  in  30  to  50  percent  of  pa- 
tients with  ectopic  pregnancies.1  However,  the 
normal  external  appearance  of  a fallopian  tube 
does  not  exclude  tubal  obstruction.  Some  authors, 
therefore,  have  advocated  intraoperative  trans- 
fundal  hydrotubation  to  more  adequately  evalu- 
ate the  status  of  the  contralateral  tube.2  Signifi- 
cant intraluminal  abnormalities  may  be  present 
despite  tubal  patency,  and  universal  conservation 
of  the  involved  tube  has  also  been  advocated.2 
This  management  concept  is  acceptable  if  routine 
conservation  does  not  increase  the  incidence  of 
subsequent  tubal  pregnancy  or  have  an  unaccep- 
tably high  incidence  of  postoperative  complica- 
tions. Neither  of  these  occurs  when  appropriate 
procedures  are  performed.2'4  The  clinical  status  of 
the  patient  and  the  extent  of  tubal  injury  also 
influence  management.  Some  authors  have  sug- 
gested that  conservation  is  only  appropriate  if 
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there  is  a small,  unruptured  tubal  pregnancy; 
certain  procedures  are  precluded  if  this  is  not  the 
case.  Thus,  individualization  of  management  is 
crucial. 


AMPULLARY  TUBAL  PREGNANCY 

More  than  two-thirds  of  tubal  pregnancies  are 
located  in  the  ampullary  portion  of  the  fallopian 
tube.  When  loosely  attached  to  the  fimbria  there 
is  near  universal  agreement  that  blunt  separation 
of  the  ectopic  pregnancy  is  indicated.  However, 
when  located  in  a more  proximal  site  several 
surgical  techniques  may  be  employed. 

“Milking”  the  tube  with  the  fingers  and 
thereby  expressing  the  trophoblastic  tissue 
through  the  tubal  ostium  is  the  easiest  to  perform. 
However,  Timonen  and  Nieminen5  reported  that 
expression  of  tubal  gestations  was  associated  with 
an  increased  incidence  of  recurrent  tubal  preg- 
nancy (21%)  when  compared  to  alternative  con- 
servative techniques  or  salpingectomy  (12%). 
They  hypothesized  that  residual  trophoblastic 
tissue  induced  intratubal  adhesions  or  fibrosis  of 
the  tubal  wall,  impairing  ovum  transport  and 
causing  recurrent  tubal  implantation.  Separating 
the  ectopic  gestation  from  the  tubal  wall  with  a 
lacrimal  duct  probe  prior  to  expression  or  bluntly 
curretting  the  implantation  site  following  evacua- 
tion have  been  suggested  as  means  to  reduce  this. 
The  efficacy  of  these  modifications  has  not  been 
evaluated. 

Linear  salpingostomy  is  the  preferred  tech- 
nique when  managing  an  ampullary  ectopic  preg- 
nancy; it  may  also  be  employed  when  operating 
upon  an  isthmic  lesion.  More  complete  removal  of 
the  trophoblastic  tissue  is  likely  with  this  pro- 
cedure as  there  is  direct  observation  of  the  im- 
plantation site. 

After  stabilizing  the  fallopian  tube,  a short  (1-3 
cm)  linear  anti-mesenteric  incision  is  made  over 
the  tubal  pregnancy.  The  author  prefers  to  use  a 
unipolar  microelectrode  for  this.  The  incision 
need  not  extend  over  the  entire  length  of  apparent 

The  Journal  of  the  South  Carolina  Medical  Association 


TUBAL  PREGNANCY 


tubal  involvement.  When  the  pregnancy  is  near 
the  fimbria,  the  incision  may  be  extended  through 
the  ostium  to  facilitate  resection.  The  ectopic  ges- 
tation is  dissected  from  the  tube  with  fine  forceps 
or  the  blunt  end  of  a scalpel  handle.  Suction  and 
blunt  curettes  may  also  be  employed.  Significant 
bleeding  is  infrequently  encountered  and  hemo- 
stasis can  generally  be  readily  obtained  with  digi- 
tal pressure  and  the  use  of  the  unipolar  micro- 
electrode or  microbipolar  forceps.  Injection  of  the 
tubal  wall  with  a dilute  vasopressin  solution  to 
induce  localized  vasoconstriction  is  helpful.  The 
tubal  incision  may  be  closed  primarily  or  the 
edges  of  the  incision  whipped  with  a running 
suture  to  ensure  hemostasis  and  the  tube  allowed 
to  close  secondarily.2'4  The  author  employs  the 
latter  technique  only  following  debridement  of  a 
ruptured  tube.  Fine  suture  (5/0-8/0)  of  low  histo- 
logic reactivity  should  be  used.  When  closed  pri- 
marily, a one  or  two  layer  repair  with  interrupted 
sutures  which  avoid  the  endosalpinx  in  per- 
formed. 

An  accurate  assessment  of  the  effect  that  linear 
salpingostomy  has  upon  subsequent  fertility  is 
difficult  to  achieve.  Postoperative  patency  rates 
are  high,  and  subsequent  pregnancy  rates  not 
reduced  or  recurrent  ectopic  rates  increased  when 
compared  to  those  of  patients  who  receive  more 
traditional  management.2’  3-  5 Additionally,  nu- 
merous patients  have  achieved  intrauterine  preg- 
nancies after  having  undergone  repair  of  their 
only  remaining  fallopian  tube.3’  4 Intraoperative 
blood  loss  and  operating  time  are  also  comparable 
to  those  of  salpingectomy. 

Two  other  techniques  may  be  employed  in  the 
management  of  ampullary  ectopic  pregnancies. 
The  Gepfert  procedure  consists  of  resecting  the 
damaged  distal  tube  and  then  performing  an  am- 
pullary cuff  salpingostomy.  This  procedure  has 
the  theoretical  advantage  of  resecting  the  implan- 
tation site  which  might  otherwise  predispose  the 
patient  to  a recurrence.  However,  the  tube  is 
shortened  and  fimbrial  function  lost,  factors  antic- 
ipated to  reduce  subsequent  fertility.  This  opera- 
tion is  therefore  indicated  only  when  there  is 
severe  damage  to  the  distal  tube  and  the  con- 
tralateral tube  either  absent  or  markedly  abnor- 
mal. Segmental  resection  of  the  ectopic  gestation 
with  immediate  or  delayed  reanastomosis  may 
also  be  performed.  As  with  the  Gepfert  pro- 
cedure, the  minimal  amount  of  tissue  required 
should  be  resected.  Edema  and  clot  may  extend 


into  uninvolved  adjacent  areas  of  the  fallopian 
tube  and  make  the  apparent  area  of  injury  greater 
than  the  actual. 


ISTHMIC  ECTOPIC  PREGNANCY 

Linear  salpingostomy  may  be  employed  in  the 
management  of  more  proximal  lesions  as  well. 
However,  segmental  resection  with  immediate  or 
delayed  repair  seems  preferable  when  the  ectopic 
pregnancy  is  located  in  the  small  and  uniform 
caliber  isthmus.  Uterotubal  implantation  is  sel- 
dom indicated  in  view  of  the  potential  for  micro- 
surgical  reanastomosis. 

When  performing  resection  with  delayed  re- 
pair, the  tube  should  be  ligated  adjacent  to  the 
ectopic  pregnancy  and  a wedge-shaped  excision 
done  with  the  apex  inferior  to  the  implantation 
site.  This  can  be  carried  out  through  a mini- 
laparotomy incision  in  thin  patients  with  mobile 
fallopian  tubes.6  Patients  undergoing  segmental 
resection  who  may  have  a patent  contralateral 
tube  should  consider  employing  postoperative 
contraception  to  preclude  the  development  of  an 
ectopic  gestation  in  the  distal  segment  prior  to 
undergoing  tubal  reconstruction.  Gomel7  has  re- 
ported performing  six  delayed  repairs  in  which 
the  only  remaining  tube  was  operated  upon;  four 
subsequently  achieved  intrauterine  pregnancies. 

Stangel7  has  provided  a contemporary  descrip- 
tion of  resection  with  immediate  repair.  A 6/0 
suture  is  placed  through  the  mesosalpinx  inferior 
to  the  ectopic  pregnancy  and  extending  beyond 
the  area  to  be  resected.  It  is  not  tied  until  after  the 
tubal  segment  is  removed.  Transfundal  and  retro- 
grade transfimbrial  hydrotubation  are  performed 
to  confirm  patency.  The  tubal  stumps  are  serially 
resected  until  normal  endosalpinx  is  recognized 
and  hemostasis  is  obtained  with  electrosurgical 
modalities.  As  originally  described,  reanastomosis 
was  performed  with  three  6/0  mattress  sutures 
which  extended  through  the  serosa  and  mus- 
cularis;  magnification  was  not  employed.  More 
recently,  a full  microsurgical  technique  has  been 
adopted.  Siegler8  has  reported  that  Sayed  per- 
formed eight  single  stage  operations  in  which  a 
two  layer  repair  was  performed  over  an  intra- 
operative stint.  Six  patients  subsequently  had  in- 
trauterine gestations  and  none  suffered  another 
ectopic  pregnancy.  The  status  of  the  contralateral 
tubes  was  not  reported. 
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LAPAROSCOPIC  PROCEDURES 

Several  laparoscopic  techniques  have  been  de- 
scribed for  the  management  of  tubal  pregnancy. 
For  such  techniques  to  be  feasible,  the  ectopic 
conception  must  be  small,  unruptured,  and  in  a 
mobile  fallopian  tube. 

The  simpliest  procedure  is  electrocoagulation 
of  the  tubal  segment  containing  the  conception. 
Either  unipolar  cautery  with  a grasping  forceps  or 
sequential  cauterization  with  a bipolar  instrument 
may  be  used.7  This  technique  is  appropriate  for 
only  the  smallest  lesions.  More  advanced  cases 
may  be  managed  with  segmental  excision.  This 
requires  the  use  of  two  ancillary  puncture  sites  or 
an  operating  laparoscope  and  an  additional  punc- 
ture site.  Circumferential  cauterization  is  per- 
formed with  a unipolar  electrode  and  then  the 
tubal  segment  is  resected  with  the  scissors.  Resec- 
tion may  also  be  done  with  the  snare  technique 
described  by  Soderstrom.9  The  excised  segment 
must  be  retrieved  from  the  peritoneal  cavity;  re- 
moval is  easiest  through  the  large  caliber  operat- 
ing laparoscope  cannula.  Following  resection/ 
retrieval,  any  blood  in  the  peritoneal  cavity  is 
suctioned. 

Linear  salpingostomy  may  also  be  performed 
through  the  laparoscope.1011  Any  hemoperito- 
neum  present  is  aspirated  and  a unipolar  electrode 
used  to  make  the  tubal  incision;  another  instru- 
ment is  employed  to  stabilize  the  tube.  Dull  biopsy 
forceps  or  suction  are  used  to  remove  the  products 
of  conception.  Compression  with  atraumatic  for- 
ceps for  a few  minutes  is  generally  adequate  to 
obtain  hemostasis;  precise  cautery  may  also  be 
employed.  Lavage  is  performed  following  re- 
trieval of  the  resected  tissue.  Mean  operating  time 
and  postoperative  fertility  rates  are  similar  to 
those  of  salpingostomy  performed  at  laparo- 
tomy.10’ 11 

Bruhat10  also  reported  the  laparoscopic  “milk- 
ing” of  fallopian  tubes  containing  pregnancies.  Of 
seven  patients  who  subsequently  attempted  to 
conceive,  two  had  ectopic  gestations  and  three 
had  intrauterine  pregnancies.  Importantly,  three 
of  17  patients  so  managed  had  incomplete  re- 
moval of  trophoblastic  tissue  and  required  further 
operative  intervention. 

ANCILLARY  MODALITIES 

The  use  of  ancillary  modalities  is  near  universal 
when  performing  conservative  surgery  for  tubal 
pregnancy.  Perioperative  prophylactic  antibiot- 
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ics,  postoperative  hydrotubation,  and  the  employ- 
ment of  dextran  solutions  or  corticosteroids  for 
adhesion  prophylaxis  are  the  most  commonly  uti- 
lized. None  is  clearly  established  to  be  effective. 
The  application  of  microsurgical  concepts  is  also 
widespread  and  is  likely  to  be  beneficial. 

COMPLICATIONS 

A single  report  of  delayed  postoperative  hemor- 
rhage from  the  implantation  site  has  appeared.12 
The  prophylactic  placement  of  a suture  through 
the  mesosalpinx  inferior  to  the  ectopic  pregnancy 
has  therefore  been  advocated.  This  is  theoretically 
unattractive  as  it  impairs  tubal  blood  flow  and 
seems  unindicated  in  view  of  the  rarity  of  this 
complication. 

Persistent  trophoblastic  tissue  represents  a 
greater  threat.13  Postoperative  HCG  determina- 
tions should  be  obtained  to  confirm  the  adequacy 
of  resection.  A progressive  reduction  in  titers 
should  be  noted,  with  most  patients  having  insig- 
nificant levels  one  week  after  surgery.  □ 
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GASTROESOPHAGEAL  REFLUX:  AN  UPDATE 

CARL  M.  LUND,  M.D.* 


Gastroesophageal  reflux,  a very  common  disor- 
der in  our  society,  results  from  return  of  material 
from  the  stomach  and  proximal  duodenum  into 
the  esophagus.  God’s  decision  to  place  a portion  of 
the  gastrointestinal  tract  in  a negative  pressure 
environment  (esophagus  in  thorax)  proximal  to  a 
reservoir  which  resides  in  a positive  pressure  en- 
vironment (stomach  in  abdomen),  led  to  the  need 
for  a barrier  between  the  two  to  avoid  continuous 
return  of  material  from  the  latter  into  the  former. 
The  nature  of  that  barrier  has,  over  the  years, 
been  an  item  of  dispute  in  the  gastroenterologic 
and  surgical  literature.1  Recent  data  suggest  that 
both  the  intrinsic  tone  of  the  lower  esophageal 
sphincter  and  its  position  in  the  abdomen  are 
important  features,  though  most  believe  that  in- 
trinsic tone  is  overwhelmingly  the  primary  deter- 
minate of  barrier  adequacy.2  Basic  problems  in 
gastroesophageal  reflux  include,  of  course,  not 
only  the  nature  of  the  barrier  but,  in  addition,  the 
nature  of  the  refluxed  material,  the  ability  of  the 
esophagus  to  empty  that  refluxed  material,  and 
tissue  resistance.3 

Many  tests  to  define  gastroesophageal  reflux 
and  subsequent  damage  to  the  esophagus  have 
evolved  (Figure  l).4  Clinically,  most  are  unneces- 
sary most  of  the  time.  Those  tests  that  allow  us  to 
demonstrate  the  presence  of  reflux  are  noted  in 
Figure  1.  Barium  studies  have  been  shown  to  be 
fraught  with  multiple  false  positives  and  false 
negatives  and  have  been  largely  discarded.  pH 
probing  has  undergone  many  modifications. 
Probably  the  most  useful  of  all  techniques,  if  one  is 
to  utilize  pH  probing,  is  the  24-hour  monitor 
suggested  by  DeMeester  and  Johnson. 5>  6 This 
technique,  which  specifically  allows  one  to  dem- 
onstrate reflux,  if  present,  under  nearly  normal 
circumstances,  is  in  itself  an  endogenous  Bernstein 
test,  and  allows  grouping  of  patients  into  catego- 
ries which  might  modify  therapy.  Using  this  tech- 
nique, a patient  can  be  assigned  to  a group  based 
on  his  particular  reflux  pattern  (reflux  in  the 
upright  position,  in  the  supine  position,  in  both 
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positions,  or  normally).  Normal  individuals  will, 
in  most  instances  in  an  asymptomatic  way,  occa- 
sionally return  material  into  the  esophagus.  The 
material  is  rapidly  returned  to  the  stomach  and  no 
damage  results.  Upright  refluxers  seem  to  be  trou- 
bled by  aerophagia,  probably  have  a pyloroduo- 
denal  motor  abnormality,  and  seem  to  do  poorly 
with  fundoplication,  having  an  increased  inci- 
dence of  postfundoplication  syndrome  or  “gas 
bloat’’  following  such  surgery.  Supine  refluxers, 
on  the  other  hand,  have  much  more  severe 
esophagitis  when  investigated  and  tend  to  have 
lower  esophageal  sphincters  which  do,  in  fact,  lie 
within  the  abdomen.  The  primary  defect  here 
seems  to  be  inability  to  clear  material  refluxed 
into  the  esophagus.  The  final  group,  those  who 
reflux  both  in  the  upright  and  supine  position,  are 
those  who  carry  a higher  incidence  of  more  se- 
rious disease,  frequently  proceeding  to  stricture 
and  perhaps  requiring  earlier  surgical  interven- 
tion. The  patient,  throughout  the  24  hours  of 
testing,  maintains  a patient  log  and  notes  symp- 
toms, thereby  allowing  an  “endogenous  Bern- 
stein,” one  being  able  to  compare  the  symptom 
log  to  the  pH  log,  and  if,  in  fact,  symptoms  are 
noted  when  pH  has  dropped  but  not  at  other 
times,  one  has  accomplished  the  equivalent  of  a 
Bernstein  test.  Finally,  a very  useful  test  which 
involves  introducing  technetium  into  the  stomach 
should  be  noted.  This  test  is  available  at  least  in  a 
qualitative  way  to  those  of  us  with  access  to  a 
gamma  camera  (quantitation  involves  the  use  of  a 


Is  reflux  present? 

Barium  study 
pH  probe 
Radioisotope 

Are  the  patient’s  symptoms  due  to  reflux? 
Acid  perfusion  (Bernstein  test) 

What  has  reflux  done  to  the  mucosa? 
Endoscopy 
Biopsy 


FIGURE  1:  The  basic  questions  to  be  answered  in  reflux 
disease  and  the  means  to  do  so. 
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microcomputer  in  order  to  obtain  counts  over  the 
esophagus).  This  test  correlates  well  with  more 
sophisticated  measures  of  reflux  and,  because  of 
availability,  is  frequently  extremely  valuable 
(Figure  2). 7 In  order  to  know  if  the  patient’s 
symptoms  are  due  to  reflux,  one  might  utilize  the 
Bernstein  test  or  the  endogenous  Bernstein  of  the 
24-hour  monitor  noted  above,  since  this  informa- 
tion is  sometimes  useful  in  patient  management. 
Finally,  defining  what  reflux  has  done  to  the 
mucosa  might  best  be  defined  by  endoscopy  and, 


if  necessary,  biopsy.  It  should  be  emphasized  that 
one  third  of  the  endoscopies  performed  in  patients 
with  clear-cut  gastroesophageal  reflux  and  subse- 
quently proven  esophagitis  will  be  macroscopical- 
ly  normal,  i.e.,  endoscopy  only  demonstrates  two 
thirds  of  the  esophagitis  present.  If  one  needs  to 
proceed  to  biopsy,  the  pinch  biopsies  obtained 
through  standard  endoscopes  are  inadequate  for 
such  purposes  and  suction  biopsies  obtained  3 to  4 
cm.  proximal  to  the  lower  esophageal  sphincter 
should  be  obtained.  Multiple  biopsies  are  impor- 


FIGURE  2:  Negative  (A)  and  Positive  (B)  Technetium  reflux  scintigrams 


NORMAL  (N)  ABNORMAL  (A) 

FIGURE  3:  Normal  (N)  and  Abnormal  (A)  esophageal  biopsies. 

LP  = Lamina  Propria 
B = Basal  Lamina 
P = Rete  Pegs 
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tant  as  the  changes  may  be  scattered.  Clear-cut 
criteria  exist  for  the  histologic  diagnosis  of 
esophagitis  and  include  expansion  of  the  basal 
lamina  beyond  15  percent  of  total  epithelial  thick- 
ness and  ascent  of  the  rete  pegs  to  or  near  the 
mucosal  surface  (Figure  3). 8 

From  the  clinical  perspective,  the  first,  fore- 
most, and  always  the  most  useful  test  is  an  ade- 
quate clinical  history.9  If  one  elicits  a clear-cut 
history  of  gastroesophageal  reflux  with  evidence 
of  pyrosis  or  heartburn  and  regurgitation,  particu- 
larly in  response  to  lower  esophageal  sphincter 
relaxers  or  assumption  of  the  supine  posture,  re- 
flux is  probable  and  treatment  for  a short  period  of 
time  constitutes  the  first  therapeutic  and  diagnos- 
tic maneuver.  Should  the  patient  evidence  dys- 
phagia, further  evaluation  is  indicated  as  a first 
step  and  both  thick  and  thin  barium  swallows  are 
important,  remembering  that  distention  of  the 
esophagus  is  necessary  to  demonstrate  many  rings 
and  webs  as  well  as  strictures.  Should  the  patient 
evidence  hematemesis,  significant  weight  loss,  or 
elements  of  nocturnal  aspiration,  further  evalua- 
tion at  the  time  of  the  first  visit  would  be  indi- 
cated. A.M.  nausea,  subtle  pulmonary  changes 
and  other  “soft  but  possibly  esophageal”  symp- 
toms and  signs  might  prompt  treatment  as  a first 
step.  If  one  chooses  treatment  as  a first  step,  the 
patient  should  be  improved  on  return  to  the  clinic 
in  three  weeks  with  Hemoccults  collected  serially; 
if  improvement  is  not  noted,  further  evaluation  is 
undertaken.  At  that  point  sonography,  which  al- 
lows one  to  image  both  the  gallbladder  and  pan- 
creaticobiliary  axis  for  masquerading  entity,  as 
well  as  endoscopy  to  verify  the  diagnosis  and  rule 
out  the  presence  of  associated  pathology  or  un- 
suspected upper  hollow  viscus  change  are  appro- 
priate and  can  be  accomplished  in  one  clinic  visit. 
If  the  diagnosis  is  confirmed,  increasing  medical 
therapy  to  a maximum  for  some  three  weeks 
allows  definition  of  medical  response.  (The  pa- 
tient will  not  be  well,  but  should  be  moving  in  the 
right  direction  in  three  weeks.)  If  at  that  point 
discomfort  persists  unabated,  performance  of  the 
technetium  reflux  study  verifies  or  refutes  the 
presence  of  reflux  at  a high  level  of  reliability  and 
allows  completion  of  the  workup  at  which  point, 
surgical  evaluation  would  be  appropriate. 

Medical  treatment  (Figure  4)  in  the  first  in- 
stance involves  the  use  of  those  measures  which 
are  free,  pain  free,  and  risk  free  and  include 
awareness  and  avoidance  of  lower  esophageal 


MEDICAL  THERAPY  OF  GE  REFLUX 

1.  Decrease  gastric  acidity 

a.  Antacids 

b.  Gaviscon? 

c.  Anticholinergics  — No! 

d.  B2  receptor  blockers  (cimetidine) 

2.  Affect  LES  pressure 

a.  Foods 

1)  Increase  pressure:  protein 

2)  Decrease  pressure:  fat,  chocolate,  alcohol,  smoking 

3)  Esophageal  irritation:  citrus  juices,  tomato,  coffee 

b.  Antacids 

c.  Cholinergics  (bethanechol)0 

d.  Metoclopramide0 

3.  Improve  mechanical  factors 

a.  Elevate  head  of  bed 

b.  Avoid  lying  down  after  meals 

1)  No  food  1-2  hours  prior  to  bedtime 

c.  Small  meals 

d.  Weight  loss 

e.  Avoid  tight  garments 

May  also  improve  acid  clearing  from  esophagus 

FIGURE  4:  Medical  Therapy  of  Gastroesophageal  Reflux 


sphincter  relaxers,  especially  late  in  the  day.  Each 
clinician  should  be  encouraged  to  develop  his  own 
list  of  suggestions  regarding  diet  and  activity  and 
issue  it  for  patient  use.  The  list  should  enumerate 
those  items  which  relax  the  sphincter,  especially 
fats,  chocolate,  peppermint,  nicotine,  alcohol,  and 
gastric  overdistention,  as  well  as  such  medications 
as  anticholinergics  and  most  sedatives.  Addi- 
tionally, those  foods  known  to  irritate  an  inflamed 
esophagus,  including  orange  juice  and  tomato 
juice  (acting  primarily  through  their  hyper- 
osmolality) should  be  noted.  Gravity  measures,  to 
include  avoidance  of  reclining  within  two  to  three 
hours  of  meals,  and  sleeping  with  the  head  of  the 
bed  elevated  some  four  to  eight  inches,  are  de- 
scribed. If  the  patient  seems  to  be  an  upright 
refluxer  with  elements  of  aerophagia,  it  would  be 
appropriate  to  address  the  pyloroduodenal  dys- 
motility  probably  present  in  most  of  these  indi- 
viduals, and  drugs  such  as  a.c.  Metoclopramide  or 
Reglan  might  prove  most  useful.  Additionally, 
simethicone  might  be  helpful  in  reducing  postci- 
bal  bloating.  If,  on  the  other  hand,  the  patient 
seems  to  be  a nocturnal  refluxer,  one  would  want 
to  focus  on  reducing  the  irritant  nature  of  the 
material  refluxed  at  night  and  shore  up  the  lower 
esophageal  sphincter  while  amplifying  the  ability 
of  the  esophagus  to  empty,  especially  nocturnally. 
Such  agents  as  Cimetidine  and  Bethanechol  in  h.s. 
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dosage  might  be  useful  in  this  instance.  Antacids 
at  bedtime  and  on  a p.r.n.  basis  are  important. 
Gaviscon,  with  its  alginic  acid  component,  has 
been  shown  to  be  somewhat  more  effective  than 
other  antacids  in  controlling  the  symptoms  of 
reflux.1  When  one  is  pushed  to  maximize  therapy 
with  the  diagnosis  having  been  confirmed  by  en- 
doscopy and  biopsy,  if  necessary,  a.c.  and  h.s. 
Cimetidine  to  maximize  the  antacid  component 
of  the  regimen  with  a.c.  and  h.s.  Metoclopramide 
or  Bethanechol  in  an  effort  to  tighten  the  lower 
esophageal  sphincter  and  facilitate  esophageal 
emptying  along  with  p.r.n.  antacid,  all  amplifying 
a background  consisting  of  gravity  and  dietary 
maneuvers  as  previously  noted,  may  be  most  use- 
ful. If  one  has  demonstrated  significant  erosive 
change  through  the  distal  esophagus  at  endo- 
scopy, the  use  of  bismuth  subcarbonate  made  into 
a paste  with  standard  antacid  and  used  in  the  p.c. 
and  h.s.  interval  may  speed  healing.  If  esophageal 
spasm  constitutes  an  element  of  the  symptom 
complex,  some  would  choose  to  use  Isordil  in  the 
a.c.  interval  while  utilizing  Metoclopramide 
rather  than  Bethanechol  h.s.,  the  data  being  clear- 
cut  that  Bethanechol  increases  esophageal  empty- 
ing but  being  somewhat  mixed  in  terms  of 
Metoclopramide’s  effect  on  esophageal  motility 
(though  it  clearly  increases  lower  esophageal 
sphincter  tone  and  facilitates  gastric  emptying). 
Additionally,  Metoclopramide  will  not  stimulate 
acid  production  and  theoretically  at  least  Bethan- 
echol might.  Metoclopramide  offers  another  ad- 
vantage in  that  it  will  not  amplify  motility- 
through  the  distal  small  bowel  and  colon,  whereas 
Bethanechol  acts  more  diffusely  on  all  smooth 
muscle. 10  If  the  patient  is  not  beginning  to  respond 
to  a regimen  which  optimally  meets  his  or  her 
particular  needs  over  a three  week  period,  the 
reflux  test,  utilizing  technetium  as  noted  above,  is 
undertaken  and  if  the  patient  demonstrates  re- 
flux, surgical  evaluation  is  sought.  Atypical  and 
unusual  features  of  some  cases  prompt  the  need 
for  more  involved  undertakings  to  include  24- 
hour  pH  monitoring,  standard  acid  reflux  testing, 
and  Bernstein  testing,  but  most  often  these  under- 
takings are  not  necessary. 

Should  surgical  intervention  be  necessary,  the 
clinician  should  be  aware  at  least  of  the  data 
pertaining  to  each  of  the  several  antireflux  pro- 
cedures and  expect  a surgeon  to  individualize  his 
approach  in  each  instance.  In  1951  when  Allison 
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described  his  hiatal  hernia  repair  which  returns 
the  lower  esophageal  sphincter  to  the  abdomen, 
the  new  era  had  begun  but  the  high  recurrence 
rate  led  us  to  realize  that  placement  of  the  lower 
esophageal  sphincter  in  the  abdomen  was  not  the 
end-all.  Subsequent  data  indicated  that  sphincter 
pressure  rather  than  position  is  the  primary  deter- 
minate of  barrier  adequacy.  The  Belsey  Mark  IV, 
done  through  the  left  thorax,  does  return  the 
lower  esophageal  sphincter  to  the  abdomen  but 
results  in  a 240  degree  wrap  or  fundoplication  as 
well  and  is  perhaps  most  useful  in  a patient  with 
previous  partial  gastrectomy.  The  Nissen  fun- 
doplication has  been  shown  in  large  series  to  be 
the  best  approach  if  the  parameter  sought  is  in- 
creased lower  esophageal  sphincter  tone  and  ces- 
sation of  reflux  with  healing  of  proximal  esopha- 
geal damage.  The  Nissen  involves  a 360  degree 
wrap  and  can  be  done  either  through  the  chest  or 
abdomen.  Hill’s  repair  is  particularly  benign  with 
low  morbidity  and  mortality,  and  is  done  through 
the  abdomen.  The  Hill  does  fix  the  lower 
esophageal  sphincter  in  the  abdomen  and  con- 
stitutes approximately  a 180  degree  fundo- 
plication.1 

In  summary,  gastroesophageal  reflux  is  man- 
dated as  a frequent  event  by  nature,  a barrier  to 
reflux  being  absolutely  necessary  for  all  of  us  not 
to  reflux  on  a continuous  basis.  Barrier  adequacy 
is  a function  primarily  of  lower  esophageal 
sphincter  competence,  though  if  one  were  to 
choose  the  placement  of  his  lower  esophageal 
sphincter,  he  would  pick  the  abdomen.  Other 
features  which  dictate  damage  to  the  esophagus 
include  the  nature  of  the  material  returned,  the 
ability  of  the  esophagus  to  discharge  the  material 
returned,  and  esophageal  tissue  resistance.  Many 
tests  are  available  for  defining  reflux  and  damage 
related  thereto  but  most  are  not  necessary  in  most 
patients.  A good  history  is  the  first,  foremost,  and 
invariably  the  most  useful  test,  allowing  one  to 
proceed  in  most  instances  to  therapy  which  is 
specific,  yet  inexpensive  and  safe.  Should  doubt 
about  diagnosis  persist  or  should  atypical  features 
be  noted,  further  evaluation  will  be  necessary  in 
those  selected  cases.  A maximum  regimen  should 
be  utilized  for  three  to  six  weeks  and,  while  the 
patient  may  not  be  well  at  that  point,  there  should 
be  some  diminution  in  symptoms  or  one  should 
proceed  to  consideration  for  surgical  inter- 
vention. □ 
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The  great  masquerader 


Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

<$>  anxiety 

♦ chest  pains  of  vague  origin 

♦ gastric  disturbances 

♦ depression 

♦ family  or  job-related  problems 

♦ hypertension 

♦ sleep  disturbances 

Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 

Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
311  Jones  Mill  Road  Statesboro,  Georgia  30458  ♦ JCAH  Accredited  ♦ (912)  764-6236 
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SHORT  TERM  INPATIENT  TREATMENT 
OF  CHILDREN  AND  ADOLESCENTS* 


MICHELE  B.  MOULTRIE,  A.C.S.W. 
DONALD  J.  CAREK,  M.D.** 

The  sparse  literature  on  short-term  (30-90  day) 
inpatient  psychiatric  treatment  of  children  re- 
flects the  lack  of  enthusiasm  for  this  mode  of 
treatment.  While  there  has  been  more  interest  for 
such  short-term  units  in  recent  years1’  2 tradi- 
tionally there  has  been  a fear  that  they  would  not 
address  the  child’s  psychiatric  needs  and  might  be 
merely  repositories  for  children  who  are  difficult 
to  contain  in  the  community.3 

There  are  a number  of  harsh  realities  that  ought 
to  prompt  practitioners  to  re-examine  the  tradi- 
tional emphasis  on  long-term  or  intermediate  care 
of  children  and  adolescents  on  inpatient  psychi- 
atric units.  They  include:  (1)  a waiting  list  of 
several  months  for  most  existing  inpatient  psychi- 
atric units  for  children  and  adolescents,  often  with 
the  possibility  that  the  child  may  not  be  admitted 
or  other  circumstances  may  channel  the  child  into 
another  system,  e.g.  correctional;  (2)  the  negative 
impact  of  prolonged  separation  from  family, 
community,  peers,  and  school  with  generation  of 
additonal  problems,  e.g.  problematic  reintegra- 
tion into  the  community;  (3)  a decline  in  federal 
funding  and  insurance  coverage  for  services  to 
children  and  adolescents. 

Acute  short-term  inpatient  psychiatric  treat- 
ment for  children  and  adolescents  offers  a promis- 
ing alternative  to  more  traditional  inpatient 
psychiatric  treatment.  As  a treatment  modality  it 
need  not  be  prompted  primarily  by  the  fiscal  and 
other  practical  exigencies  of  the  moment  as  it  does 
have  its  own  merits  that  too  often  have  been 
overlooked  because  of  a misdirected  focus  on 
long-term  treatment.  We  report  herein  on  the 
operation  of  such  a short-term  inpatient  child 

From  the  Department  of  Psychiatry  and  Behavioral  Sci- 
ences, Medical  University  of  South  Carolina,  Charleston, 
S.  C.  Ms.  Moultrie  is  currently  pursuing  her  doctorate  in 
social  work  at  Columbia  University,  New  York,  N.  Y. 
Address  correspondence  to  Dr.  Donald  J.  Carek,  Depart- 
ment of  Psychiatry  and  Behavioral  Sciences,  Medical  Uni- 
versity of  South  Carolina,  171  Ashley  Avenue,  Charleston, 
S.  C.  29425. 
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psychiatric  unit  in  a general  hospital  and  eluci- 
date theoretical  underpinnings  to  such  a treat- 
ment approach  to  children. 

DESCRIPTION  OF  UNIT 

The  Children’s  Inpatient  Psychiatric  Unit  at 
the  Medical  University  Hospital  in  Charleston, 
South  Carolina,  is  a close  observation  eight  bed 
unit.  It  is  a structured  therapeutic  environment 
which  provides  short-term  evaluations  and  treat- 
ment (30-90  days)  for  children  and  adolescents  up 
to  fifteen  years  of  age.  The  character  of  the  Chil- 
dren’s Inpatient  Unit  over  the  years  has  evolved 
from  more  long-term  care  (one  year  or  longer)  or 
at  least  intermediate  care  (six  months  to  one  year) 
of  children  up  to  thirteen  years  of  age,  to  one  of 
short-term  (30-90  days)  for  children  up  to  fifteen 
years  of  age.  The  last  change  went  into  effect  on 
January  1,  1981. 

The  unit  staff  consists  of  a child  psychiatrist, 
psychiatric  social  workers,  clinical  psychologist, 
recreational  therapist,  occupational  therapist, 
special  education  teachers,  nurses,  counselors  and 
a ward  clerk.  The  unit  serves  as  a training  center 
for  child  psychiatry  fellows,  general  psychiatry 
residents,  medical  students,  psychology  interns, 
social  work  students,  nursing  students  and  Allied 
Health  professionals  at  the  Medical  University. 
The  patients  participate  in  individual  therapy, 
family  therapy,  milieu  therapy,  activity  therapies 
and  school.  Parental  involvement  in  the  program 
is  an  essential  part  of  the  treatment. 

Referrals  from  professionals  and  agencies  are 
welcomed  from  all  of  South  Carolina  and  sur- 
rounding states.  The  initial  contact  with  the  unit  is 
through  an  intake  interview  with  the  child  and 
family.  Children  can  also  be  admitted  on  an  emer- 
gency basis. 

UNIT  PHILOSOPHY 

It  was  implementation  of  our  philosophical  ap- 
proach to  inpatient  treatment  of  children  that  was 
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the  primary  impetus  for  the  change  to  a short- 
term (30-90  days)  treatment  unit.  The  cardinal 
feature  of  this  philosophy  is  a conservative  ap- 
proach to  diagnosis  and  treatment  that  is  derived 
from  clinical  experience  which  has  confirmed  for 
us  that  children  and  families  are  likely  to  be  overly 
diagnosed  and  overly  treated. 

Other  factors  which  prompted  the  change  in- 
clude the  following: 

1.  To  be  more  responsive  to  the  needs  of  the 
community.  Mental  health  professionals, 
private  practitioners,  social  services,  com- 
munity agencies,  schools  and  families  have 
expressed  the  need  for  inpatient  evaluations, 
observation  and  treatment  for  children  ex- 
periencing emotional  distress,  much  of 
which  appeared  likely  to  be  responsive  to  a 
relatively  short  hospital  stay. 

2.  To  enhance  patient  care  and  provide  greater 
continuity  of  treatment  for  children  with 
psychophysiological  disorders  or  medical/ 
surgical  disorders  through  the  availability  of 
a short-term  unit  in  close  proximity  to  pedi- 
atric inpatient  units. 

3.  To  enrich  the  educational  opportunities  for 
postgraduate  trainees  within  psychiatry  as 
well  as  other  residents  and  medical  students. 
Treatment  of  children  with  a variety  of  dis- 
orders and  behaviors  in  a short-term  treat- 
ment setting  allows  trainees  not  only  to 
develop  various  therapeutic  strategies  but  it 
also  disciplines  them  to  think  and  plan 
within  the  framework  of  the  patient  s larger 
community.  This  latter  training  ought  to 
especially  prepare  them  for  more  realistic 
approaches  to  children  and  families  after 
they  complete  their  training. 

4.  To  avoid  the  added  stress  (financial  and 
emotional)  on  families  and  children  that  re- 
sults from  prolonged  hospitalization. 

5.  To  help  put  inpatient  treatment  in  perspec- 
tive. The  Children’s  Inpatient  Unit  views 
hospitalization  to  be  but  one  phase  in  the 
overall  therapeutic  process.  It  looks  to  a con- 
tinuum and  continuity  of  care  in  the  treat- 
ment of  children.  The  linkage  between  the 
hospital  and  the  larger  community  is 
stressed  and  the  integration  of  the  child  into 
his  family  and  community  has  high  priority 
in  the  treatment  plan.  In  another  sense,  the 
inpatient  approach  involves  concurrent  di- 
agnostic assessment,  therapeutic  interven- 


tion and  discharge  planning  as  it  keys  in  on 
target  problems  that  have  precipitated  hos- 
pitalization, and  aims  for  flexibility  and  di- 
versity in  working  with  children  and  their 
families. 

UNIT  OPERATION 

During  its  first  year  of  operation  from  January 
1,  1981  through  December  31,  1981,  fifty  chil- 
dren and  adolescents  were  referred  for  inpatient 
treatment.  It  is  of  note  that  40  (80%)  of  the  chil- 
dren referred  were  admitted,  a statistic  not  easily 
attained  traditionally  in  child  psychiatry  units  in 
settings  like  ours.  It  is  also  of  note  that  these  40 
admissions  in  one  year  are  in  contrast  to  15  admis- 
sions over  the  one  year  period  of  July  1,  1979  to 
June  30,  1980. 

Disposition  for  the  ten  patients  who  were  not 
admitted  are  as  follows:  Four  were  recommended 
to  continue  with  outpatient  treatment.  Five  were 
referred  for  outpatient  treatment.  One  family 
refused  to  follow  through  after  the  initial  contact. 
It  is  of  note  that  a treatment  plan  was  worked  out 
for  all  the  families  that  completed  our  assessment 
with  none  left  in  a position  to  look  elsewhere  for 
assessment  and  planning. 

Black  children  comprised  twenty  percent  of  the 
admission  and  sixteen  percent  of  the  referrals.  It  is 
of  note  that  racial  proportions  are  essentially  the 
same  for  referral  and  admission  as  we  trust  these 
figures  reflect  lack  of  bias  for  admission. 

Table  I summarizes  the  data  on  ages  of  our 
patients. 


Table  I 


AGES 

All  Referrals 
No.  Pet. 

Admissions 
No.  Pet. 

<C  6 years  . . . 

1 

2% 

1 

2.5% 

6 to  12  years  . 

. 30 

60% 

23 

57.5% 

> 12  years  . . 

. 19 

38% 

16 

40% 

TOTALS 

. 50 

100% 

40 

100% 

The  age  spread  has  not  precluded  development 
of  milieu  programs  which  address  the  needs  of  all 
patients  but  it  has  necessitated  flexibility  among 
staff.  Herein  there  is  support  for  the  operation  of  a 
unit  that  mixes  latency  age  children  with  adoles- 
cents in  contrast  to  what  has  been  usually  es- 
poused in  traditional  inpatient  psychiatric  treat- 
ment. 

Table  II  shows  that  referrals  and  admissions  of 
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boys  were  higher  than  those  of  girls,  as  seems  to  be 
generally  true  for  both  inpatient  and  outpatient 
psychiatric  services  provided  to  children  and 
adolescents. 


TABLE  II 

SEX  All  Referrals  Admissions 

Male 28  56%  26  65% 

Female 22  44%  14  35% 


TOTALS  . 50  100%  40  100% 


The  diagnoses  on  these  40  patients  are  as 
follows: 


Diagnosis  Number 

Conduct  Disorder 18 

Adjustment  Reaction 6 

Affective  Disorder 6 

Depression 5 

Manic  Depressive  ....  1 

Separation  Anxiety  Disorder  ...  2 

Attention  Deficit  Disorder 1 

Anorexia  Nervosa  1 

Psychotic  Reaction  1 

Psychogenic  Pain  Disorder 1 

Functional  Encopresis 1 

Seizure  Disorder  1 

Atypical  Pervasive 

Developmental  Disorder 1 

Personality  Disorder 1 

Total 40 


The  predominance  of  patients  with  a conduct 
disorder  reflects  the  fact  that  problems  with  be- 
havior are  likely  to  be  a presenting  symptom  of 
children  referred  for  psychiatric  treatment.  It 
needs  to  be  clarified  that  these  18  patients  were 
generally  ones  whose  behavior  was  symptomatic 
of  anxiety  and  depression. 

Table  III  summarizes  data  on  the  length  of 
hospitalization. 

The  data  illustrate  that  the  vast  majority  of  the 
children  (29  or  73%)  were  hospitalized  for  60-90 
days.  (This  length  is  significantly  lower  than  the 
unit’s  previous  intermediate  treatment  of  six 
months  to  one  year  or  its  long-term  care  of  one 
year  and  more.)  The  maximun  number  of  days  of 
hospitalization  for  any  admission  was  123  days. 
Though  90  days  is  considered  to  be  the  maximum 


Table  III 

DAYS  OF  HOSPITALIZATION 


Number  of  Days 

Patient 

Frequency 

Percentage 

29  days  and  less  . . . 

5 

12.5% 

30-60  days 

14 

35% 

61-90  days 

15 

37.5% 

91  days  and  over  . . 

6 

15% 

TOTAL  

40 

100% 

stay,  the  option  of  longer  stays  in  select  instances 
enhances  the  flexibility  of  our  unit. 

RESULTS 

While  it  is  too  early  to  say  anything  definite 
about  the  effectiveness  of  our  program,  we  are 
encouraged  by  our  preliminary  findings.  That  is, 
we  have  found  that  in  fact  most  child  patients 
referred  to  us  can  be  adequately  assessed  and 
treated  to  a point  of  being  ready  to  return  and 
function  in  the  community,  most  usually  at  home, 
within  the  30-90  days.  There  have  been  glaring 
examples  of  children  who  do  not  respond  but  they 
represent  a very  small  percentage  of  our  total 
admissions.  Most  often  those  who  do  not  respond 
to  short-term  treatment  are  likely  to  be  in  need  of 
structured  settings  other  than  a child  psychiatry 
unit. 

CONCLUSIONS 

Our  first  year’s  experience  with  40  admissions 
to  our  recently  evolved  short-term  child  psychi- 
atric treatment  unit  at  MUSC  suggests  that  such  a 
treatment  approach  does  indeed  have  merit. 
Foremost  is  the  fact  that  it  seems  to  address  effec- 
tively the  needs  of  children  and  families  and  our 
own  teaching/training  programs  in  a more  realis- 
tic fashion  than  has  been  so  often  true  in  child 
inpatient  units  which  place  premium  on  long- 
term treatment.  More  definitive  statements  about 
its  effectiveness  await  further  follow-up  of  our 
patients.  □ 
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NEWSLETTER 


January,  1983 


DHHS  REGULATION  TO  DELINEATE  HOSPITAL  PRIVILEGES 


The  V epartment  o i Health  and  Human  Services  has  propoAed  a regulatory  change  re- 
dcid.nx.ng  the  term  "phyAldan" , a 6 A elates  to  medical  Ataii  privileges , to  Include: 
chiropractors,  optometrists , dentists  and  podiatrists , os  hoApltal  medical.  A tali. 

The  Joint  Commission  on  Accreditation  of  Hospitals  (JCAH)  has  released  draft 
accreditation  standards  relating  to  medical  staff  consistent  with  the  HHS  proposed 
regulation.  JCAH  standards  delete  the  term  "medical  staff"  and  replace  this  with 
"organized  staff".  Organized  staff  may  be  composed  of  fully  licensed  physicians 
and  may  include  other  individuals  who  also  qualify  for  clinical  privileges  and 
are  licensed  for  independent  provision  of  patient  care  services. 

At  the  AMA 'a  1982  Interim  Meeting  In  December,  i our  Resolutions  were  Introduced 
relating  to  delineation  oi  privileges . Two  ReAolutlonA  oppoAed  expanding  medical 
Ataii  to  Include  non- M.  V.  health  providers,  and  two  Resolutions  recommended  ex- 
panding reviewers  on  draftt  JCAH  Atandards  to  Include  Atate  and  medical  Apeclalty 
AocletleA . 

The  AMA  Reference  Committee  recommended  that  the  House  of  Delegates  reaffirm  its 
1980  position  in  lieu  of  the  aforementioned  Resolutions.  In  brief,  this  policy 
opposes  rigid,  uniform  requirements  and  mandatory  procedures,  and  advises  the  JCAH 
to  evaluate  quality  of  service  rather  than  administrative  procedures.  The  Re- 
ference Committee  also  commended  AMA  Commissioners  to  the  JCAH  for  maintaining 
physician  involvement  in  JCAH  accreditation  standards  development,  and  recommended 
that  the  proposed  revisions  in  the  JCAH  manual  be  widely  disseminated. 

An  analyAls  oft  the  propoAed  Atandards  ior  " organized  Ataffi ” are,  ior  the  moAt  part, 
a rewrite  oi  what  had  been  medical  AtaH  Atandards.  Credentlallng  criteria  are 
recommended  to  Include : relevant  training,  proieSAlonal  competence  and  health 

AtatuA  oa  a AubAtltute  i or  ethical  practice . A Iao  deleted  irom  recommended  cre- 
dentlallng conAlderatlonA  were  Investigations  Into  Involvement  In  adverse  mal- 
practice actio nA  and  prevlouAly  unAuccesAiul  or  currently  pending  challengeA  to 
HcenAure  or  registration. 

Assuming  proposed  JCAH  standards  are  approved,  hospitals  and  medical  staffs  will 
individually  face  the  process  of  credential ing  and  privilege  delineation  for  non- 
M.  D.  staff. 

The  SCMA,  by  letter  oi  Vecember  1 to  the  Honorable  Richard  S.  Schwelker,  Secretary 
oi  the  department  oi  Health  and  Human  Services,  has  expresAed  Its  concernA  regarding 
the  propoAed  regulatlonA  ior  hoApltal  participation  In  the  Medicaid  and  Medicare 
program,  Apedilcally  the  Aectlon  which  redefines  the  term  11  phy Aldan" . AS  THIS 
NEWSLETTER  GOES  TO  PRESS,  THE  SCMA  COUNCIL  IS  SCHEVULEV  TO  CONSIVER  THE  MATTER 
FURTHER  AT  ITS  JANUARY  7,  1983  MEETING. 


COUNTY  MEDICAL  SOCIETY  PRESIDENTS 


1983 


Listed  below  are  1983  Presidents  of  those  local  and  county  medical  societies  which 
have  notified  the  SCMA  of  changes  in  their  officers.  Those  societies  which  have 
not  advised  SCMA  Headquarters  of  their  new  officers  should  do  so  as  soon  as  possible, 
in  order  that  important  information  will  reach  your  society  on  a timely  basis. 


A7 KEN: 

ALLENDALE: 

ANDERSON: 

BEAUFORT: 

BERKELEY: 

CHARLESTON: 

CHESTER: 

CHESTERFIELD: 

COLLETON: 

COLUMBIA: 

DARLINGTON: 

DILLON: 

DORCHESTER: 

FAIRFIELD: 

FLORENCE: 

GREENYI LLE: 

GREENWOOD: 

HAMPTON: 

HORRY: 

KERSHAW: 

LEXINGTON: 

MARION: 

PICKENS: 

SPARTANBURG: 

SUMTER/CLARENDON: 

YORK: 

HOUSE  STAFF: 


W.  Thomas  Robinson,  M.  D.,  Aiken 
W.  R.  Tuten,  Jr.,  M.  D.,  Fairfax. 

J.  David  DeHoll,  M.  D.,  Anderson 

Robert  A.  Laughlln,  M.  D .,  Hilton  Head 

Charles  D.  Myers,  J; i. , D.  D.  S.,  St.  Stephen 

W.  L.  Ector,  M.  D .,  Charleston 

Edwin  C.  Hentz,  M.  D. , Chester 

Thomas  M.  Et-Sman,  M.  D.,  Cheraw 

Davtd  W.  Hlott,  M.  D. , Walterboro 

B.  Daniel  Payblnger,  M.  D.,  Columbia 

John  Wits  on,  M.  D.  , Darlington 

Susanne  Black,  M.  D.,  DWLon 

George  F.  Warren,  M.  D.,  Charleston  (until  April, ' 83) 

Roger  A.  Gaddy,  M.  D.,  Wlnnsboro 

George  Dawson,  III,  M.  D.,  Florence 

Lewis  N.  Terry,  M.  V. , Greenville 

Richard  H.  Goodwin,  Jr.,  M.  D.,  Greenwood 

Harrison  L.  Peeples,  M.  D.,  E&tM 

Thomas  A.  Whitaker,  M.  D.,  Myrtle  Beach 

Russell  Brant,  M.  D.,  Camden 

F.  L.  Clark,  M.  D.,  Cayce 

Donald  Wu,  M.  D.,  Marlon 

John  Lamberson,  M.  D.,  Earley 

Jay  Bearden,  III,  M.  D.,  Spartanburg 

Omar  Plnllla,  M.  D. , Sumter 

Earl  Jenkins,  M.  D.,  Rock  Hill 

Steven  White,  M.  D.,  Spartanburg 


NEWS  FROM  THE  CONSUMER  PRODUCT  SAFETY  COMMISSION 


The  Consumer  Product  Safety  Commission  has  asked  for  assistance  in  publicizing 
its  concern  that  there  may  be  some  misunderstanding  among  those  in  the  medical  pro- 
fession that  prescription  drugs  dispensed  by  physicians  are  not  subject  to  the 
child  protection  packaging  standards  of  the  Poison  Prevention  Packaging  Act.  Because 
such  drugs  are  subject  to  the  PPPA,  a physician  is  responsible  under  the  law  for 
dispensing  prescription  drugs  in  child-resistant  packaging. 

The  law  does  provide  that  non-child-resistant  conventional  packaging  may  be  pro- 
vided the  consumer  either  at  his  request  or  at  the  direction  of  the  physician.  This 
does  not  exempt  drugs  dispensed  by  physicians  from  the  provisions  of  the  law,  but 
rather  allows  the  physician  to  consciously  conclude  within  the  spirit  and  intent 
of  the  noncomplying  package  exemption  provision  that  a particular  patient,  i.e., 
the  elderly  or  handicapped,  would  be  unable  to  gain  access  to  the  drug  if  dispensed 
in  child-resistant  packaging.  THE  PPPA  IS  CLEAR  IN  EXPRESSING  THE  INTENT  OF  CON- 
GRESS THAT  NON-COMPLYING  PACKAGING  IS  TO  BE  THE  EXCEPTION  RATHER  THAN  THE  RULE. 


RETIRED  LIVES  RESERVE  PROGRAM;  A NEW  CONCEPT  FOR  INCORPORATED  PHYSICIANS 


The  SCMA  ha 6 approved  the.  endorsement  o{)  an  executing  new  concept  tn  cor.por.ate 
beneidts  - A RETIRE#  LIVES  RESERVE  PROGRAM. 

This  program  is  a group  term  life  insurance  plan  that  will  remain  in  effect  for 
the  physician's  entire  lifetime.  Where  most  group  life  plans  end  at  age  65,  Re- 
tired Lives  Reserve  continues  this  important  protection  throughout  a physician's 
ret i rement  years . 

Under  a RLR  plan,  the  corporation  makes  payments  to  a special  fund  on  an  actuarial ly 
determined  basis  over  the  working  life  of  the  covered  physician.  The  investment 
deposit  is  tax-deductible  as  a business  expense  and  not  reportable  as  income  to  the 
physician.  The  purpose  of  the  fund  is  to  accumulate  a sufficient  amount  by  retire- 
ment age  so  the  fund  can  continue  the  term  insurance  for  the  remainder  of  his  life- 
time. 

The  purpose  of  a RLR  plan  is  to  provide  the  corporation  with  tax  incentives  to  con- 
tinue group  term  insurance  for  a physician  for  a lifetime.  The  SCMA  believes  that 
this  new  concept  offers  South  Carolina  physicians  an  excellent  opportunity  to  main- 
tain their  group  term  insurance  past  retirement,  even  if  you  currently  have  term 
coverage  provided.  A RLR  plan  may  be  added  to  your  existing  group  term  plan, 

Addutlonat  tnfaormatton  and.  response  ca/idi  wttt  toon  be  matted  to  att  SCMA  members. 
HOWEVER,  IF  YOU  ARE  INTERESTED  IN  HEARING  MORE  ABOUT  SCMA’S  RLR,  CONTACT  MR.  BLAKE 
WILLIAMS  AT  SCMA  HEADQUARTERS  SO  THAT  AN  APPOINTMENT  WITH  ONE  OP  THE  QUALIFIED 
AGENTS  CAN  BE  ARRANGED . OR,  IF  YOU  PREFER,  COMPLETE  THE  FORM  BELOW  AND  RETURN 
IT  TO:  SCMA,  P.  0.  BOX  11188,  COLUMBIA,  S.  C.  29211. 


RETIRED  LIVES  RESERVE  Name  

INFORMATION  CARD 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION  Pro,essional  CorP°ra,io" 

Name  


□ Please  send  me  additional  information 
on  Retired  Lives  Reserve.  I understand 
there  is  absolutely  no  cost  or  obligation. 


Address  

City State Zip. 

Phone  No.  of  Physicians  


HINTS  FOR  THE  DOCTOR'S  OFFICE 


As  a service  to  the  members,  beginning  this  month,  the  Newsletter  will  include, 
when  space  permits,  a regular  feature  to  assist  in  improving  efficiency  and  public 
relations  in  the  physician's  office.  If  you  feel  the  suggestions  presented  here 
are  applicable  to  your  office,  you  may  want  to  pass  the  ideas  along  to  your  staff. 

**  TO  HELP  YOU  Fm>  PATIENTS  ...  WHEN  YOU  REA LLV  NEW  THEM  ** 

If  you  have  to  reach  a patient  in  an  emergency,  it  helps  to  have  the  right 
phone  numbers  both  at  home  and  at  work.  But  with  so  many  people  moving 
and  changing  jobs,  it  can  be  difficult  to  keep  your  address  and  phone  files 
up  to  date. 

You  can  make  it  easier  by  asking  patients  for  their  current  phone  numbers, 
whenever  you  send  statements.  A good  place  to  do  it  i s on  the  back  of  the 
return  envelope,  the  last  thing  patients  see  when  they  pack  up  their  checks. 

It  is  good  to  know  you  can  reach  patients  quickly,  so  they  can  have  the 
quality  health  care  they  pay  for.  And  it  doesn't  hurt  to  have  the  latest 
home  and  work  locations  for  those  few  patients  who  decide  not  to  pay. 


In  an  emergency,  can  we  reach,  you? 

If  youVe  moved  or  changed  jobs,  please  fill  in  your  current 
phone  number(s)  for  our  emergency  files. 

Home  phone  Work  phone 

Address  


Employer 

**  (C)  1982  The  Doctor's  Office,  24  WeAt  King  St.,  Lancaster,  PA  17603:  Reprinted 
with.  permission. 


135TH  ANNUAL  MEETING  - SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
APRIL  13  - APRIL  17,  1982  - SHERATON  CHARLESTON  HOTEL 

The  following  deadlines  have  been  established  in  connection  with  the  1983  Annual 
Meeting  of  the  SCMA  House  of  Delegates: 


Pebraary  1 

M arch.  1 

MaAc.fi  7 
March  1 0 
March  28 


Pinal  deadline  for  Committee/ Commlss Ton  reports  and  Resolutions 

to  be  Included  tn  the  March  Issue  of  The  Journal 

Deadline  for  CommJJXee/ Commission  reports  and  Resolutions  to 

be  Included  In  Delegates  ’ Mailing 

PINAL  VEAVLINE  POR  SUBMISSION  OP  RESOLUTIONS 

Deadline,  for  Information  for.  "Official  Pr.ogr.am" 

Pinal  deadline  for.  Committee/ Commission  Report*  for.  Inclusion 
In  Delegate s'  Handbook 


Burdick's  new  E 200 
single-channel  ECG. 


Easy 


ECG 


Microprocessor  logic  and  a unique 
Touch-Entry  keyboard  make  this  the 
easiest-operating  ECG  we’ve  ever  made. 

The  Burdick  E200  control  panel 
is  unlike  others.  Its  Touch-Entry  controls 
are  the  latest  in  membrane  switches. 
They’re  logically  grouped  for  ease  of  op- 
eration. Each  Touch-Entry  key  has  an  em- 
bossed frame  that  isolates  it  for  easy 
location.  And  the  E200  responds  with  a 
“beep”  to  acknowledge  commands. 
It  tests  itself  and  prints  patient 
codes.  The  E200  audibly  signals 
that  microprocessor  circuitry  is 
ready  each  time  RESET  is  touched. 
And  it  will  print  out  a sequence  of 
test  functions,  on  command,  for 
your  evaluation.  For  accurate  pa- 
tient identification,  a thermal 
printhead  silently  prints  up  to  ten 
digits  easily  entered  on  the  Touch- 
Entry  keys.  Lead  identification, 
sensitivity  and  filter  setting  are 
also  printed  on  the  ECG  paper. 
Instrument  intelligence 
means  flawless  accuracy. 
The  E200  microprocessor  au- 
tomatically controls  all  im- 
portant operating  functions. 

Guide  lights  in  the 
Touch-Entry  keys  tell  you  in- 
stantly which  lead  is  being 
recorded.  In  semi-auto- 
matic modes  the  E200  re- 
cords the  programmed  leads, 
then  waits  for  further  Touch- 
Entry  instructions. 
A new  concept  of  ECG 
versatility.  The  E20G  offers 
the  choice  of  any  three-lead 
group  for  exercise  tolerance 
testing,  standard  12-lead 
tracings  with  or  without  run 
out,  simulated  three-channel 
and  XYZ  leads.  Also,  4 sensiti- 
vity settings,  2 paper  speeds, 
and  card  or  folder  formats. 
Find  out  how  Burdick’s  new 
E200  single-channel  ECG  de- 
livers today’s  technology  for 
today’s  demands  in  ECG  pro- 
ductivity. Call  or  write  for 
more  information  or  a demon- 
stration. Once  you  try  it,  you’ll 
call  it  “The  Easy  ECG,”  too. 


Burdick 


A concern  for  cardiac  care . 


Or  SURGICAL  SUPPLY 


200  S.  Torrence  St.,  Charlotte,  N.  C.  28204  (704)  372-2240 


HOSPITALS  FOR  PROFIT  — TWO  SIDES  OF  AN  ISSUE 


The  editorial  board,  at  its  recent  meeting,  suggested  that  it  would  be  of  interest  to  present  different 
sides  of  issues  confronting  the  health  care  delivery  system.  For  the  first  such  issue,  Editor  Emeritus 
Kimbrough  and  I agreed  to  present  two  sides  of  the  investor-owned  hospitals  issue.  The  following 
editorials  should,  then,  be  viewed  not  so  much  as  our  personal  opinions  but  rather  as  our  attempts  to 
present  “ one  side  or  the  other”  in  such  a vein.  We  encourage  readers  to  present  their  viewpoints  as 
letters  to  the  editor  and  also  to  suggest  topics  for  future  debates. 


— CSB 


HOSPITALS  FOR  PROFIT  — YES! 

First  I want  to  make  it  clear  that  I am  in  favor  of 
profit  — in  hospitals,  in  medical  practices,  in 
industry,  in  public  utilities.  Profit  is  an  honorable 
and  proper  motive  — an  essential  motive  — in  our 
capitalistic  society.  And  there  is  no  reason  to  ex- 
clude the  hospital  industry  from  this  imperative. 

The  economic  basis  of  hospitals  has  been  a 
changing  picture  in  this  country.  Prior  to  the 
memory  of  most  of  us,  at  the  time  of  the  Flexner 
Report  in  1910,  over  one  half  of  the  hospitals  in 
the  USA  were  privately  owned.  The  scale  gradu- 
ally tipped  the  other  way  during  the  ensuing 
several  decades.  Then,  after  World  War  II,  under 
the  impetus  of  Hill-Burton  policies,  not-for-profit 
hospitals  rapidly  gained  an  overwhelming  domi- 
nance. 

This  fact  that  many  of  our  public  supported 
hospitals  were  built  30  or  40  years  ago  points  up 
one  of  the  principal  advantages  of  the  propietary 
hospital  — access  to  capital.  The  not-for-profit 
hospitals,  for  the  most  part,  have  operated  on  the 
break-even  fiscal  philosophy.  Thus,  when  the 
time  for  major  renovation  or  replacement  comes, 
the  necessary  funds  just  aren’t  there.  This  deficit  is 
exacerbated  by  the  technological  explosion  now 
with  us.  For  profit  hospitals,  not  bound  by  politics 
and  traditional  organizational  structures,  have 
ready  access  to  capital  through  issuance  of  com- 
mon stock,  convertible  debentures,  and  commer- 
cial paper. 

Attesting  to  the  efficiency  of  management  of 
multiple  hospital  systems  as  opposed  to  single 
hospitals  is  rapid  development  of  multi-hospital 
systems  in  the  not-for-profit  sector.  Modern 
Healthcare  (April  ’82)  pointed  out  that  29%  of  the 
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nation’s  5,842  non-federal  short  term  acute  care 
hospitals  were  in  centrally  managed  multi-hospi- 
tal systems  in  1980,  increasing  from  26%  in  1979. 
As  hospitals  become  an  increasingly  complex  and 
sophisticated  business,  it  has  become  more  diffi- 
cult for  the  traditional  hospital  administration, 
with  only  the  support  of  a community  based 
Board  of  Trustees,  to  deal  effectively  with  the 
many  publics  and  agencies,  to  meet  the  high 
technological  demands,  and  to  operate  in  a com- 
passionate, yet  effective  manner.  In  their  book  on 
hospital  management,  Dr.  Montague  Brown  and 
Howard  Lewis  observe  “Hospital  systems  can 
achieve  economic  and  quantities  of  scale  and  at 
the  same  time  improve  quality  of  care,  compre- 
hensiveness and  continuity  between  levels  of 
care,”  and  hospital  systems  offer  advantages  over 
single  hospitals.  “These  primary  advantages  are 
economy,  quality,  accessability,  and  power.  Hos- 
pital systems  also  offer  specific  advantages  in 
terms  of  community  accountability,  responsive- 
ness to  consumers,  and  comprehensive  care 
programs.” 

Due  to  space  constraints,  other  advantages  of 
for  profit  systems  must  be  dealt  with  briefly. 

High  Technology 

Many  not-for-profit  hospitals  are  unwilling  or 
unable  to  comply  with  physicians’  desires  for 
state-of-the-art  technology  in  treating  their  pa- 
tients. 

Corporatization  of  the  Hospital 

A group  of  professionals  dedicated  to  the  devel- 
opment of  a major  health  care  enterprise  has  been 
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attracted  to  the  hospital  management  corporation 
at  every  level  and  area  of  expertise. 

General  Public  Support 

A large  segment  of  the  public  has  declared  itself 
in  favor  of  the  multi-hospital  corporate  forum  of 
organization  for  the  provisions  of  health  service. 
In  the  final  analysis,  it  is  the  public  which  decides 
how  a product  or  service  will  be  delivered. 

Improving  Health  Care 

By  providing  some  form  and  structure  to  the 
individual  private  practice  of  medicine,  hospital 
corporations  can  improve  medical  care.  In  dem- 
onstration of  this,  some  medical  liability  insurance 
carriers  are  reducing  their  premiums  in  direct 
proportion  to  the  percentage  of  a physician’s  prac- 
tice done  in  a proprietary  hospital. 

Recruitment  of  Physicians  to  Rural  Areas 

Hospital  corporations  have  outstanding  track 
records  in  attracting  physicians  to  their  hospitals 
in  rural  areas  previously  not  serviced. 

HOSPITALS  FOR  PROFIT  — NO! 

“ The  great  physicians  have  all  started  out  as 
physicians  to  the  poor.” 

— Peter  Mere  Latham 

“Closer  attention  from  the  public  and  the 
profession  and  careful  study  are  necessary  to 
insure  that  the  medical-industrial  complex  puts 
the  interest  of  the  public  before  those  of  its 
stockholders.”1 

— Arnold  S.  Relman 

How  can  one  oppose  private  enterprise  and  the 
profit  motive  in  the  United  States?!  Might  one  just 
as  well  oppose  apple  pie,  motherhood,  and  the 
Dallas  Cowboys?  Why  shouldn’t  hospitals,  like 
other  enterprises,  run  “in  the  black”? 

Historically,  most  hospitals  in  the  United  States 
were  “proprietary”  prior  to  the  present  century. 
The  preponderance  of  “nonprofit”  hospitals 
largely  supported  by  governments  and  churches 
came  relatively  recently.  In  these  recessionary 
times,  isn’t  a return  to  the  proprietary  system  — or 
at  least  a balanced  “mix”  — a good  thing?  And,  as 
a recent  editorialist  noted,2  won’t  such  a mix  of 


Organizations  of  Service  for  Physicians 

Using  their  organizational  expertise,  access  to 
capital,  and  understanding  of  physician  needs, 
hospital  corporations  have  the  ability  and  desire  to 
provide  physicians  outstanding  services.  An  ex- 
ample of  this  would  be  an  answering  service  with 
state-of-the-art  communications,  medically  ori- 
ented personnel,  shared  WATS  line,  low  prices, 
etc. 

In  summary,  For  Profit  Hospitals  have  demon- 
strated their  benefits  to  physicians,  patients,  and 
public  tax  rolls.  Their  increasing  penetration  in 
the  market  is  proof  of  that. 

— EEK 

The  views  expressed  here  are  not  necessarily 
those  of  the  author,  but  are  presented  as  valid 
positions  for  informational  purposes.  Many  of 
the  views  here  reflect  the  thinking  of  David  G. 
Williamson,  Vice  President  of  HCA. 


investor-owned  “profit”  hospitals  and  govern- 
ment- and  church-operated  “nonprofit”  hospitals 
promote  a healthy  exchange  of  ideas  to  solve 
common  problems? 

I submit  that  such  proprietary  investor-owned 
“for  profit”  hospitals  are  disadvantageous  for  the 
following  reasons: 

(1)  These  hospitals  are,  in  the  final  analysis, 
subsidized  by  the  Federal  government.  By  a quirk 
of  legislation,  the  non-profit  hospitals,  when  reim- 
bursed by  Medicare,  are  reimbursed  at  cost.  How- 
ever, the  “for  profit”  hospitals,  as  I understand 
them,  are  reimbursed  not  only  on  the  basis  of  cost 
but  also  on  the  basis  of  a percentage  of  their 
equity.  Thus,  the  “non-profit”  hospitals  are  penal- 
ized. And  in  the  end  result,  the  taxpayers  are 
ripped  off. 

(2)  These  hospitals,  like  other  profit-motivated 
businesses,  will  emphasize  those  procedures  and 
services  which  can  be  done  at  high  volume  and 
with  appeal  to  potential  patrons.  They  will  en- 
courage overutilization  of  medical  facilities. 
Thus,  a recent  issue  of  Fortune  magazine3  depicts 
a patient  in  such  a hospital,  admitted  for  a back 
ailment,  dining  in  her  plush  private  room  from  a 
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menu  offering  a choice  of  lobster  tails,  filet  mi- 
gnon,  or  rack  of  lamb  served  with  a complimen- 
tary wine.  Given  such  an  atmosphere,  can  we  not 
reasonably  predict  that  the  Mrs.  Gottroxes  of  the 
world  will  increasingly  tend  to  “check  into  the 
hospital”  for  a few  days  of  rest  and  relaxation,  in 
the  name  of  “traction  for  low  back  pain,”  when  all 
of  us  know  that  the  pain  would  respond  just  as 
well  to  aspirin  and  a sheet  of  plywood  under  the 
home  mattress  and  that  the  real  problems  are 
depression  and  not  enough  attention  from  their 
husbands?  Such  overutilization  will  drive  up  the 
health  care  premiums  for  the  rest  of  us.  Thus,  the 
health  insurance  premium  payers  are  ripped  off. 

(3)  These  hospitals  play  no  part  in  the  expen- 
sive process  of  educating  physicians,  nurses,  and 
the  many  others  who  participate  in  health  care 
delivery.  No  one  needs  to  be  reminded  that  educa- 
tion is  expensive.  These  hospitals,  then,  reap  the 
benefits  of  those  dedicated  “non  profit”  institu- 
tions which  have  come  to  view  education  as  part 
and  parcel  of  their  responsibility  to  the  health  care 
delivery  system.  Then , the  “non  profit”  hospitals 
will  compete  for  the  young  graduates  with  their 
lavish  facilities  and  fringe  benefits.  They  “leave 
the  training  to  others.  ” Thus,  the  health  educators 
and  their  institutions  are  ripped  off. 

(4)  These  hospitals  may  well  prove  to  be  more 
expensive.  A recent  controlled  study  indicated 
that  the  chain  investor-owned  “for  profit”  hospi- 
tals operated  at  a higher  cost  per  patient  day.4 
Thus,  paying  patients  are  ripped  off. 

(5)  These  hospitals  appeal  to  physicians  by 
making  the  practice  of  medicine  seem  more  effi- 
cient, and  often  by  attractive  arrangements  such 
as  assured  first-year  income  and  help  in  finding 
office  space  and  partners.  But  in  the  long  run  we, 
like  the  rest  of  the  public,  may  have  to  pay  the 
piper. 

Although  these  hospitals  may  give  lip  service  to 
supporting  charity  patients  as  well  as  paying  pa- 
tients, incidents  already  document  a tendency  to 
turn  away  those  who  are  unable  to  pay  the  “greens 
fee”  for  admission.  The  rise  of  such  hospitals  will 
inevitably  create  patterns  of  “hospitals  and  doc- 
tors for  rich  folk”  and  “hospitals  and  doctors  for 


poor  folk.”  These  patterns  will  be  accelerated  by 
development  of  such  hospitals  in  suburban  areas 
and  by  the  increasing  difficulty  for  non-profit 
hospitals  to  balance  their  own  budgets.5  Serving 
rich  and  poor  alike  has  been  one  of  the  strongest 
and  highest  traditions  in  medicine. 

Among  the  physician’s  great  privileges  is  the 
opportunity  to  deal  daily  with  all  classes  of  society 
— to  have  a veritable  front  row  seat  on  the  great 
show  of  life.  How  fortunate  are  we  in  contrast  to 
the  other  “professionals”  with  whom  we  may  rub 
elbows  socially  — suburban  ministers,  corporate 
lawyers,  trust  bankers  — for  we,  unlike  they,  deal 
with  the  poor  as  well  as  with  the  rich!  All  of  us 
have  been,  or  should  have  been,  duly  impressed 
early  in  our  training  by  those  private  practitioners 
who  served  as  our  role  models  — veritable  princes 
of  humanity  who  fulfilled  in  the  course  of  their 
ward  rounds  that  high  ideal  of  being  “brother  to  a 
king  and  also  friend  to  a beggar  be  he  found 
worthy.”  I shall  never  forget,  for  instance,  the 
memory  of  Dr.  Benjamin  Baker  of  Baltimore,  a 
patrician  gentleman  if  ever  there  was  one,  estab- 
lishing such  rapport  with  an  indigent  patient  that 
he  was  able  to  elicit  a perfect  history  of  chronic 
alcoholism  without  once  asking  the  man  whether 
he  ever  took  a drink!  With  the  inevitable  new 
patterns  of  health  care  delivery  promised  by  the 
“for  profit”  hospitals,  this  will  all  pass.  In  the  end 
result,  we  as  physicians  will  be  ripped  off. 

Yes,  the  “for  profit”  hospitals  should  be  moni- 
tored closely  by  our  profession  to  assure  that  they 
will  serve  everyone’s  best  interests. 

— CSB 
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PLANNING 


Now  Is  The  Time  For  All  Good  Taxpayers  To  Plan  For  1983.  What?  You  Say! 

I don't  have  the  time.  I have  to  get  prepared  for  my  1982  taxes,  plus  concentrate  on  my 
practice If  you  feel  this  way,  you  may  have  a chronic  disease — "Acute  Procrastina- 

tion". To  have  the  disease  go  into  remission  (there  is  no  permanent  cure),  you  have  to 
force  yourself  to  do  the  following:  (1)  estimate  your  1983  income;  (2)  estimate  your 

personal  deductions  and  write-offs  from  previous  investments  (netting  out  profit /loss 
carry  forwards);  (3)  project  cash  needs  for  your  retirement  program  based  on  the  latest 
tax  act  (TEFRA) ; and,  (4)  plan  your  investment  strategy  for  1983  to  include  investment 
options  as  investment  conditions  change if  you  don't  do  this  now,  then  "Acute  Pro- 

crastination will  control  your  action  and  you  will  be  faced  with  the  "Silly  Season" 
again  in  December,  1983.  See  your  advisors — if  not  for  yourself,  at  least  for  your  family. 

TAX  SHELTERS 


The  New  Kid  On  The  Block 


He  really  is  not  so  new,  just  dressed  up  a bit.  His  name  is  "Research  and  Development" — 
commonly  call  "R&D".  The  deals  are  centered  around  pursuits  in  high  technology  and  genetic 

engineering most  of  these  investments  should  be  considered  high  risk  venture  capital 

investments  that  have  unique  tax  incentives .. .There  are  a tremendous  number  of  programs 
being  offered,  and  because  of  this  an  in-depth  review  is  hard  to  do.  However,  there  are 
some  general  rules  of  thumb  you  can  apply  to  deals  being  offered: 

1.  Look  at  the  economics,  first  and  foremost — is  there  a potential  market  for  the 
product;  and,  at  the  volume  needed  to  make  a profit. 

2.  Invest  with  a General  Partner  who  is  a venture  capitalist  who  has  the  experience 
and  knowledge  to  take  an  idea  and  carry  it  through  the  development  and  marketing 
phases  of  the  venture. 

3.  Look  at  the  basic  financial  and  profit  potential  arrangement  between  the  General 
Partner  and  you. — i.e.  who  gets  what  and  when. 

4.  Double  check  the  tax  consequences  on  the  multiple  write-off  deal,  since  the 
penalty  for  an  IRS  disallowance  is  now  very  steep. 

The  above  points  are  just  some  of  several  that  have  to  be  considered.  Have  your  account- 
ant check  out  the  tax  aspects,  and  an  investment  advisor  check  on  the  investment  quality. 


(Financial  Check  Up  continued) 


RETIREMENT 


The  Tax  Equity  and  Fiscal  Responsibility  Act  of  1982  addresses  the  question  of 
loans  from  qualified  plans.  The  following  is  a summary  of  what  can  and  can’t  be 
done:  (1)  loans  from  a qualified  plan  can  generally  still  be  made.  However,  loans 

from  a Keogh  and  an  IRA  are  prohibited  and  treated  as  distributions.  (2)  for  loans 
made  after  August  13,  1982,  such  loans  will  be  treated  as  distributions  unless  (a) 
the  aggregate  amount  is  $50,000  or  less,  or  (b)  does  not  exceed  one  half  the  parti- 
cipart  ’ s nonforfeitable  accrued  benefits — but  not  less  than  $10,000.  (3)  a loan  has 
to  be  paid  back  within  a five  year  period  (except  for  loans  used  for  home  construc- 
tion) , otherwise  the  loan  will  be  considered  a distribution.  If  you  made  a loan  prior 
to  August  13,  1982,  extra  care  has  to  be  taken  to  preserve  the  initial  conditions. 
Before  altering  the  pre-August  13  loan,  consult  with  your  tax  advisor. 

INVESTMENT  IDEAS 


The  Tax  Equity  and  Fiscal  Responsibility  Act  (TEFRA)  should  have  minimal  effect  on 
both  Municipal  Bond  and  Utility  Stock  Investments.  The  act  tightened  the  require- 
ments for  the  issuance  of  Industrial  Revenue  Bonds  (I.D.R.’s)  in  two  ways:  (1)  in- 

creased the  eligibility  requirements  of  companies  who  are  the  recipients  of  the 
I.D.R.’s;  and  (2)  tightened  the  tax  benefits  the  companies  might  enjoy.  These  changes 
should  reduce  the  number  of  bonds  being  offered However,  an  increase  in  the  issu- 

ance of  mortgage  subsidy  bonds  may  offset  the  decline  in  the  I.D.R.’s.  The  1982  Act 
included  several  technical  changes  that  should  encourage  states  to  raise  money  to 
subsidize  residential  housing. 

Note:  Municipal  Bonds  issued  after  December  31,  1982  will  have  to  be  registered  in 

the  name  of  the  owner.  The  interest  will  still  be  exempted  from  taxes.  However,  the 
owner  will  lose  the  anonymity  previously  enjoyed.  Utility  Stock  Investments  will  be 
discussed  next  month. 

•k  k * k * 

The  information  contained  herein  has  been  obtained  from  sources  believed  reliable 
but  is  not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed 
are  subject  to  change  without  notice.  Neither  the  information  presented  nor  any  opin- 
ion expressed  constitutes  a representation  by  us  or  a solicitation  of  the  purchase  or 
sale  of  any  securities.  South  Carolina  Medical  Association  and  E.F.  Hutton  and  Co.,  Inc. 
1982. 


FURTHER  INFORMATION 


If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this 
newsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  and  Co.,  Inc.,  2700 
Middleburg  Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  800-922-1112.  (toll  free). 


ON  THE  COVER 

Elsewhere  in  this  issue  are  editorials  of  oppos- 
ing viewpoints  discussing  “for  profit”  hospitals. 
Whether  a defender  of  the  free  enterprise  faith  or 
a liberal  advocate  for  the  separation  of  nosocomial 
dollars  and  entrepreneurs,  the  subject  is  before  us 
and  our  larger  cities  are  now  witnessing  the 
emergence  of  more  and  more  free-standing  medi- 
cal facilities. 

The  Chick  Springs  Sanitarium  shown  on  the 
cover  was  clearly  established  “for  profit”,  and 
man’s  search  for  this  world’s  fountains  of  youth  or 
its  springs  of  health-giving  waters  has  long  at- 
tracted those  able  to  pay.  If  excused  from  bureau- 
cratic insolvencies,  the  “springs  and  spas”  of  the 
twenty-first  century  will  also  have  their  day. 

First  observed  by  Piedmont  indians  as  a site 
where  deer  came  to  lick  the  springs’  rocks,  coastal 
planters  soon  began  to  move  their  families  from 
the  miasmic  swamps  of  the  low  country  to  up 
country  mineral  springs.  Recognizing  the  poten- 
tial profit,  Doctor  Burrel  Chick  of  Newberry  pur- 
chased the  200  acres  around  “Lick”  Springs  near 
Taylors  in  Greenville  County  in  1825.  The  name 
was  changed,  and  he  built  a mineral  springs  spa, 


advertising  its  waters  could  “whip  the  lazy  liver” 
and  “start  the  kidneys  doing  their  duty.”  Based  on 
acceptable  scientific  data  for  the  time,  the  springs 
flourished. 

The  tragedy  of  fire  twice  befell  the  structures 
which  housed  national  and  international  devotees 
of  the  springs’  healing  arts. 

Rebuilt  in  1917  as  a boys  military  school,  the 
facility  shown  on  the  cover  was  purchased  by 
Doctor  B.  B.  Steedly,  a Spartanburg  surgeon,  in 
1919.  During  World  War  I,  federal  funds  were 
used  to  convert  the  Chick  Springs  Sanitarium  for 
shell-shocked  soldiers,  and  a mechanical  arts 
building  was  erected  to  create  one  of  the  country’s 
first  vocational  rehabilitation  centers. 

The  inset  below  depicts  participants  lining  up 
outside  of  one  of  the  many  springs  that  yielded  the 
mineral  waters.  Note  the  set  of  scales.  One  of  the 
benefits  of  partaking  the  “minerals”  was  the 
“stimulation  of  a good  appetite”  . . . touche 
perrier. 

The  pictures  used  on  the  cover  and  on  this  page  were 
obtained  through  the  courtesy  of  the  Greenville  County 
Historical  Society. 

— Thomas  M.  Leland,  M.D. 
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When  a Problem 
Seems  Insurmountable 

your  patient  can  benefit  from  the  Southern  Pines  experience.  .,  iv 

Psychiatric  hospitalization  for  children,  adolescents  and  adults,  including  intense  treatment  <t 
programs,  short  and  Intermediate-term  hospitalization,  crisis  intervention  and  a year-round  . 
accredited  school  program . Individualized  treatment  programs  are  developed  under  the  *** 
direction  of  physicians. 

Eli  Breger,  M.D.;  Medical  Director  '• 

Approved  for  CHAMPUS,  Blue  Cross,  Medicare  and  most  private  insurance. 

Southern  Pines  is  an  affiliate  of  The  Brown  Schools  of  Texas  and  is 
a Healthcare  International  hospital.  For  information  contact 

Peggy  Young,  A.C.S.W. 

Director  of  Admissions 

SOUTHERN  PINES  29405 

A Psychiatric  Hospital  (803)  747-5830 


Dr.  Kenneth  Nelson,  M.D.,  Hobbs,  New  Mexico 


“HCAtook  a lot  of  the 
problems  out  of 
starting  my  own  practice.” 


“There  are  a lot  of  problems  in  set- 
ting up  a practice  they  just  don’t 
teach  you  in  medical  school  I HCA 
helped  me  avoid  many  of  them  in 
starting  my  psychiatric  practice  here 
in  Hobbs.  They  helped  in  getting  the 
tools  I needed,  such  as  locating  an 
office,  and  they  went  out  of  their  way 
to  prepare  the  rest  of  the  medical 
community  for  my  arrival. 

“But  more  than  that,  I'm  in  a situ- 
ation where  there  is  a real  need  for 
my  skills,  and  the  town  supports  me. 

I helped  design  and  build  our  psychi- 
atric unit,  and  I’ve  become  medical 
director  of  this  unit.  Quite  simply, 


HCA  offered  me  maximum  profes- 
sional challenge  and  satisfaction, 
while  giving  me  a ‘road  map’  to 
avoid  many  start-up  pitfalls.” 

For  information  on  how  HCA  can 
help  you,  send  your  curriculum  vitae 
and  geographical  and  professional 
preferences,  in  confidence,  to 
Charles  M.  Wooden,  Professional 
Relations,  HCA,  P.O.  Box  550, 
Nashville,  TN  37202.  Or  call  toll- 
free  1-800-251 -2561. 

Hospital  Corporation 
of  America 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


AMA-ERF  IN  SOUTH  CAROLINA 

The  American  Medical  Association  Education  and  Research  Foundation  (AMA-ERF)  was  established  to 
help  assure  quality  medical  education  and  to  assist  research  in  the  nation’s  medical  schools.  As  we  all  know, 
the  cost  of  education  and  research  is  spiraling  and  government  subsidies  are  shrinking;  therefore,  our 
medical  schools  are  becoming  increasingly  dependent  on  private  sources  to  help  meet  their  needs. 

Since  its  beginning,  the  Foundation  has  distributed  gifts  of  more  than  $36  million  in  unrestricted  grants 
directly  to  the  nation’s  medical  schools.  More  than  76,624  loans  totaling  more  than  $95  million  have  been 
distributed  to  medical  students,  interns,  and  residents.  Last  year  the  American  Medical  Auxiliary  raised 
$1.5  million  for  the  student  loan  fund.  AMA-ERF  also  provides  funds  for  categorial  research  grants, 
scholarships,  and  programs  to  improve  the  quality  and  availability  of  medical  care. 

In  order  for  the  loan  program  to  be  operational,  state  co-operation  is  required.  To  date,  27  states  have 
passed  an  implementing  law  and  only  15  states  have  set  up  an  agency  to  administer  the  program.  Nine 
states  have  enacted  legislation  to  offer  financial  assistance  to  needy  students  through  the  creation  of  Tax- 
Exempt  Revenue  Bond  Authorities.  The  AMA  has  recently  distributed  a model  bill  on  this  subject  to  each 
state  medical  society  so  that  we  can  talk  to  our  legislators  and  encourage  this  type  of  legislation  in  our  state. 

On  a local  level,  the  South  Carolina  Medical  Association  Auxiliary  has  proposed  the  following  goals  for 
AMA-ERF  in  1982-1983: 

MONETARY  — A total  state  contribution  equal  to  or  greater  than  $21,000.00. 

MATERIALS  — Encouragement  of  the  sale  of  all  the  free  stationery  items  available  to  us; 
Encouragement  of  the  use  of  all  the  convenient  greeting  cards. 

EDUCATION  — Wider  use  of  the  slide  presentation.  Development  and  distribution  of  a fact  sheet 
explaining  AMA-ERF  to  all  counties. 

FUND  RAISERS  — Promote  at  least  one  fund  raiser  for  each  county. 

CHRISTMAS  CARDS  — Increase  sales  of  cards  in  each  county. 

SHARING  CARDS  — Encourage  this  project  in  each  county. 

AMA-ERF  needs  your  support.  As  a donor,  you  determine  which  AMA-ERF  funds  will  receive  your 
contribution.  These  funds  include:  (1)  funds  for  the  medical  schools,  (2)  medical  education  loan  guarantee 
program,  (3)  unrestricted  fund,  and  (4)  research  grants.  All  contributions  to  AMA-ERF  are  tax  deductible 
since  AMA-ERF  is  classified  by  the  IRS  as  a 501  (c)  (3)  organization  and  thus  gifts  are  regarded  as 
charitable  contributions. 

As  your  state  chairmen  for  AMA-ERF,  Shirley  Mole,  Kathy  Funderburk  and  Dianne  Jacobs  say  a big 
thanks  for  the  work  you  have  already  done  and  heartily  encourage  you  to  continue  with  your  projects.  Of 
all  the  many  worthy  causes  to  which  you  contribute,  few  can  match  AMA-ERF  in  providing  such 
important  benefits  to  the  people  of  our  state  and  country. 


Mrs.  Stewart  Funderburk 
Orangeburg 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


February,  1983 


As  this  year's  Legislative  Session  gets  underway,  the  big  ticket  items  are  how  to 
reapportion  the  State  Senate  and  how  to  cover  an  expected  $85  million  State  budget 
shortfall . 

The  important  medical  issues  are  capsuled  below: 

CHILD  RESTRAINT  LEGISLATION  PASSES 


S.37,  the  legislation  to  require  child  restraints  for  children  under  four  (4)  years  of 
age  in  vehicles  has  now  passed  both  the  Senate  and  the  House.  Final  reading  was  given 
on  January  27,  1983.  The  bill  is  expected  to  be  signed  into  law  by  the  Governor  within 
the  next  few  days.  Hooray! 

Studies  have  shown  that  crash-tested  child  safety  seats  correctly  used  on  the  minor  child 
can  reduce  the  chance  of  death  by  75-90%  and  the  possibility  of  injury  by  50-60%.  We  are 
optimistic  that  this  will  indeed  be  the  case  in  South  Carolina.  In  1980  alone,  it  was 
estimated  that  child  safety  seats  could  have  prevented  as  many  as  326  injuries,  and  7-10 
deaths  in  South  Carolina. 

CHIROPRACTIC  SCOPE  BILL  - H.2088  AND  S.171 


As  reported  in  the  January  Update,  H.2088,  the  "Chiropractic  Scope  Bill",  was  introduced 
in  the  House.  Joining  Rep.  M.  J.  "Dotty"  CoopCA  on  the  opening  day  of  the  1983  session 
were  eight  (8)  other  co-sponsors.  On  January  26,  Senator  John  Vfummo nd  and  six  other 
co-sponsors  introduced  an  identical  version  (S.171)  in  the  S.  C.  Senate. 

Mixer  chiropractors  continue  to  argue  that  they  must  "screen"  a patient  properly  before 
he  receives  a subluxation  and  that  they  may  be  liable  if  they  miss  a disease,  etc.  that 
someone  might  have.  Poppycock!  Chiropractors  cannot  be  sued  in  South  Carolina  for  mis- 
diagnosing anything  but  a misaligned  spine.  It  is  also,  misleading  to  many  patients  who 
think  they  have  been  adequately  examined  for  (and  are  consequently  free  of)  heart  disease, 
diabetes,  etc.  because  a chiropractor  has  examined  their  internal  organs. 

These  mixer  chiropractors  have  been  sending  out  letters,  collaring  legislators  at  the 
State  House,  etc. — all  with  inflated  stories  of  how  the  Chiropractic  Scope  Bill  will 
"put  chiropractors  out  of  business."  This  being  the  case,  we  must  repeat  once  again 
that  H.2088  (and  S.171)  will  allow  chiropractors  to  continue  to  diagnose  and  treat 
musculoskeletal  disorders  of  the  human  spine  and  its  immediate  articulations.  They  can 
utilize  diagnostic  x-rays  and  can  use  various  modalities  in  their  treatment , such  as 
ultrasound  and  other  mechanical  apparatuses.  H.2088  will  clearly  state  (our  current  law 
is  vague  in  these  subject  areas)  that  cluAoptiac£jOtU>  cannot  do  coZontc  ZwiZgattonA , bZood 
tcAtA , uAtnaZyAdA , keaAt  anaZy^tA,  etc. — all  of  which  are  dangerous  to  the  public. 

Please  take  a little  time  and  reaffirm  with  both  your  local  Representative  and  State 
Senator  your  support  for  this  legislation.  Let  your  legislators  know  that:  SCMA  and 

physicians  in  general  do  not  want  to  damage  chiropractors  or  chiropractic  practice  in 
South  Carolina  and  that  only  the  "mixers"  oppose  this  bill,  the  straight  chiropractors 


support  it.  Of  the  280-odd  chiropractors  in  South  Carolina,  approximately  one-half  are 
straight  chiropractors,  and  the  overwhelming  majority  of  these  support  H.2088 — just  as 
they  did  S.636  last  year.  Many  legislators  are  being  incorrectly  led  to  think  that 
there  are  only  a handful  of  straight  chiropractors  in  the  State  of  South  Carolina. 

Good  luck  and  let's  get  this  legislation  passed  in  1983! 

JUA  EXTENSION 

The  Joint  Underwriting  Association  must  be  "renewed”  once  again  this  year  if  it  is  to 
stay  in  force.  It  has  been  extended  every  two  years  since  its  creation  in  1975.  Due  to 
the  continuing  necessity  of  having  to  introduce  legislation  to  renew  the  JUA,  the  Profes- 
sional Liability  Committee  of  the  SCMA,  working  with  officials  from  the  S.  C.  Insurance 
Department,  drafted  a proposal  to  make  the  JUA  more  permanent.  In  short,  the  proposed 
legislation  provides  that  the  phrase  in  the  law  requiring  the  JUA  to  expire  on  December 
31,  1983  be  deleted. 

In  its  place  will  be  language  which  would  provide  that  the  JUA  will  not  expire  until  a 
"determination  by  the  General  Assembly  that  the  South  Carolina  health  care  providers 
have  no  need  for  the  Joint  Underwriting  Association."  The  essence  of  this  language  is 
that  the  JUA  would  be,  for  all  practical  purposes,  permanent,  because  a "law"  would  have 
to  be  passed  for  the  JUA  to  cease  its  existence.  We  are  expecting  supporters  to  introduce 
such  legislation  within  the  month. 

REGULATION  OF  LOBBYISTS  AND  LOBBYING  ACTIVITIES  - H.2082 


Pre-filed  earlier  this  year  by  Rep.  MclZZolj  McEackZn  [V-EZofi2.nc<l)  > this  bill  would,  if 
passed  in  its  current  form,  radically  alter  the  way  certain  individuals  and  trade  organi- 
zations, such  as  SCMA,  petition  their  government  for  support  or  defeat  of  specific  legis- 
lation. The  bill  could  cause  physicians  who  occasionally  lobby  on  behalf  of  legislative 
issues  to  be  classified  as  "lobbyists."  This  could  happen  if  such  physician  makes  "an 
expenditure.  . . for  lobbying"  of  as  little  as  $250  in  certain  circumstances. 

Organizations  such  as  SCMA  will  be  required  to  file  a montly  report  with  the  State  Ethics 
Commission  covering  its  activities  with  the  General  Assembly  for  that  month.  Such  report 
would  identify  each  decision  that  an  organization  tried  to  influence,  each  legislator 
and/or  state  employee  communicated  with,  all  aspects  of  the  subject  matter  discussed, 
plus  copies  of  all  written  communications  sent  to  members  of  the  organization  in  an  attempt 
to  have  them  contact  legislators  concerning  the  issues  involved.  Also,  any  association 
member  whose  dues  are  greater  than  $150  per  year  must  also  be  identified  in  these  records. 
The  chief  worry  is  that  this  bill  would  almost  certainly  require  a substantially  increased 
number  of  files  and  reports  by  our  agents — thereby  increasing  expenses. 

A hearing  on  this  legislation  has  been  scheduled  for  February  9,  1983  at  9:00  a.m.  before 
the  House  Judiciary  Committee.  SCMA  is  on  record  in  opposition  and  plans  to  testify. 

S. 70  - BILL  TO  REQUIRE  HEALTH  INSURANCE  PAYMENTS  WITHIN  15  DAYS 

In  January  S.70  was  introduced  and  referred  to  the  Senate  Banking  and  Insurance  Committee 
(SB&I).  This  bill  will  mandate  the  payment  of  insurance  benefits  to  insureds,  their  hos- 
pitals and  beneficiaries  (physicians)  within  15  days  of  receipt  of  a "proper  claim." 

What  prompted  the  introduction  of  S.70  was  the  fact  that  insurance  companies  and  self-funded 
groups  have  been  known  to  be  delaying  payments — sometimes  up  to  45  days  and  beyond — to 
allow  them  to  invest  the  monies  from  premiums  paid. 

At  a hearing  held  before  the  SB&I  Committee  in  January,  SCMA  testified  in  favor  of  S.70 
pointing  out  the  unfairness  of  abnormal  delays  in  payment,  the  fact  that  many  insurance 
entities  and  self-funded  groups  pay  claims  within  a week's  time,  and  the  fact  that  this 
bill  could  help  in  keeping  down  the  rate  of  increase  in  overall  health  costs. 
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A TEN  YEAR  COMMUNITY  HOSPITAL  EXPERIENCE 
WITH  ABDOMINAL  AORTA  ANEURYSMS* 

JOHN  E.  BOTTSFORD,  JR.,  M.D. 

RICHARD  C.  BEARDEN,  JR.,  M.D. 

JANE  G.  BOTTSFORD,  R.N. 


The  abdominal  aortic  aneurysm  remains  a for- 
midable manifestation  of  generalized  atheroscle- 
rosis. In  recent  years  there  has  been  a modification 
in  attitude  toward  factors  influencing  a decision 
for  surgery  in  patients  with  abdominal  aortic  an- 
eurysms. Major  factors  in  this  decision  are  the 
patient’s  age,  aneurysm  size,  and  associated  medi- 
cal conditions.1  Today,  we  view  these  factors  in 
the  light  of  improved  diagnostic  methods,  de- 
creasing elective  surgery  mortality,  and  improved 
hemodynamic  monitoring.  This  review  seeks  to 
view  our  past  management  decisions  in  the  scru- 
tiny of  present  day  thinking.  The  examination 
hopefully  will  enable  us  to  improve  our  manage- 
ment of  the  patient  with  an  abdominal  aortic  an- 
eurysm. 

MATERIALS  AND  METHODS 

This  is  a retrospective  ten  year  experience  with 
abdominal  aortic  aneurysm  at  Spartanburg  Gen- 
eral Hospital,  a 569  bed  community  based  teach- 
ing facility  in  Spartanburg,  South  Carolina. 
During  the  ten  year  span  from  1970  through  1980, 
116  patients  were  diagnosed  as  having  an  abdomi- 
nal aortic  aneurysm  (Table  I).  There  were  84 


* From  Spartanburg  General  Hospital,  101  East  Wood  Street, 
Spartanburg,  S.  C.  29203  (address  correspondence  to  Dr. 
Bottsford). 


males  and  32  females  with  an  average  age  of  63. 
Sixty-six  patients  were  operated,  53  electively  and 
13  emergently;  50  patients  were  not  operated.  Of 
the  53  patients  operated  electively,  there  were  46 
males  and  seven  females  with  an  average  age  of 
68.  The  average  age  of  the  ruptured  aneurysm 
patient  was  66  with  nine  males  and  four  females. 
This  is  somewhat  skewed  by  two  patients  aged  33 
and  53  while  the  remainder  were  over  64  years  of 
age.  Of  the  50  patients  not  operated,  20  were 
female  and  30  male  with  an  average  age  of  71 
years.  The  peak  decades  for  incidence  were  the 
60’s  and  70’s. 

The  non-surgical  patients  did  not  receive  an 
operation  for  various  reasons  (Table  II).  Surgical 
treatment  was  considered  contraindicated  for 
medical  reasons  in  28  (56%).  Four  refused  surgery 
and  two  sought  another  opinion.  The  size  of  the 
aneurysm  was  considered  insufficient  in  16  (32%) 
(Table  III).  This  size  ranged  from  3.3  cm  to  8.0 
cm.  The  patient  with  the  8 cm  aneurysm  died  in 
1981  of  sudden  death  in  a nursing  home. 

Medical  reasons  for  non-operation  included 
malignant  disease,  advanced  age,  hypertension 
and  pulmonary  disease.  The  majority  of  the  pa- 
tients (53%)  were  advised  against  surgical  treat- 
ment due  to  other  systemic  atherosclerotic  mani- 
festations: cardiac,  renal  and  cerebrovascular 
(Table  IV). 
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Table  I 

PATIENTS  WITH  DIAGNOSIS  OF 
ABDOMINAL  AORTA  ANEURYSM  1970-1980 


30-39 

40-49 

50-59 

60-69 

70-79 

80-89  gO- 

Total  Aneurysms,  116 

(Avg.  age  63) 

1 

1 

10 

36 

53 

14  1 

Aneurysms  Operated,  66  Elective,  53 
(Avg.  age  68) 

Ruptured,  13 

8 

20 

22 

2 1 

(Avg.  age  66) 

Aneurysms,  not  operated,  50 

1 

1 

3 

7 

1 

(Avg.  age  71) 

1 

1 

14 

23 

11 

Table  II 

ABDOMINAL  AORTIC  ANEURYSMS 
METHOD  OF  TREATMENT 


Surgical 

Elective  — 53 
Ruptured  — 13 

Non-surgical 

Surgical  treatment  not  advised  — 44 

Medical  contraindications  — 28 

Size  of  aneurysm  — 16 

Surgical  treatment  refused  — 4 

Treatment  sought  help  elsewhere  — 2 


No.  of  Patients 


Percentage 


66 


57 


50 


43 


Table  III 

ANEURYSMS  JUDGED  TO  BE  OF 
INSUFFICIENT  SIZE  FOR  OPERATION 


Size  (cm) 

No.  of  Patients 

Percentage 

3.3 

1 

6 

4.0 

5 

31 

4.5 

3 

19 

5.0 

4 

25 

6.0 

2 

13 

8.0 

1 

6 

Total 

16 

100 

Table  IV 

MEDICAL  REASONS  FOR  NO  OPERATION 


No.  of  Patients  % age 


Atherosclerosis  

15 

53 

Cardiac  9 (32%) 

Renal 2(  7%) 

Cerebrovascular  . 4 (14%) 

Malignant  Disease  

6 

22 

Advanced  Age  

4 

14 

Hypertension  

0 

0 

Pulmonary  Disease 

1 

4 

Other  

2 

7 

Total 

28 

100 
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Only  14  of  the  non-operated  patients  (28  per- 
cent) survived  the  decade  (Table  V).  Atheroscle- 
rosis was  the  leading  cause  of  death  in  28  or  56%  of 
patients.  Significantly,  the  aneurysm  was  the  di- 
rect cause  of  death  in  11  (22%)  of  these  patients. 
Three  patients  died  suddenly  either  from  a car- 
diac or  aneurysm  etiology.  Other  reasons  for 
death  were  pulmonary  embolus,  trauma,  malig- 
nancy, pneumonia,  and  post-operatively  from  an- 
other diagnosis.  Significantly  underscored  is  the 
severity  of  generalized  atherosclerosis  in  the  pa- 
tient with  an  abdominal  aortic  aneurysm. 

A graph  of  the  associated  medical  diseases  in 
patients  with  non-operated  abdominal  aortic  an- 
eurysms is  very  similar  to  a graph  of  medical 
disorders  in  the  electively  operated  group  (Fig- 
ures 1 & 2).  The  incidence  percentages  of  hyper- 
tension, angina,  previous  myocardial  infarction, 
cerebrovascular  disease  and  peripheral  vascular 
disease  are  very  close  in  these  groups.  One  noted 
difference  is,  diabetes  mellitus  was  twice  as  fre- 
quent in  the  non-operated  group. 

Those  patients  with  a ruptured  aneurysm  (Fig- 
ure 3)  had  a much  higher  incidence  of  hyperten- 
sion (52%).  Angina,  cerebrovascular  disease  and 
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myocardial  infarction  complete  the  associated 
diseases  in  this  group,  and  all  are  other  manifesta- 
tions of  atherosclerosis. 

All  of  the  aneurysms  were  measured  at  the  time 
of  operation.  The  average  size  for  electively  oper- 
ated aneurysms  was  6.8  cm  with  a range  of  4 to  15 
cm.  The  average  size  for  a ruptured  aneurysm  was 
8 cm  with  a range  of  5 to  22  cm.  Non-operated  an- 
eurysms were  measured  by  x-ray  and  ultrasound. 
We  are  aware  of  the  potential  error  margin  for 
both  these  techniques.2’  3 The  average  size  of  the 
non-operated  aneurysm  was  5.6  cm  with  a range 


Table  V 

FIFTY  UNOPERATED  PATIENTS  — 1970-1980 

Number 

Alive  at  study  completion 14  (28%) 

Deceased  36  (72%) 

Atherosclerosis  28  (56%) 

CVA  5 

Cardiac 9 

Ruptured  aneurysm 9 

Thrombosed  aneurysm  ...  1 
Post  Op  An.  elsewhere  ...  1 

Sudden  death 3 

Malignancy 3 

Post  op  for  other  diagnosis  . . 2 

Trauma 1 

Pulmonary  Embolus  1 

Pneumonia 1 

Total  50  (100%) 


ABDOMINAL  AORTIC  ANEURYSM 
NON-OPERATIVE 

% 


FIGURE  1 


of  4-11  cm  (measurements  available  for  37 
patients). 

There  were  three  deaths  among  the  53  patients 
operated  electively  for  a mortality  of  5.6%.  The 
deaths  were  scattered  through  the  decade:  1971, 
1978,  and  1979.  All  deaths  were  males,  ages  65, 


% 


HBP  ANGINA  DM  Ml  CV  PV 
(16)  (11)  (5)  (15)  Disease  Disease 

(10)  (5) 


FIGURE  2 

RUPTURED  ABDOMINAL 
% AORTIC  ANEURYSM 

50- 


HBP  ANGINA  CV  Ml 

(5)  (2)  DiSGaSe  0) 

(1) 


FIGURE  3 
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75,  and  78.  The  causes  of  death  were:  a myocar- 
dial infarction  of  the  second  post-operative  day, 
gangrene  of  the  sigmoid  colon  with  sepsis,  and  a 
transfusion  reaction  in  a patient  with  a single 
kidney. 

Only  four  of  the  thirteen  patients  with  ruptured 
aneurysms  survived  for  a mortality  of  69.2%. 
Seven  presented  in  hemorrhagic  shock  with  six 
not  surviving  the  operative  effort.  A 72  year  old 
male  died  when  his  thoracic  aneurysm  dissected. 
A 71  year  old  male  died  of  pneumonia  and  acute 
renal  failure.  The  ninth  death  occurred  nine 
months  post  operatively  from  an  aortic-enteric 
fistula.  Three  patients  had  coexisting  thoracic  an- 
eurysms, of  which  two  died  and  two  patients 
developed  acute  renal  failure  with  one  survivor 
(Table  VI). 


Table  VI 

MORTALITY  FROM  RUPTURED  ANEURYSMS 

No.  of  patients 


Survivors 4 

Non-survivors 9 

Shock  6 

T.  A.  dissection 1 

Pneumonia 1 

Aorto-enteric  fistula 1 


Total  13 


DISCUSSION 

Certain  observations  may  be  made  from  this 
retrospective  study  of  which  none  are  original. 
Already  in  numerous  published  reports  are  obser- 
vations in  regard  to  age,  aneurysm  size,  systemic 
atherosclerosis  and  associated  medical  conditions. 
It  is  beneficial,  however,  to  review  surgical  prac- 
tice in  South  Carolina  in  the  light  of  present 
management  with  a desire  to  improve  current 
patient  care. 

Advanced  age  is  a frequently  given  reason  for 
non-operation.  This  traditional  reluctance  has 
been  vigorously  challenged  in  recent  years.4’  5>  6- 7 
Published  reports  indicate  chronologic  age,  of  it- 
self, is  not  a critical  risk  factor  in  survival.  Thomp- 
son et  al8  suggest  a life  expectancy  of  two  years  or 
more  as  a basic  criterion  for  recommending  sur- 
gery. The  source  book  on  aging9  states  the  antici- 
pated longevity  of  the  80  year  old  is  seven  years; 
the  75  year  old  is  10  years  and  the  65  year  old 
person  is  15  years. 

Significant  studies  have  already  documented 
that  aneurysmectomy  prolongs  life.  Szilagyi  et 
al 10  classically  demonstrated  the  non-operated  pa- 
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tient  had  a 50%  survival  of  1.2  years  compared  to 
5.0  years  for  the  operated  patient.  The  unope- 
rated patients  in  this  retrospective  review  had  a 
similar  rapid  demise.  Within  the  year  of  diagnosis 
34%  were  dead.  During  the  following  year  a mor- 
tality of  15%  combined  to  give  a total  of  50% 
mortality  of  unoperated  patients  in  the  first  two 
years.  The  remaining  deaths  were  scattered 
throughout  the  decade. 

Unfortunately,  aneurysmectomy  does  not  re- 
turn the  patient  to  a life  expectancy  of  the  general 
population.  A recent  Chapel  Hill,  North  Carolina 
report11  compares  321  patients  who  survived  in- 
frarenal  abdominal  aortic  aneurysm  surgery  to 
the  survival  of  the  total  population  of  North  Caro- 
lina by  life-table  analysis.  The  mean  life  expec- 
tancy following  abdominal  aortic  aneurysm 
repair  was  7.4  years  compared  to  14.5  years  for 
the  general  population.  This  study  supports  the 
work  of  Szilagyi,  et  al,  in  demonstrating  an- 
eurysmorrhaphy  prolongs  life.  The  study  was  un- 
able to  identify  any  influence  of  age  on  mortality. 

Associated  medical  conditions  contribute  to  the 
majprity  of  early  and  late  morbidity  and  mor- 
tality. Our  principle  morbidity  problems  were 
(Table  VII)  with  renal  insufficiency,  pulmonary 
embolism,  delirium  tremens  and  peripheral  em- 
bolism leading  the  list.  The  Cleveland  Clinic12 
reported  a 37%  fatality  rate  from  myocardial 
infarction  in  57  post  operative  deaths.  Myocardial 
infarction  currently  is  the  most  common  cause  for 
early  morbidity  and  mortality  following  major 
peripheral  vascular  operations  in  the  United 
States.  The  Cleveland  group  also  reported  myo- 
cardial infarction  as  the  principal  cause  of  late 
mortality  with  a 41%  fatality  rate  among  286 
survivors  in  a one  to  11  year  period. 

In  our  study  the  early  mortality  rate  was  5.6%. 
This  is  comparable  to  the  mean  operative  mor- 
tality rate  of  5.2%  for  several  series  of  elective  an- 
eurysmorrhaphies.13  The  late  mortality  of  15 
operated  patients  is  also  comparable  (Table  VIII). 
Causes  of  late  mortality  among  the  54  operative 
survivors  from  one  to  10  years  after  aneu- 
rysmorrhaphy  were:  myocardial  infarction  47%, 
malignant  neoplasm  20%,  chronic  pulmonary  dis- 
ease 13%,  thrombosed  graft  7%  and  other  or  un- 
known 13%.  Again,  these  statistics  underscore  the 
severity  of  the  generalized  atherosclerosis  in  the 
patient  with  an  abdominal  aortic  aneurysm. 

Cooperman  et  al 14  showed  a definite  statistical 
association  between  previous  myocardial  infarc- 
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tion,  congestive  heart  failure,  atrial  or  ventricular 
arrhythmias  and  post-operative  complications 
and  mortality. 

Dr.  Hertzer12  of  the  Cleveland  clinic  studied 
the  prevalence  of  coronary  artery  disease  among 
100  consecutive  abdominal  aortic  aneurysm  pa- 
tients with  routine  preoperative  cardiac  catheteri- 
zation. Significant  disease  was  found  in  50  of  the 
60  patients  (83%)  suspected  of  coronary  artery 
disease  from  the  cardiac  history  or  electrocar- 
diographic findings.  Of  this  number,  thirty-five 
had  severe,  correctable  coronary  artery  disease 
and  thirty-one  subsequently  underwent  coronary 
artery  bypass  prior  to  aneurysmorrhaphy.  The 
point  is:  the  aneurysm  patient  has  systemic  ather- 
osclerosis and  coronary  angiography  should  be  a 
serious  consideration  in  the  patient  with  a positive 
cardiac  history  or  electrocardiographic  changes. 

An  alternative  approach  in  decreasing  mor- 
tality in  the  maintenance  of  optimal  cardiac  per- 
formance is  preoperative  insertion  of  the  Swan- 
Ganz  catheter.15  The  patient  is  volume  loaded  to 
optimal  left  ventricular  performance  and  main- 
tained by  careful  monitoring  intra  and  post-oper- 
atively.  This  maintenance  of  optimal  cardiac 
output  blunts  the  hemodynamic  change  from  in- 


Table  VII 

POSTOPERATIVE  COMPLICATIONS  EXCLUDING 
DEATH 


COMPLICATION 

Myocardial  infarction  1 

Renal  insufficiency  2 

Pulmonary  embolism 2 

Cerebrovascular  accident  1 

Congestive  heart  failure  1 

Delirium  tremens 2 

Arrhythmia 1 

Peripheral  embolus  3 

Small  bowel  obstruction  1 

Ischemic  bowel 1 

Wound  dehiscence 1 


Total  16  (24%) 


frarenal  aortic  clamping.  Mannick  et  al 16  suggest 
that  following  these  principles  can  lead  to  a reduc- 
tion of  mortality  to  under  2%  in  elective  aneu- 
rysmectomy. 

The  importance  of  the  diameter  of  the  aneu- 
rysm to  the  risk  of  rupture  is  unquestioned.  The 
mean  risk  of  rupture  at  7 cm  is  76%  while  rupture 
of  a less  than  4 cm  aneurysm  is  unlikely.17  The 
mean  operative  mortality  for  preoperative  shock 
with  ruptured  aneurysm  is  67%. 13  Recent  reports 
of  overall  results  of  cumulative  series  range  from 
45%  to  53%13,  18  for  operative  mortality  in  rup- 
tured aneurysm  repair. 

The  alternative  of  waiting  for  the  aneurysm  to 
rupture  is  prophylactic  resection.  There  is  no  op- 
position to  operating  on  an  aneurysm  of  any  size 
when  there  is  midabdominal  or  lumbar  pain.  It  is 
also  well  accepted  that  6 cm  diameter  or  larger  an- 
eurysms rupture  more  frequently  than  aneurysms 
less  than  6 cm  in  diameter.  Six  cm  or  less  diameter 
aneurysms  have  a mean  rupture  rate  of  5%. 17 
Szilagyi  et  al 10  demonstrated  an  improved  five 
year  survival  (67.5%)  for  operated  patients  with  6 
cm  or  less  aneurysms  compared  to  the  non-oper- 
ated  survival  (48%).  Dr  Szilagyi  has  commented, 
“the  rupture  of  small  aneurysms  is  just  as  unpre- 
dictable as  that  of  larger  aneurysms.”19 

SUMMARY 

The  presence  of  an  abdominal  aortic  aneurysm 
indicates  severe  systemic  atherosclerosis.  An  ab- 
dominal aortic  aneurysm  is  an  unpredictable  dan- 
gerous lesion.  The  main  method  available  to 
improve  the  ruptured  aneurysm  mortality  is  by 
early  elective  resection  of  aneurysms.  Aneurysms 
5.0  cm  or  larger  should  be  resected,  remembering 
small  aneurysms  can  also  rupture.  Operative  mor- 
tality for  elective  resection  is  low  and  can  be 
lowered  with  aggressive  hemodynamic  monitor- 
ing. □ 


Table  VIII 

CAUSES  OF  LATE  MORTALITY  AMONG  54  OPERATIVE  SURVIVORS 
FROM  1 TO  10  YEARS  AFTER  ANEURYSMECTOMY 


Principal  Cause  of  Death 

Number 

% of  Death 

% of  Survivors 

Myocardial  infarction 

7 

47 

13 

Malignant  neoplasm 

3 

20 

6 

Chronic  pulmonary  disease 

2 

13 

4 

Thrombosed  graft 

1 

7 

2 

Other,  or  unknown 

2 

13 

2 

Total  15 

100 

29 
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The  Pee  Dee  area  of  South  Carolina  is  thought 
to  have  the  highest  cardiovascular  disease  mor- 
tality in  South  Carolina,  if  not  the  nation.  The 
basis  for  this  has  been  S.  C.  ’s  top  ranking  among 
states  for  Coronary  Heart  Disease  and  Stroke 
among  white  males  ages  35-541  and  the  report  of  a 
general  clustering  of  high  rate  counties  in  the  Pee 
Dee  area  of  the  state.2 

In  recent  years  there  has  been  a decline  in  CVD 
mortality  which  has  been  documented  for  the 
nation3  and  South  Carolina.4  This  decline  is  enig- 
matic in  the  sense  that  it  is  unclear  whether  it  is 
attributable  to  improvements  in  medical  care 
practices,  decreased  incidence  (i.e.  new  cases)  of 
the  disease  possibly  due  to  modification  of  risk 
factors,  part  of  a general  decline  in  mortality,  or 
all  of  these  factors. 

Since  the  Pee  Dee  area  has  been  shown  to  have 
the  highest  CVD  mortality,  indeed  it  might  be  the 
most  appropriate  area  in  which  to  initiate  studies 
which  might  hold  promise  for  resolving  this  quan- 
dry.  It  was  felt  that  the  first  steps  to  be  taken  were 
(1)  to  examine  temporal  changes  in  mortality 
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from  cardiovascular  disease  to  determine  if  de- 
clines observed  nationally  and  in  South  Carolina 
were  also  occurring  at  the  same  rate  in  the  Pee 
Dee,  and  (2)  to  perform  baseline  studies  which 
would  provide  incidence  data  for  acute  myocar- 
dial infarction  (AMI)  occurring  in  the  Pee  Dee, 
for  comparison  with  other  areas  of  South  Carolina 
and  the  nation.  The  incidence  data  are  not  consid- 
ered in  this  report,  but  the  mortality  from  CHD 
and  stroke  in  the  semi-rural  Pee  Dee  Counties  of 
Florence  and  Darlington  will  be  compared  with 
that  occurring  in  the  Metropolitan  Columbia  area 
comprised  of  Lexington  and  Richland  Counties, 
as  well  as  all  of  South  Carolina  for  the  periods 
from  1969  through  1977. 

METHODS 

This  report  presents  age-adjusted  death  rates 
for  Coronary  Heart  Disease  (CHD-ICDA 
410-414)  and  Stroke  (ICDA  430-438)  for  each  of 
four  race-sex  groups,  aged  35-74  for  the  Pee  Dee 
Counties  (Darlington  and  Florence),  Metro- 
politan Columbia  (Lexington  and  Richland  Coun- 
ties) and  all  of  South  Carolina.  The  eighth  edition 
of  the  International  Classification  of  Diseases 
Adapted  for  Use  in  the  United  States  was  used  in 
this  study. 

Mortality  data  for  the  study  areas  were  secured 
from  the  Division  of  Biostatistics  of  the  Office  of 
Vital  Records  and  Public  Health  Statistics  of  the 
S.  C.  Department  of  Health  and  Environmental 
Control.  Estimates  of  populations  for  each  area  of 
interest  and  specific  years  were  obtained  from 
projections  prepared  by  the  Division  of  Research 
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and  Statistical  Services  of  the  S.  C.  Budget  and 
Control  Board.  Mortality  rates  were  age-adjusted 
by  the  indirect  method  using  disease  specific 
death  rates  for  South  Carolina  for  the  period  of 
1969-71. 

Three  3-year  periods,  1969-71,  1972-74,  and 
1975-77  were  used  for  calculation  of  rates  to  allow 
for  year  to  year  variation  and  to  provide  more 
stable  rates  for  the  relatively  small  population 
areas  examined  in  this  investigation.  Calculated 
rates  by  time  period,  race-sex,  and  geographic 
area  are  presented  as  an  appendix  to  this  paper. 

These  mortality  statistics  represent  the  under- 
lying cause  of  death  which  is  defined  as  the  dis- 
ease or  injury  which  initiated  the  train  of  morbid 
events,  leading  directly  to  death.  It  is  recognized 
that  death  may  not  result  from  a single  morbid 
condition.  However,  the  statistics  in  this  article  do 
not  reflect  contributory  causes  of  death. 

RESULTS  AND  DISCUSSION 

In  this  report  we  will  present  our  results  which 
indicate  that  coronary  heart  disease  (CHD)  and 
stroke  mortality  have  been  and  continue  to  be 
generally  greater  in  the  Pee  Dee  than  in  Metro- 
politan Columbia  or  all  South  Carolina  counties 


considered  together.  The  decline  in  CHD  rates  is 
similar  in  the  Pee  Dee  and  Columbia  but  not  quite 
as  great  as  the  state  decline.  The  smallest  decline 
in  CHD  for  the  period  1969-77  was  among  white 
males  in  the  Pee  Dee.  For  the  same  period,  the 
decline  in  stroke  mortality  in  the  Pee  Dee  was 
substantial  (38%  to  50%),  exceeding  Columbia  or 
the  state.  Our  data  suggest  that  the  Pee  Dee  is  just 
beginning  to  participate  in  the  decline  in  CHD 
and  stroke  mortality  to  the  same  extent  as  the  rest 
of  South  Carolina  and  the  nation. 

Coronary  heart  disease  (CHD)  mortality  rates 
and  trends  for  the  periods  of  1969/71  through 
1975/77  for  the  Pee  Dee  area  are  shown  in  Figure 
1.  For  points  of  comparison,  similar  data  are  given 
for  the  Columbia  area  and  the  State  of  South 
Carolina.  These  figures  show  that  for  each  time 
period  and  for  each  race-sex  group  the  Pee  Dee 
area  CHD  mortality  rates  were  generally  above 
Columbia  or  the  state  as  a whole.  Although  de- 
clines in  rates  are  evident  in  all  areas,  the  CHD 
rates  for  white  males  and  white  females  in  the  Pee 
Dee  for  the  period  of  1975-77  were  only  begin- 
ning to  approach  the  level  of  the  rates  in  Colum- 
bia six  years  earlier.  By  1977,  non-white  rates  in 
the  Pee  Dee  were  almost  equal  to  non- white  rates 


Coronary  Heart  Disease  Mortality*,  by  Race  and  Sex  in 


Year 

♦indirect  Age-adjusted  Using  1969-71  CHD  Rates  for  S.C. 


FIGURE  1 
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in  Columbia,  but  were  still  higher  than  the  state  as 
a whole. 

In  the  Pee  Dee  and  Columbia  areas  non-white 
male  rates  were  higher  than  the  other  race-sex 
groups.  There  was  a uniform  ordering  by  race-sex 
of  mortality  rates  in  these  areas.  That  is,  non- 
white male  rates  were  greater  than  those  for  white 
males,  followed  by  non-white  females  and  white 
females.  The  pattern  for  South  Carolina  was  simi- 
lar except  for  the  most  recent  period  1972-77, 
when  white  male  rates  were  slightly  above  those 
for  non-white  males.  In  nearly  every  instance, 
white  female  rates  were  about  half  that  of  any 
other  race-sex  group. 

In  all  areas  the  rates  of  decline  (Table  I)  in  CHD 
mortality  were  greatest  among  non- white  females 
(25%  to  33%)  followed  by  non- white  males  (17% 
to  28%),  white  females  (12%  to  19%)  and  white 
males  (6%  to  15%).  The  rate  of  decline  in  mor- 
tality for  non- white  females  was  IV2  times  greater 
than  the  non- white  males  and  about  twice  that  of 
white  males  and  white  females. 

Figure  2 portrays  findings  for  Cerebrovascular 
Disease  (Stroke)  mortality  for  three  time  periods 
and  shows  that  regardless  of  race-sex  group,  the 
Pee  Dee  rates  were  almost  always  higher  than  for 
Columbia  or  South  Carolina.  Sharp  declines  for 
the  time  periods  are  more  evident  in  the  Pee  Dee 
and  Columbia  than  for  the  state.  For  stroke,  non- 
white males  and  non- white  females  had  markedly 
higher  mortality  (two  to  three  times  greater)  than 
their  white  counterparts.  Within  each  race,  males 


had  somewhat  higher  stroke  death  rates  than  did 
females.  Compared  to  CHD,  decline  in  stroke 
mortality  in  the  Pee  Dee  and  in  Columbia  was 
rather  dramatic,  in  the  37%  to  50%  range,  de- 
pending on  race  and  sex.  As  shown  in  Table  I,  the 
declines  in  the  Pee  Dee  were  similar  to  those  in 
Columbia  but  about  1 V2  times  the  period  decrease 
for  white  males  and  females  in  the  state. 

One  of  the  outstanding  findings  from  this  study 
is  that  coronary  heart  disease  (CHD)  mortality 
rates  in  the  Pee  Dee  counties  continue  to  be  above 
the  average  for  South  Carolina  as  well  as  being 
higher  than  in  the  Columbia  area  counties.  For 
stroke,  Pee  Dee  rates  appear  to  be  approaching 
those  in  other  areas  of  the  state.  While  having 
cardiovascular  disease  mortality  rates  generally 
higher  than  other  areas  of  South  Carolina  is  of 
considerable  concern,  the  data  (Table  I)  suggest 
that  the  Pee  Dee  is  now  beginning  to  participate 
in  the  decline  in  CHD  and  stroke  mortality  to  the 
same  extent  as  the  rest  of  South  Carolina  or  the 
nation.  On  the  other  hand,  the  decrease  in  stroke 
mortality  in  the  Pee  Dee  seems  to  be  at  a rate 
equal  to  or  greater  than  other  areas  of  the  state. 

It  is  rather  important  to  know  the  reasons  for 
the  decline  in  mortality  from  cardiovascular  dis- 
eases since  the  sixties.  With  the  cost  of  medical 
care  escalating,  it  is  urgent  that  limited  resources 
be  channeled  to  the  most  effective  practices.  Stud- 
ies are  required  to  determine  the  roles  of  medical 
care,  public  health  practices  or  other  factors  in  the 
rather  dramatic  reduction  in  cardiovascular 


Table  I 

SUMMARY  OF  PERCENTAGE  DECLINE  IN  CHD1  AND  STROKE2  MORTALITY3  RATES  BY  RACE-SEX 
PEE  DEE,  COLUMBIA,  AND  STATE  OF  S.  C.,  1969/71  TO  1975/77 


Area 

White 

Male 

White 

Female 

Non- 

White 

Male 

Non- 

White 

Female 

% 

% 

% 

% 

CHD 

Pee  Dee  (Darlington/Florence) 

6.3 

19.0 

17.3 

29.9 

Columbia  (Richland/Lexington) 

15.3 

11.7 

19.4 

25.7 

South  Carolina 

15.2 

15.4 

28.4 

33.5 

Stroke 

Pee  Dee 

38.8 

40.6 

50.1 

38.9 

Columbia 

37.6 

43.5 

44.5 

37.4 

South  Carolina 

25.7 

21.7 

34.7 

34.1 

1.  CHD  = ICD  410-414 

2.  Stroke  = ICD  430-438 

3.  Mortality  rates  were  age  adjusted  by  indirect  method  using  CHD  or  Stroke  for  S.  C.  in  1969-71  as  the  standard. 
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Cerebrovascular  Disease  Mortality*,  by  Race  and  Sex  in 
Three  Geographical  Areas,  1969-1977 


FIGURE  2 


mortality. 

Appropriate  investigations  include  the  moni- 
toring of  incidence  (i.e.  new  cases)  of  the  car- 
diovascular diseases  in  communities  over  a period 
of  years;  at  the  same  time  observing  the  change  in 
prevalence  of  potential  risk  factors  such  as  hyper- 
tension; noting  the  frequency  of  procedure  such  as 
bypass  surgery,  carotid  endarterectomy,  or  coro- 
nary artery  reperfusion;  observing  environmental 
factors  such  as  air  and  water  constituents;  and 
finally  detecting  trends  in  social  mores,  removal 
of  financial  impediments  to  medical  care,  and 
availability  of  physicians.  The  authors  hope  that 
such  intensive  and  comprehensive  investigation 
can  be  mounted  within  South  Carolina  in  the 
immediate  future.  The  time  for  further  substan- 
tial reduction  of  cardiovascular  diseases  is  at 
hand.  □ 
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APPENDIX 

CORONARY  HEART  DISEASE1  MORTALITY2  TRENDS  IN  COLUMBIA  AND  PEE  DEE  AREAS 
ALL  COUNTIES  OF  S.  C.  BY  RACE-SEX  GROUP,  AGES  35-74,  1969-77 


Time  Period 

WM 

WF 

NM 

NF 

Columbia  (Richland/Lexington  Counties) 

1969-71 

724.3 

224.8 

972.4 

637.5 

1972-74 

751.4 

237.7 

945.4 

646.6 

1975-77 

613.3 

198.4 

783.5 

473.4 

Pee  Dee  (Florence/Darlington  Counties) 

1969-71 

921.1 

343.9 

1064.0 

694.2 

1972-74 

957.0 

332.7 

1066.7 

620.2 

1975-77 

862.4 

278.5 

879.8 

486.8 

South  Carolina  (46  Counties) 

1969-71 

754.4 

251.6 

810.6 

537.9 

1972-74 

756.2 

230.8 

737.9 

479.9 

1975-77 

639.5 

212.9 

580.5 

357.6 

1.  CHD  = 1CD  410-414 

2.  Mortality  Rates  per  100,000,  age  adjusted  by  indirect  method  using  CHD  rates  for  S.  C.  in  1969-71  as  the  standard. 


APPENDIX 

STROKE1  MORTALITY2  TRENDS  IN  COLUMBIA  AND  PEE  DEE  AREAS  AND 
ALL  COUNTIES  OF  S.  C.  BY  RACE-SEX  GROUP,  AGES  35-74,  1969-77 


Time  Period 

WM 

WF 

NM 

NF 

Columbia  (Richland/Lexington  Counties) 

1969-71 

130.4 

88.0 

385.7 

284.2 

1972-74 

105.9 

94.8 

345.5 

249.9 

1975-77 

81.4 

49.7 

214.0 

177.9 

Pee  Dee  (Florence/Darlington  Counties) 

1969-71 

189.5 

129.7 

504.5 

312.7 

1972-74 

181.9 

93.9 

423.1 

249.4 

1975-77 

115.9 

77.1 

251.8 

191.1 

South  Carolina  (46  Counties) 

1969-71 

144.6 

86.7 

414.0 

304.2 

1972-74 

146.5 

83.5 

355.9 

269.8 

1975-77 

107.4 

67.9 

270.5 

200.4 

1.  Stroke  = 1CD  430-438 

2.  Mortality  Rates  per  100,000,  age  adjusted  by  indirect  method  using  Stroke  rates  for  S.  C.  in  1969-71  as  the  standard. 
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In  the  treatment  of  your  overweight  patients... 

Fbur  ways  to  control  the  overactive  appetite 


COMMITMENT  to  lose  weight 


MELFIAT®  105  once  a day  during  the 
initial  weeks  of  therapy 


DIET  tailored  for  each  patient’s  needs 


EXERCISE  to  improve  physical  fitness 


When  your  overweight  patients  need  an  effective,  short-term  anorexiant, 
MELFIAT®  105  (phendimetrazine  tartrate)  is  an  excellent  choice.  According  to  a 
NIDA  (National  Institute  on  Drug  Abuse)  report,  phendimetrazine  appears  to 
have  less  abuse  potential  than  the  amphetamines  and  certain  other  anorexiants.1 
And  MELFIAT®  105  also  offers  your  patients  the  convenience  of  once-a-day 
morning  dosage. 

Reference:  1.  Sheu  YS,  Ferguson  JA,  Cooper  JR:  Evaluation  of  the  Abuse  Liability  of  Diethylpropion,  Phendimetrazine,  and  Phentermine,  unclassified 
document,  ADAMHA,  HHS.  Office  of  Medical  and  Professional  Affairs,  NIDA,  1980,  pp  10-15. 


MELFIAT®  105  UNICELLES© 


(phendimetrazine  tartrate)  105  mg 


Short-term  investment  for  long-term  weight  control 


Reid-Provident  Laboratories,  Inc. 
Atlanta,  Georgia  30318 


© 1983  Reid-Provident  Laboratories,  Inc.  All  rights  reserved.  1/83 


70 


Please  see  brief  summary  of  prescribing  information  on  the  next  page. 
The  Journal  of  the  South  Carolina  Medical  Association 


CLONORCHIASIS/OPISTHORCHIASIS  IN  SOUTH 
CAROLINA 


GAYLE  PITTMAN  NOBLET,  PH.D.* 
WILLIAM  H.  HUNTER,  M.D.** 

Infestation  of  humans  by  Clonorchis  / Opis- 
thorchis  liver  flukes,  while  common  in  China  and 
the  Indochinese  countries  of  Vietnam,  Cambodia 
and  Laos,* 1-  2 has  been  rare  in  the  United  States 
until  recent  years.  In  1979,  the  United  States 
adopted  a policy  that  resulted  in  an  enormous 
influx  of  Indochinese  immigrants  into  the  United 
States,  as  many  as  14,000  refugees  arriving  each 
month.3  Members  of  the  medical  community  con- 
currently expressed  concern  over  the  pathogenic 
potential  of  imported  “exotic”  infections  in  such 
refugees.  In  response,  the  Center  for  Disease  Con- 
trol recommended  routine  stool  examination  for 
parasitic  protozoa  and  eggs  of  helminths  in  all 
Indochinese  who  sought  medical  attention  for  any 
reason.  Results  from  laboratory  examinations  con- 
firmed a high  prevalence  of  parasitoses  in  the 
immigrants.  Fortunately,  however,  parasitic  in- 
fections detected  from  refugee  stool  samples  were 
common  to  many  areas  of  the  United  States,  in- 
cluding South  Carolina,4  and  consisted  most  com- 
monly of  Ascaris  lumbricoides,  hookworm,  Trich- 
uris  trichiura,  Giardia  lamblia,  and  less  often 
Entamoeba  histolytica.57  Opisthorchiid  trem- 
atode  infections  were  detected  in  small  numbers, 
primarily  in  Laotians,7’  8 which  is  in  contrast  to 
the  well  known  high  prevalence  in  the  United 
States  among  Chinese  immigrants  from  Hong 
Kong.9- 10  In  South  Carolina,  reports  since  1978  of 
Clonorchis  sinensis  infections  included  31  infec- 
tions in  1978,  three  in  1979,  43  in  1980, 12  in  1981, 
and  seven  in  1982. 11  The  purpose  of  this  report  is 
to  emphasize  the  presence  of  Clonorchis  / Opis- 
thorchis  infections  in  immigrant  residents  of 
South  Carolina  by  including  a recent  case  report 
of  infection  in  a Laotian  refugee  and  a review  of 
diagnostic  techniques  and  treatment. 

CASE  REPORT  AND  DIAGNOSTIC 
TECHNIQUES 

A 28-year-old  male  Laotian  refugee  presented 
with  a complaint  of  fatigue.  The  patient  was 


° Department  of  Zoology,  Clemson  University,  Clemson, 
S.  C.  29631. 

1 Hunter  Court,  Clemson,  S.  C.  29631. 


rather  thin  at  123  lbs.,  but  was  alert  and  coopera- 
tive. The  physical  examination  was  non-reveal- 
ing. Urinalysis  was  normal.  Blood  smears  were 
negative  for  malaria.  Laboratory  study  disclosed: 
calcium  9.7,  phosphorus  3.8,  glucose  102,  BUN  16, 
uric  acid  6.9,  total  cholesterol  150,  protein  7.3, 
albumin  4.3,  total  bilirubin  0.7,  alkaline  phos- 
phatase 61,  LDH  184,  SGOT  26,  RBC  6.5  million, 
Hbg  11.7,  WBC  8003,  neutrophils  32,  small  lym- 
phocytes 48,  large  lymphocytes  5,  monocytes  3, 
eosinophils  22,  basophils  O,  VPC  42,  MCV  65. 
Examination  of  the  first  stool  sample  from  the 
patient  by  formalin-ether  sedimentation12  re- 
vealed Clonorchis / Opisthorchis  ova.  A history  of 
eating  raw  fish  in  recent  months  while  in  Laos  was 
recorded.  Stool  samples  from  the  patient’s  wife 
and  three  children  were  negative.  Three  weeks 
later,  examination  of  a second  stool  sample  from 
the  patient  by  formalin-ether  sedimentation  was 
negative,  whereas  zinc  sulfate  flotation13  of  feces 
was  positive  for  ova.  Unfortunately  the  patient 
moved  and  contact  was  lost  prior  to  therapy. 

DISCUSSION  OF  PARASITE  LIFE  HISTORY 

Three  opisthorchiid  trematodes  of  substantial 
consequence  to  humans  as  parasites  of  the  biliary 
passages  are:  Clonorchis  sinensis,  Opisthorchis 
felineus  and  O.  viverrini.  In  addition  to  human 
hosts,  dogs,  cats,  pigs,  and  rats  may  be  infected 
and  are  considered  important  reservoir  hosts.  Life 
cycles  of  the  three  trematodes  are  basically  similar 
with  infection  resulting  from  the  ingestion  of  en- 
cysted larval  metacercariae  in  the  flesh  of  fresh- 
water fish  eaten  raw,  smoked,  salted,  pickled  or 
dried.  Young  flukes  released  in  the  duodenum 
pass  into  the  biliary  tree  or  pancreatic  ducts  where 
they  mature  and  begin  producing  eggs  in  about 
one  month.  Mature  eggs  passed  in  host  feces  each 
contain  a well-developed  miracidium  which 
hatches  only  after  the  egg  is  eaten  by  an  appropri- 
ate snail  host.  Larval  development  through  spo- 
rocyst  and  then  redia  stages  in  the  snail  is 
completed  within  17  days.  The  cycle  continues 
when  pleurolophocercous  cercariae  emerge  from 
the  snail  host  and  encyst  as  metacercariae  in  an 
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appropriate  fish  host.  The  life  cycle  may  be  com- 
pleted in  three  months  when  infective  metacer- 
cariae  are  ingested  by  a fish-eating  mammal. 
Since  suitable  snail  hosts  are  not  present  in  North 
America,  indigenous  infection  is  not  a major  con- 
cern in  the  United  States.  However,  adult  worms 
may  live  for  20-25  years,  and  diagnosis/treatment 
of  infected  immigrants  may  continue  to  require 
medical  attention  in  the  United  States  for  many 
years  to  come. 

DISCUSSION  OF  DIAGNOSTIC 
CHARACTERISTICS  AND  TECHNIQUES 
Adult  worms,  seen  at  autopsy  or  rarely  upon 
surgical  removal,  are  flat,  lanceolate  worms 
(7-20mm  in  length  by  1.5-4mm  in  width)  that  can 
be  identified  to  species  by  examination  of  the 
ovary,  testes,  pharynx,  esophagus  and  vitellaria, 
the  most  obvious  morphological  difference  being 
the  shape  of  the  testes.  Diagnosis,  however,  is 
based  on  the  recovery  of  the  characteristic  eggs  in 
the  host’s  feces.  A mature  egg  is  embryonated 
when  passed  in  feces  and  is  operculated  with  a 
large  operculum  fitting  into  a broad  rim  of  the 
eggshell  (Fig.  1 A).  The  presence  of  a small  knob  or 
comma-shaped  projection  on  the  abopercular  end 
(Fig.  IB)  distinguishes  opisthorchiid  eggs  from 
the  very  closely  similar  eggs  of  Heterophyes  and 
Metagonimus,  intestinal  trematodes  of  fish-eat- 
ing birds  and  mammals.  The  eggs  of  C.  sinensis, 
O.  felineus,  and  O.  viverrini  respectively  measure 
26-30  pm  long  by  15-17  jam  wide,  21-36  jum  by 


11-17  yam,  and  22-32  jam  by  11-22  jam.2’  14  Special 
note  should  be  made  that  differences  in  size  and 
shape  of  eggs  are  not  sufficient  to  differentiate  the 
three  species.  At  present,  the  only  certain  means 
of  distinguishing  between  species  involves  exam- 
ination of  flame  cell  patterns  of  cercariae  or  meta- 
cercariae  which  are  available  only  in  endemic 
areas  of  the  world.2  Consequently,  further  identi- 
fication as  to  species  of  opisthorchiid  parasitizing 
immigrants  is  highly  speculative  and  must  be 
based  for  the  most  part  on  the  reported  geo- 
graphic distribution  of  these  three  trematodes 
(which  is  a controversial  subject  in  itself).2  The 
wide  distribution  of  Clonorchis  sinensis  is  known 
from  reports  of  infection  recorded  from  Japan, 
Korea,  Taiwan,  Vietnam,  and  China.14  Opisthor- 
chis  felineus  infections  commonly  are  reported 
from  southern,  central  and  eastern  Europe,  Tur- 
key, India,  southern  Russia,  Vietnam,  and  Japan, 
whereas  O.  viverrini  is  reported  as  the  predomi- 
nant human  opisthorchiid  in  Thailand2  and  possi- 
bly Laos.1  Further  consideration  of  Laotian 
human  opisthorchiid  infections  calls  attention  to 
the  report  of  Hoffman  et  al.8  who  examined  419 
recent  Indochinese  refugees  and  found  opisthor- 
chiid flukes,  “most  likely  O.  viverrini, ” only  in 
Laotians.  In  the  Laotian  patient  described  within 
this  report,  diagnosis  of  opisthorchiid  trematode 
infection  is  conclusive.  However,  identification  to 
species,  most  likely  O.  viverrini,  is  highly  specula- 
tive, but  is  of  no  great  concern  since  life  histories, 
pathology  produced  and  treatment  of  all  three 
human  opisthorchiid  infections  is  similar. 


FIGURE  1 A & B — Typical  eggs  of  Clonorchis/ Opisthorchis  recovered  from  a Laotian  refugee’s  stool  sample.  Scale  bar  equals 
10  jam. 


76 


The  Journal  of  the  South  Carolina  Medical  Association 


CLONORCHIASIS 


Recovery  of  helminth  eggs  from  feces  is  possi- 
ble in  cases  of  heavy  infection  by  the  direct-smear 
method.  In  light  infections  (e.g.,  less  than  ten 
flukes),  some  type  of  concentration  technique  is 
required.  The  two  techniques  most  commonly 
employed  in  diagnostic  laboratories  are  the  zinc 
sulfate  flotation  (ZnSOJ15-17  and  the  formalin- 
ether  sedimentation  (FE).12- 18  In  many  laborato- 
ries both  techniques  are  employed,  the  flotation 
technique  being  preferred  for  non-operculated 
eggs  or  for  eggs  light  enough  to  float  in  ZnS04  and 
the  sedimentation  technique  preferred  for  all 
other  eggs.  Both  techniques  have  been  variously 
modified  over  the  years,17'  19-21  and  comparative 
evaluations  of  both  techniques  have  been  re- 
ported.17-22 Yet  choice  of  technique  appears  still  to 
depend  to  a great  extent  on  the  personal  prefer- 
ence of  the  diagnostician. 

The  first  objective  of  both  techniques  is  to  ob- 
tain a homogeneous  suspension  of  one  part  feces  in 
5-10  parts  water  or  physiological  salt  solution. 
Straining  of  the  suspension  through  a metal  sieve 
is  necessary  if  large  particles  of  fecal  debris  are 
present  in  the  sample.  In  the  ZnS04  technique,  the 
suspension  is  washed  (centrifuged  at  2500  rpm  for 
2 min,  supernatant  poured  off,  sediment  resus- 
pended and  centrifuged)  for  2-3  times  until  the 
supernatant  removed  appears  clear.  Sediment 
then  is  uniformly  suspended  in  zinc  sulfate  solu- 
tion of  specific  gravity  1.180  (331  g ZnS04*7H20 
up  to  1000  ml  HzO).  Following  centrifugation  at 
2500  rpm  for  two  minutes,  helminth  eggs  or  pro- 
tozoan cysts  in  the  surface-film  layer  may  be 
removed  for  examination  on  a slide  by  use  of  a 
wire  loop,  a disposable  pipet,  or  by  touch-removal 
following  formation  of  a positive  meniscus.  In  the 
FE  technique,  ether  is  added  to  the  15  ml  cen- 
trifuge tube  containing  10  ml  of  strained  fecal 
suspension  in  10%  formalin.  The  tube  is  stop- 
pered, shaken  vigorously,  and  then  centrifuged  at 
2500  rpm  for  two  minutes.  The  top  three  layers 
are  decanted,  and  the  sediment  containing  hel- 
minth eggs  and  protozoan  cysts  is  transferred  to  a 
slide  for  examination.  The  ZnS04  technique  has 
the  disadvantage  that  some  helminth  eggs  are  too 
heavy  to  be  brought  to  the  surface-film  layer 
while  protozoan  cysts  are  liable  to  distortion.  Dis- 
tortion is  minimized,  however,  when  formal- 
inized  fecal  specimens  are  employed.17  The  FE 
method  has  the  disadvantage  of  employing  ether, 
which  is  combustible  and  requires  special  safety 
precautions  for  storage,  use,  and  disposal.  Neither 


technique  is  recommended  for  isolation  of  Schis- 
tosoma eggs. 

In  studies  comparing  the  recovery  of  parasites 
by  both  methods,  the  FE  technique  generally  has 
appeared  to  be  more  efficient.  However,  a recent 
study  by  Bartlett  et  alP  concluded  that,  except 
for  schistosome  eggs,  modified  ZnS04  flotation 
using  formalinized  fecal  specimens  is  an  adequate 
method  for  detection  of  most  intestinal  parasite 
species  and  is  essentially  comparable  to  the  FE 
method  for  detecting  infections  of  clinical  signifi- 
cance. Although  each  of  the  two  techniques  has 
been  used  for  recovery  specifically  of  Clonorchis / 
Opisthorchis  eggs,  the  ZnS04  flotation  appears  to 
be  the  preferred  technique.2-  4-61  9-  12-  17-  21  Inter- 
estingly, Phillipson19  recommended  substitution 
of  a saturated  solution  of  magnesium  sulphate 
(specific  gravity  slightly  greater  than  1.26  at 
20°C)  for  ZnS04  in  the  flotation  technique  as  an 
inexpensive  yet  highly  effective  tool  for  survey 
work  on  the  incidence  of  Clonorchis / Opisthor- 
chis in  endemic  areas.  On  the  basis  of  results 
obtained  with  both  techniques  as  reviewed  in  this 
report,  the  ZnS04  flotation  technique  can  be  rec- 
ommended for  isolation  of  Clonorchis/ 
Opisthorchis  eggs  in  survey  work  or  in  diagnostic 
work  when  clonorchiasis/opisthorchiasis  is  sus- 
pected or  confirmation  of  infection  is  needed. 
Results  suggest,  however,  that  neither  method  is 
totally  adequate  and  that  multiple  specimens 
should  be  examined.  For  a thorough  analysis,  both 
techniques  — the  formalin-ether  sedimentation 
and  the  ZnS04  flotation,  should  be  utilized  in 
routine  diagnostic  examinations  of  stools  for  hel- 
minth ova  and  protozoan  cysts. 

DISCUSSION  OF  DISEASE  AND 
TREATMENT 

Clinical  symptoms  evoked  in  clonorchiasis/ 
opisthorchiasis  vary  from  mild  to  severe  condi- 
tions depending  on  the  period  of  infection,  condi- 
tion of  the  host,  and  the  possibility  of  hyper- 
infection in  long-standing  parasitism.  Mild  infec- 
tions generally  are  considered  benign  and  without 
distinctive  symptomatology.  The  basic  pathologic 
change  evidenced  in  acute  infections  is  ade- 
nomatous hyperplasia  of  the  bile  duct  epithelium 
with  goblet  cell  metaplasia.  Complications  com- 
monly associated  with  severe  clonorchiasis/ 
opisthorchiasis  include  recurrent  pyogenic  cho- 
langitis, pancreatitis,  and  cholangiocarcinoma.24 
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Drug  treatment  of  clonorchiasis/opisthorchia- 
sis  has  been  notoriously  unsatisfactory.  The  inef- 
fectiveness of  cloroquine,  the  drug  most  common- 
ly used,  is  now  well-documented  as  are  associated 
side  effects  of  both  reversible  and  irreversible 
ocular  changes.23  More  recently,  hex- 
achloroparaxylol,  praziquantel  and  amoscanate 
were  reported  to  have  definite  therapeutic  effica- 
cy. Results  of  Qinan  et  al.25  indicated  that  amosca- 
nate at  2 mg/kg/day  for  five  days  was  the  least 
effective  of  the  three  drugs;  observed  effects  ap- 
peared to  be  due  to  the  temporary  inhibition  of 
fluke  egg  laying.  Hexachloroparaxylol  (HCX)  ad- 
ministered to  29  patients  in  four  doses  each  of  100 
mg/kg/day  followed  by  a single  dose  of  80  mg/ 
kg/day  effected  a cure  rate  of  82.8%.  Headache 
and  malaise  were  the  main  side  effects  of  HCX 
while  colored  vision  and  night  blindness  were 
observed  in  pne  patient.  Praziquantel  admin- 
istered to  21  patients  in  five  doses  each  of  20  mg/ 
kg/day  elicited  the  mildest  side  effects  (with 
42.9%  having  no  reactions),  but  effected  a cure 
rate  of  only  33.3%.  Qinan  et  al.25  recommended 
HCX  (in  polyethylene  glycol  droplet  pill)  as  the 
drug  of  choice,  but  noted  that  poor  praziquantel 
results  may  have  been  due  to  inadequate  total 
dosage  over  too  long  a therapeutic  period.  In  a 
more  recent  study  by  Horstmann  et  al26  prazi- 
quantel proved  to  be  a highly  effective  and  safe 
drug  when  administered  orally  to  22  patients  in  a 
dose  regimen  of  90  mg/kg  body  weight,  divided 
into  3 equal  doses  on  three  consecutive  days. 
Twenty  patients  (91%)  had  no  detectable  egg 
excretion  in  feces  or  duodenal  fluid  after  one 
treatment  only.  Two  patients  required  repeated 
treatment  and  a different  dose  regimen.  Again, 
praziquantel  exhibited  low  toxicity  and  good  pa- 
tient tolerance. 

Prior  to  drug  studies  with  praziquantel,  most 
patients  with  clonorchiasis/opisthorchiasis  were 
not  treated  at  all  because  the  toxicity  of  drugs 
previously  available  contrasted  lack  of  symptoms 
in  many  cases.23  However,  evidence  of  a possible 
relationship  with  cancer  suggests  that  an  effective 
therapy  is  needed.27  On  the  basis  of  results  re- 
viewed within  this  report,  praziquantel  can  be 
recommended  as  a safe  and  efficient  drug  in 
treatment  of  clonorchiasis/opisthorchiasis  in  the 
United  States.  In  agreement  with  this  recommen- 
dation, officials  at  the  Center  for  Disease  Control 
in  Atlanta  stated  that  praziquantel,  as  an  investi- 
gational drug,  can  be  acquired  through  Miles 
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Pharmaceuticals,  Division  of  Miles  Labs,  400 
Morgan  Lane,  West  Haven,  Connecticut  06516.  □ 
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We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  M.  M.  “Buddy”  Young  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  1241  Tel.'  803/781-8798  Box  2143  Tel.  803/246-1274 
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“HCA  offered  me 
an  excellent  professional 
situation. 


Dr  Robert  A.  Groves,  M.D.,  Hobbs,  New  Mexico 


‘After  returning  from  an  overseas 
medical  post,  I accepted  the  offer 
of  Lea  Regional  Hospital  (an  HCA 
affiliated  facility)  to  move  to  Hobbs 
and  begin  a private  practice  in 
neurosurgery. 

"‘HCA  assisted  me  all  the  way. 
They  have  a sensible  physician  re- 
cruiting program  that  is  aggressive 
yet  sensitive  to  the  needs  of  both 
the  physician  and  the  community. 
HCA  supports  me  with  a well-run 
hospital  that  is  responsive  to  the 
need  for  expanded  ancillary 
services — such  as  a new 
CT  scanner  and  additional 
O.R.,  I.C.U.  and  X-ray 


space — as  the  medical  staff  and  the 
town  grow.  As  a result  of  HCA’s 
careful  recruiting,  I’m  busy  and  enjoy 
the  support  of  both  my  colleagues 
and  the  Hobbs  community.” 

For  information  on  how  HCA  can 
help  you,  send  your  curriculum  vitae 
and  geographical  and  professional 
preferences,  in  confidence,  to 
Charles  M.  Wooden,  Professional 
Relations,  HCA,  P.O.  Box  550, 
Nashville,  TN  37202.  Or  call  toll- 
free  1-800-251-2561. 

KJfUfcJA  Hospital  Corporation 
■ of  America 


The  great  masquerader 


Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

♦ anxiety 

♦ chest  pains  of  vague  origin 

♦ gastric  disturbances 

♦ depression 

♦ family  or  job-related  problems 

♦ hypertension 

♦ sleep  disturbances 

Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 

311  Jones  Mill  Road  ♦ Statesboro,  Georgia  30458  o JCAH 


Accredited  (912)  764-6236 
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NEWSLETTER 


**  NEWS  FROM  SCMA  COUNCIL  ** 


GOVERNOR'S  HEALTH  AND  HUMAN  SERVICES  FINANCE  COMMISSION 

At  its  last  meeting,  the  SCMA  Council  heard  a presentation  from  the  Director  of 
the  Governor's  Health  and  Human  Services  Division  on  proposed  legislation  to  create 
a Health  and  Human  Services  Finance  Commission  which  would  consolidate  four  inter- 
agency programs  in  an  effort  to  coordinate  interagency  planning  and  programming 
functions.  The  SCMA,  last  year,  expressed  opposition  to  similar  legislation 
because  of  concerns  about  the  makeup  of  such  a Commission  which,  as  presently 
planned,  would  not  include  physicians  because  of  a presumed  conflict  of  interest. 

T\ le  Council  fi as  voted  to  support  the,  concept  of \ the  Health  and  Human  Services 
Finance  Commission,  but  Intends  to  wo> ik  with  the.  Governor’ s staff  towards  modlfy- 
tng  the.  legislation  to  (?)  Include  the  establishment  of  a Technical  A dvlsory 
Committee;  (2)  require  the  Advisory  Commtttee  to  the  Commission  [already  Included 
tn  the  legislation)  to  review  and  comment  on  any  plans  before  they  are  acted  upon 
by  the  f ull  Commission ; and  (3)  define  conflict  o{)  Interest  as  fiduciary  only. 


HEALTH  POLICY  AGENDA  ADVISORY  COMMITTEE  OF  THE  AMA 

The  American  Medical  Association  is  organizing  a program  for  developing  a Health 
Policy  Agenda  for  the  United  States,  to  include  long  range  health  policy  recommenda- 
tions for  use  by  the  various  segments  of  the  American  economy  and  government. 

An  advisory  committee,  made  up  of  representatives  of  state  medical  associations, 
has  been  authorized  to  work  toward  a scheduled  completion  date  for  the  Health  Policy 
Agenda  of  mid-1985.  Euta  M.  Colvin , M.  V. , SCMA  President,  has  been  appointed 
by  the  SCMA  to  this  Advisory  Committee  which  will  meet  once  on  twice  a year  to 
review  reports  from  various  work  groups  which  will  develop  recommendations  to  be 
Included  In  the  Agenda. 


MINIMUM  STANDARDS  FOR  FREE  STANDING  EMERGENCY  CLINICS 

The  SCMA  Medical  Services  Committee,  under  the  Chairmanship  of  Henry  Frierson,  M.  V., 
has  developed,  and  Council  has  approved,  a set  of  guidelines  or  minimum  standards 
for  free  standing  emergency  care  clinics  in  South  Carolina. 

The  SCMA  Is  recommending  to  the  S.  C.  Department  o f Health  and  Environmental  Con- 
trol that  these  standards  be  adopted  and  that  VHEC  Inspect  and  monitor  such 
facilities  to  assure  compliance. 


INTRAV  ’’ADVENTURES” 


Council  has  endorsed  two  new  INTRAV  trips  scheduled  for  July,  1983,  an  "Orient 
Express”  15-day  trip,  and  an  11-day  trip  to  the  Western  portion  of  the  United 
States,  to  the  "Canyonlandi s o{  America”.  Watch  {or  complete.  details  {rom  the  SCMA. 

SCMA/S.  C.  MEDICAL  CARE  FOUNDATION  LIAISON  COMMITTEE 

At  a recent  meeting  of  the  SCMA  Executive  Committee  and  the  Executive  Committee  of 
the  S.  C.  Medical  Care  Foundation,  joint  recommendations  were  developed  and  pre- 
sented to  Council.  Council  has  subsequently  approved  the  creation  of  a liaison 
committee  consisting  of  representatives  from  the  two  organizations  which  would  be 
charged  with:  [a)  establishing  better  communications  between  SCMA  and  SCMCF;  (b) 

working  toward  common  goats  and  philosophies  in  an  organized  manner;  [c)  airing 
mutual  problems  to  the  best  advantage;  Id]  working  towaad  the  major  goats  o{  im- 
proving and  maintaining  quality  medical  caae  in  South  Carolina;  and  [e]  making 
nominations  to  the  Foundation  Board  {or  Board  positions  at  appropriate  times  on 
an  annual  basis. 

The  Liaison  Committee  will  have  two  members  from  the  SCMA,  two  members  of  the  S.  C. 
Medical  Care  Foundation,  and  the  Executive  Directors  of  both  organizations  (as 
Ad  Hoc  members  for  all  liaison  activities). 


RECENT  APPOINTMENTS 

. . .Douglas  F.  Crane , M.  D.,  has  been  appointed  as  an  Advisor  to  the 
SCMA  Committee  on  Alcohol , Drug  Abuse  and  Impaired  Physicians.  Council 
has  approved  the  appointment  o{  Salvatore  Pint,  M.  D.,  to  the  Perinatal 
and  Maternal  Health  Committee. .. Cooper  Black , M.  V.,  will  serve  as 
the  new  SCAPELL  Chairman  {or  the  Columbia  area....  and  Daniel  W.  Brake , 
M.  V. , will  represent  the  SCMA  on  the  Health  Insurance  Advisory 
Committee  o{  the  S.  C.  Department  o{  Insurance. 


CAPSULES. . . 


....  The  SCMA  has  endorsed  the  candidacy  of  Mrs.  Wayne  C.  [Billie)  Brady , o{  Green- 
ville, for  President-Elect  of  the  American  Medical  Association  Auxiliary.  Mrs. 
Brady  has  served  as  Southern  Regional  Vice  President  for  the  AMA  Auxiliary  and, 
more  recently,  as  AMAA  Treasurer ...  At  the  same  time,  Council  is  supporting  J. 
Stewart  Haskin,  Jr.,  M.  D.,  for  election  to  the  AMA  Council  on  Medical  Services. 

Dr.  Haskin  is  completing  a term  on  this  Council  at  the  present  time,  as  a repre- 
sentative from  the  House  Staff  Physicians  Section.... 

...J.  Hertz  Warren,  M.  D.,  and  William  G.  Armstrong , M.  D.,  have  been  granted 
honorary  membership  status  in  the  SCMA.  . . 


ANNUAL  MEETING  RESOLUTIONS 


....  Resolutions  received  thus  far  for  consideration  by  the  House  of  Delegates  in 
April,  1983,  include  one  {rom  the  Colleton  County  Medical  Society  in  opposition 
to  an  Optometric  Drug  Bill  [Council  has  supported  similar  Resolutions  {rom  both 
Greenwood  and  Charleston  County  Medical  Societies) , and  a Resolution  supporting 
SCMA  involvement  in  assisting  physicians  during  the  transition  period  {rom  resi- 
dency to  private  practice. 


ONE  HUNDRED  THIRTY-FIFTH  ANNUAL  MEETING  AND  SCIENTIFIC  ASSEMBLY 

APRIL  13  - 17,  1983 

SHERATON-CHARLESTON  HOTEL 

******** 


By  the  time  this  Newsletter  reaches  your  office,  you  should  have  received  complete 
details  regarding  the  135th  Annual  Meeting  of  the  South  Carolina  Medical  Association. 
Be  sure  to  complete,  your  pre- registration  form,  as  well  as  the  Scientific  Workshop 
registration  foam,  and  return  them  to  SCMA  Headquarters  as  boon  as  possible . Ad- 
mission to  the  workshops  mil  be  by  appropriate  ticket  only,  and  space  Is  limited 
for  both,  the  workshops  and  the  special  events . AGAIN  THIS  YEAR,  THERE  IS  NO  REGIS- 
TRATION FEE  FOR  SCMA  MEMBERS. 

SCIENTIFIC  SESSIONS 


The  General  Scientific  Session  on  Friday  morning,  April  15,  will  be  devoted  to 
"Nutrition  In  Medical  Practice",  and  will  include  discussions  of  malnutrition,  protein 
and  energy  demands,  assessment  of  nutrition  status  in  office  and  hospital  patterns, 
"Economic  Rounds"  on  nutrition,  and  special  nutrition  concerns  for  infants  and 
ch i 1 dren . 

Saturday’s  general  scientific  session  will  cover  ” Cardiovascular  and  Pulmonary 
Viscoses",  with  a current  update  on  the  management  of  coronary  disease,  chronic 
obstructive  pulmonary  disease,  and  the  evaluation  and  safe  conduct  of  the  coronary 
patient  through  non-cardiac  surgery. 

Afternoon  workshops,  Wednesday  through  Saturday,  cover  such  topics  as  high  risk 
pregnancy , nuclear  cardiology , spools  medicine,  care  of  the  cirrhotic  patient, 
sexually  transmitted  diseases,  and  complication  of  drug  abuse.  A financial  planning 
workshop  is  scheduled,  as  well  as  a session  on  the  mechanics  to  develop  a wellness 
program  by  hospital  and  medical  staffs.  A total  of  65  hours  of  C ME  credit  Is 
available  towards  the  AMA  Physician's  Recognition  Award. 

SPECIAL  EVENTS 


"Special"  events  include  the  SCMA  Reception  and  Banquet  at  which  Randolph  V.  Smoak, 
Jr.,  M.  V.,  will  be  installed  as  the  119th  President  of  the  SCMA,  a luncheon  spon- 
sored by  the  S.  C.  Political  Action  Committee,  alumni  functions  sponsored  by  Duke 
and  MUSC,  and  a golf  tournament  sponsored  by  Mead  Johnson.  Meetings  will  be  held 
concurrently  by  the  S.  C.  Neurosurgical  Society,  the  S.  C.  Society  of  Pathologists , 
the  S.  C.  Radiological  Society,  the  S.  C.  Vermato logical  Association,  and  the  S.  C. 
Pediatric  Society.  The  SCMA  Auxiliary's  Annual  Convention,  also  scheduled  con- 
currently, features  a theme  of  "Springtime  Serendipity" . 

HOUSE  OF  DELEGATES 


A total  of  201  delegates  (up  from  19^+  in  1982)  will  attend  the  two  sessions  of  the 
House  of  Delegates,  Thursday  and  Sunday  mornings,  to  consider  the  business  of  the 
Association.  Among  the  special  guests  who  are  expected  to  address  the  House  are: 
AMA  President-Elect  Prank  J.  Jlrka,  M.  V.,  Governor  Richard  G.  Riley,  and  Vice 
Admiral  J.  William  Cox,  M.  V.,  Surgeon  General  of  the  United  States  Navy. 

The  March  Issue  of  The  Journal  of  the  South  Carolina  Medical 
Association  will  Include  complete  details  of  the  Annual  Meeting, 
and  those  Reports  and  Resolutions  available  at  publication  deadline. 


HINTS  FOR  THE  DOCTOR’S  OFFICE 


**  AN  AID  TO  COLLECTIONS  ** 


Show  the  patient,  "Vou  get  all  this,  {)OA  only ..." 

An  itemized  bill  shows  the  patient  how  much  health  care  value  is 
being  given  for  the  fee  you  ask.  When  a patient  understands  the 
full  value  of  the  doctor's  services,  he's  inclined  to  pay  more 
promptly.  When  possible,  it  helps  to  add  up  the  bill  verbally  — 
explaining  any  "codes"  that  come  up  along  the  way: 

"Let's  see,  Mr.  Schepticool:  professional  services  for  this  visit 
are  $15;  laboratory  work  is  $10;  medications  are  $5.*. 11 

"Wbw,  you  mean  I get  all  that  for  only..." 

"For  only  $30,  Mr.  Schepticool.  And  with  smaller  bills,  we  do 
request  payment  at  time  of  service". 

"What  could  be  more  reasonable?" 

True,  not  every  patient  will  overwhelm  you  with  such  enthusiasm.  But  remember  that 
news  articles  and  government  reports  are  making  people  aware  of  the  costs  of  health 
care  --  but  not  necessarily  its  value.  AN  ITEMIZED  BILL,  VERBAL  OR  WRITTEN,  IS  ONE 
VAY  TO  SHOW  PATIENTS  HOW  MUCH  VALUE  IS  ACTUALLY  PROVIDED  WHEN  THEY  VISIT  YOUR  OFFICE 

(C)  1982  The  VocXoa'a  O^lce,  24  WeAt  King  St.,  LancaAteA,  PA  17603.  With.  peAmlAAlon 

SCMA  MEMBERS'  INSURANCE  TRUST  OFFERS  HIGH  OPTION  PROGRAM 

The  SCMA  Members'  Insurance  Trust  is  pleased  to  announce  the  availability  of  a high 
option,  full  benefit  health  insurance  program,  available  to  all  SCMA  members  and 
their  employees.  Current  SCMA  members  and  their  employees  may  enroll  in  this  high 
option  program  through  May  15,  1983-  Those  who  elect  to  enroll  during  this  period 
will  not  have  to  serve  any  waiting  periods.  This  ofifieAlng  faoA  the  high  option 
health  InAuAance  plan  will  not  be.  made,  again  until  M aAch,  1984. 

Ii  you  would  like,  additional  InfioAmatlon  and  application A,  pleaAe  complete,  the  &oAm 
below  and  AetuAn  It  to  the.  SCMA  M embeAA’  InAuAance  TAuAt,  P.  0.  Sox  11188,  Columbia, 
S.  C.  29211 


SOUTH  CAROLINA  MEVICAL  ASSOCIATION 
MEMBERS’  INSURANCE  TRUST 


Name 

Please  send  me  additional  informa- 
tion  on  the  SCMA  Members'  Insurance 

Address 

Trust  High  Option  Program. 

C i ty 

1 am  interested  in  enrolling  in  the 
SCMA  Members'  Insurance  Trust  High 

State 

Zip 

L Option  Program.  Please  send 
appl ications. 


FINE  NEEDLE  ASPIRATION  CYTOLOGY 


WILLIAM  L.  BETSILL,  JR.,  M.D.* 

The  diagnosis  of  palpable  or  deep-seated  mass 
lesions  traditionally  requires  either  surgical  intra- 
operative exploration  or  tissue  core  size  needle 
biopsy.  This  paper  presents  an  alternative  method 
that  is  amenable  to  most  clinical  situations  — fine 
needle  aspiration  cytology. 

The  advantages  of  fine  needle  aspiration  cytol- 
ogy (FNAC)  are  contributing  to  its  recent  wide- 
spread acceptance  in  the  United  States.  The 
technique  is  simple;  a fine  needle  (less  than  0.75 
mm.  in  diameter)  is  placed  within  a suspicious 
lesion  and  under  negative  pressure  a sample  is 
obtained.  The  technique  is  cost-effective,  accu- 
rate and  yields  rapid  results.  The  method  is  cer- 
tainly amenable  to  the  outpatient  situation  and  is 
readily  repeatable.  The  smaller  needle  size  pre- 
cludes significant  trauma,  unlike  larger  bore  nee- 
dles (e.g.  Tru-cut,  Vim  Silverman,  and  Menghini 
needles). 

Lesions  amenable  to  needle  aspiration  tech- 
niques can  be  divided  into  two  categories: 

(1)  superficial  (palpable  or  visible  lesions)  includ- 
ing skin,  subcutaneous  tissue,  deeper  soft  tissues, 
salivary  glands,  oral  cavity,  thyroid,  vaginal  cul- 
de-sac,  and  lymph  nodes.  Superficial  aspirates  are 
simple  to  perform  and  are  most  amenable  to  the 
outpatient  situation  (whether  this  is  a health  de- 
partment, physician’s  office,  or  dental  office). 

(2)  Deep-seated  lesions  — these  include  lungs, 
mediastinum,  abdominal  and  pelvic  viscera,  and 
bone.  This  technique  necessitates  radiographic 
guidance  in  order  to  accurately  place  the  needle 
within  the  suspicious  lesion.  Guidance  techniques 
utilized  in  appropriately  equipped  medical  cen- 
ters include  fluoroscopy,  computerized  axial  to- 
mography, and  ultrasonography. 

HISTORY 

Fine  needle  aspiration  cytology  has  been  uti- 
lized as  a diagnostic  tool  in  tumor  recognition 
since  the  1920’s.  Anecdotally,  the  initial  fine  nee- 
dle aspiration  attempt  for  tumor  diagnosis  was 
reported  to  have  occurred  in  a patient  moribund 


° Department  of  Pathology,  Medical  University  of  South  Caro- 
lina, 171  Ashley  Avenue,  Charleston,  S.  C.  29425. 


with  suspected  carcinoma  of  the  lung.  The  pa- 
tient’s physician,  Hayes  Martin,  a surgeon  at  Me- 
morial Hospital  (New  York  City),  was  unable  to 
obtain  a tissue  diagnosis  prior  to  the  patient’s 
demise.  Autopsy  permission  was  denied  by  the 
patient’s  family.  Shortly  after  death,  Martin 
placed  a needle  transcutaneously  into  the  lung 
and  aspirated  vigorously  the  suspected  underly- 
ing lesion.  The  specimen  was  identified  micro- 
scopically as  a malignancy  by  Dr.  James  Ewing, 
pathologist  and  chief  medical  officer  of  the  hospi- 
tal at  that  time.  Ewing,  upon  hearing  of  this 
“unauthorized  autopsy,”  assailed  Martin.  The  en- 
suing explanation  engendered  the  acceptance  and 
utilization  of  the  fine  needle  aspiration  technique 
at  Memorial  Hospital.1 

Although  the  aspiration  technique  has  been 
vigorously  practiced  at  Memorial  Hospital  for 
over  55  years  and  promulgated  by  physicians 
trained  at  that  medical  center,  recent  widespread 
utilization  of  FNAC  is  the  direct  result  of  the 
Scandinavian  experience.  Dr.  J.  Zajicek  and  his 
cohorts  from  the  Karolinska  Institute  of  Stock- 
holm, Sweden,  began  utilizing  the  technique  in 
the  early  1950’s.  Within  a decade,  over  10,000 
aspirates  per  year  were  being  performed  at  the 
Radiumhemmut  (The  Swedish  Cancer  Hospital) 
and  its  satellite  clinics.2  The  Scandinavian  litera- 
ture abounds  with  numerous  systematic  reviews 
utilizing  fine  needle  aspiration  based  upon  ex- 
tremely large  series  of  patients.  It  is  their  painstak- 
ing reporting  that  has  established  the  accuracy  of 
this  technique  and  stimulated  a recent  surge  of 
interest  within  the  United  States. 

TECHNIQUE 

Needle  aspiration  of  superficial  lesions  is  a sim- 
ple technique.  Superficial  lesions  require  little 
preparation.  Generally,  simple  cleansing  of  the 
local  injection  site  with  an  alcohol  swab  is  suffi- 
cient skin  preparation.  Local  anesthesia  in  most 
body  sites  is  unnecessary.  Exceptions  to  this  in- 
clude children  and  patients  with  undue  pain  toler- 
ance. In  these  cases  a xylocaine  injection  precedes 
the  aspiration  puncture.  Oral  cavity  lesions  are 
initially  sprayed  with  Pontocaine  prior  to  punc- 
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ture  of  the  soft  tissues. 

Almost  all  necessary  materials  are  available 
within  the  practicing  physician’s  office.  Dispos- 
able 22  guage,  1 V2  inch  or  23  gauge,  1 inch  needles 
and  disposable  20  cc.  syringes  with  Luer-lok  caps 
are  preferable.  Either  clear  or  frosted  glass  slides 
may  be  used. 

Rapid  fixation  is  extremely  important.  Ninety- 
five  percent  alcohol  (ethanol)  is  an  excellent  fixa- 
tive. Any  ethanol  concentration  exceeding  sev- 
enty-five percent  may  be  efficaciously  utilized. 
Methanol  is  an  inadequate  fixative.  Routine  “hair 
spray”  containing  alcohol  base  (e.g.  Aqua  Net)  is 
also  an  adequate  fixative. 

The  only  specialized  instrument  which  aids  in 
specimen  procurement  is  the  stainless  steel  sy- 
ringe holder0  (Figure  1).  This  item  allows  one- 
handed  manipulation  while  obtaining  the  aspi- 
rate. The  other  hand  may  be  used  to  immobolize 
the  lesion.  This  procedure  decreases  the  fre- 
quency of  inadequate  sampling. 


FIGURE  1 

The  aspiration  procedure  itself  is  simple  (Fig- 
ure 2).  The  immobolized  (Figure  2a)  palpable 
lesion  (or  the  radiographically  detected  lesion)  is 
quickly  punctured  by  the  fine  needle.  After  the 
needle  is  in  place,  negative  pressure  may  be  intro- 
duced by  manipulation  of  the  syringe  plunger 
(Figure  2b).  An  advantage  of  this  technique  over 
larger  bore  needle  utilization  is  that  the  lesion 
may  be  sampled  in  various  planes,  thus  increasing 
the  sampled  volume  (Figure  2c).  Larger  bore 
needles  produce  tissue  cores  which  fill  the  needle 
from  the  initial  plane  of  puncture.  Specimens 


Available  from  Precision  Dynamics  Corporation,  Burbank, 
California. 
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obtained  from  solid  lesions  remain  in  the  needle 
bore.  If  non-hemorrhagic  fluid  is  noted  to  accu- 
mulate within  the  syringe,  the  lesion  is  a fluid- 
filled  cyst.  If  blood  is  noted  perculating  at  the 
syringe  aspect  of  the  syringe-needle  junction,  as- 
piration should  be  discontinued.  After  several 
planes  of  the  lesion  are  sampled  by  slightly  with- 
drawing the  needle  and  reinserting  it  within  dif- 
ferent tissue  planes  (without  removing  the  needle 
from  the  lesion),  the  plunger  is  released  and  re- 
turns to  its  original  position.  With  negative  pres- 
sure absent,  the  needle  is  then  extracted  from  the 
lesion  and  the  puncture  site  (Figure  2d).  The 
entire  process  generally  lasts  approximately  30 
seconds.  In  most  cases,  the  aspiration  technique  is 
repeated  immediately  in  order  to  insure  an  ade- 
quate specimen. 

After  the  apparatus  is  removed,  the  needle  is 
detached  from  the  syringe  and  the  syringe  filled 
with  air  by  retracting  the  plunger.  The  needle  is 
reattached,  and  the  plunger  is  gently  forced  for- 
ward in  order  to  expel  a single  drop  from  the 
needle.  The  specimen  is  dropped  on  the  glass 
slide,  smeared  by  a second  glass  slide,  and  imme- 
diately fixed.  This  important  fixation  process 
should  take  no  more  than  one  or  two  seconds  from 
the  time  the  drop  hits  the  slide.  Generally  3 to  6 
slides  are  prepared  from  each  sample.  The  sample 
may  then  be  rushed  to  the  pathology  laboratory 
for  staining  and  interpretation.  Fluid  samples 
from  cysts  require  centrifugation  at  the  pathology 
laboratory.  If  the  aspirates  are  performed  in  a 
hospital  outpatient  clinic  or  upon  hospital  inpa- 
tients (and  if  interpretations  are  performed  by  an 
in-house  pathologist),  the  sample  may  be  stained 
in  approximately  five  minutes,  examined  micro- 
scopically and  a report  telephoned  to  the  perti- 
nent clinician  within  minutes.  This  rapid  response 
is  also  generally  available  with  specimens  sent 
from  nearby  physicians’  offices.  Thus,  the  patient 
may  be  asked  to  wait  in  the  office  or  clinic  waiting 
room  for  15  to  30  minutes  while  the  sample  is 
prepared,  microscopically  evaluated,  and  the 
telephone  report  is  rendered. 

If  an  inadequate  specimen  is  obtained,  a re- 
aspiration can  be  performed  by  the  aspirator. 
Thus  the  rapid  callback  capability  greatly  reduces 
the  necessity  for  recalling  patients  for  office  visits 
at  later  dates.  Inexperienced  aspirators  can  expect 
to  produce  approximately  25%  inadequacy  rates 
from  their  specimen  until  technical  experience  is 
gained.  The  more  experienced  aspirator  can  ex- 
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FIGURE  2A 


FIGURE  2B 


FIGURE  2C 


FIGURE  2D 


pect  no  more  than  5%  of  the  aspirates  to  be 
inadequate  specimens. 

It  is  reported  that  FNAC  samples  even  yield 
specimens  amenable  for  ultrastructural  (electron 
microscopic)  evaluation.3  Bacterial  and  fungal  or- 
ganisms may  be  identified  by  the  use  of  special 
stains.  Cultures  may  also  be  obtained  utilizing 
FNAC;  a small  sample  may  be  transferred  to 
appropriate  culture  media.  This  is  particularly 
useful  with  respect  to  lung  specimens.  At  the 
Medical  University,  a significant  number  of  un- 
necessary thoracotomies  have  been  averted  due  to 
prior  needle  aspiration  of  suspicious  masses  which 
revealed  infectious  etiology  (e.g.  tuberculosis, 
fungi). 

DISCUSSION 

Needle  aspiration  is  rapidly  achieving  preim- 
minent  status  as  a cost-effective,  yet  accurate 
method  of  diagnosis  concerning  mass  lesions.  Al- 
though sophisticated  radiologic  equipment  is  nec- 
essary in  order  to  sample  deep-seated  lesions,  the 
advantages  of  this  technique  over  alternative  sur- 
gical procedures  are  numerous.  The  cost  and  de- 


gree of  trauma  are  significantly  less  in  these  cases, 
compared  to  surgical  exploration.4  The  morbidity 
is  greatly  reduced  (e.g.  FNAC  of  peripheral  lung 
nodule  vs.  open  thoracotomy)  when  a team  com- 
posed of  an  experienced  aspirator  and  experi- 
enced pathologist  collaborate.  Diagnostic  accura- 
cy is  not  sacrificed. 

Needle  aspiration  of  superficial  lesions  have 
been  performed  at  the  Medical  University  on  a 
regular  basis  since  late  1980.  The  accuracy  rate 
has  exceeded  98%  during  that  period.  In  the  fol- 
low-up stemming  from  tissue  evaluation  (using 
surgical  pathology  files)  or  close  clinical  follow- 
up, only  two  false-positive  cases  have  occurred  in 
the  initial  1,000  aspirates  performed  at  the  Medi- 
cal University.  Thus,  of  lesions  which  are  diag- 
nosed as  malignant,  over  99%  of  the  cases  proved 
to  be  malignant. 

The  false-negative  rate  is  slightly  higher,  in  the 
2-3%  range.  The  inadequacy  rate  is  also  2-3%. 
Thus  when  a negative  diagnosis  is  rendered,  there 
is  greater  than  97%  chance  that  the  lesion  sampled 
is  benign. 

The  cost  of  interpreting  fine  needle  aspiration 
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samples  from  superficial  sites  should  approximate 
the  average  cost  of  interpreting  a pap  smear.  In 
those  cases  in  which  the  aspirates  are  performed 
by  the  pathologist,  the  pathology  charges  are  ex- 
pected to  be  somewhat  higher.  Diagnostic  ac- 
curacy is  greatly  enhanced  if  the  aspirates  are 
performed  and  microscopically  evaluated  by  the 
pathologist  experienced  in  the  needle  aspiration 
technique.  The  technique  is  certainly  amenable  to 
utilization  by  inexperienced  aspirators,  whether 
clinicians  or  pathologists.  The  advantages  ob- 
tained in  these  cases,  although  less  accurate,  far 
outweigh  advantages  of  alternative  techniques  in 
many  cases. 

The  trauma  inflicted  by  larger  bore  tissue  core 
needles  (Tru-cut,  etc.)  frequently  produces  signif- 
icant tissue  damage  and  also  an  increased  risk  of 
seeding  the  needle  tract  by  tumor  or  inflamma- 
tion. The  degree  of  trauma  is  directly  related  to 
the  outside  diameter  of  the  needle  bore.  Even  18 
or  19  gauge  needles,  which  have  been  utilized  in 
the  past  for  aspiration  techniques,  produce  a sig- 
nificantly greater  degree  of  tissue  damage  than 
the  22  or  23  gauge  needles.  The  cell  sample  is  not 
significantly  greater  utilizing  these  “medium 
gauge”  needles.  There  is  no  significant  advantage 
for  their  utilization.5 

The  FNAC  technique  is  amenable  for  diagnos- 
tic exclusion  of  a benign  or  malignant  lesion.  The 
technique  may  render  just  as  accurate  a diagnosis 
in  benign  lesions  as  with  malignant  lesions.  In 
patients  who  are  inoperable  due  to  the  extent  of 
tumor,  a tissue  diagnosis  may  be  obtained  simply 
utilizing  the  fine  needle  aspiration  technique.  If 
medical  contraindications  (e.g.  cardiac  or  respira- 
tory insufficiency)  complicate  the  clinical  situa- 
tion, the  relatively  atraumatic  technique  is  the 
diagnostic  means  of  choice.  The  technique  is  use- 
ful in  identifying  not  only  neoplasms  but  inflam- 
matory lesions  of  a specific  type,  whether  by 
microscopic  identification  of  the  actual  organisms 
or  culture  identification.  This  is  particularly  true 
in  lung  and  liver  lesions. 

The  only  contraindications  are  patients  with 
bleeding  diasthesis,  seizure  activity,  or  uncooper- 
ative patients.  The  bleeding  diasthesis  may  be 
controlled  in  some  patients;  patients  on  anti- 
coagulants may  be  taken  off  medication  for  a 
temporary  period  with  stabilization  of  bleeding 
time,  the  aspirate  performed,  and  the  patient 
replaced  on  therapy.  Seizure  activity  may  be  pre- 
cipitated by  this  technique  in  susceptible  indi- 
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viduals.  Thus,  all  FNAC  candidates  are  ques- 
tioned in  this  regard  prior  to  aspiration.  Patients 
who  are  uncooperative  are  not  aspirated.  An  ex- 
ception is  the  uncooperative  child  who,  after  seda- 
tion with  a “lytic  cocktail,”  usually  has  an  un- 
eventful aspiration  procedure. 

The  efficacy  of  the  technique  was  recently 
demonstrated  to  this  author  in  a roundabout  fash- 
ion. A 19  year  old  college  student  with  a discrete 
breast  mass  was  aspirated  by  her  surgeon  utilizing 
an  18  gauge  needle.  The  sample  was  adequate, 
and  a cytologic  diagnosis  of  fibroadenoma  (be- 
nign) was  rendered.  Surgery  was  planned  during 
the  patient’s  summer  vacation.  Two  days  later, 
the  patient  represented  with  a painful,  edema- 
tous, erythematous  breast  necessitating  immedi- 
ate surgical  excision  of  the  underlying  lesion. 
Unfortunately,  this  hospitalization  occurred  dur- 
ing the  time  in  which  the  student  was  studying  for 
final  examinations  and  her  academic  schedule 
had  to  be  rearranged.  The  excised  specimen  man- 
ifested an  infarcted  fibroadenoma.  The  trauma  of 
the  “medium  gauge”  needle  had  interrupted  the 
blood  supply  of  the  benign  breast  lesion  produc- 
ing a painful  necrosis  necessitating  immediate 
surgical  intervention.  In  a series  comparing  nee- 
dle aspirates  performed  by  the  clinicians  using  18 
and  19  gauge  needles  and  the  pathologist  utilizing 
22  and  23  gauge  needles,  a 10%  incidence  of  such 
infarction  was  noted  involving  the  breast  lesions 
of  40  patients.  No  such  trauma  was  elicited  in  the 
latter  group  using  smaller  needles.5 

Fear  of  “seeding”  tumor  cells  capable  of  clin- 
ically significant  growth  has  prompted  several 
studies  2>  6-  7 which  evaluate  that  risk  in  needle 
aspiration  utilization.  It  appears  that  the  risk  of 
“seeding”  of  clinically  significant  tumor  cell  pop- 
ulations or  infectious  disease  is  directly  related  to: 
(1)  the  outside  diameter  of  the  needle,  (2)  the 
vigor  of  manipulation,  and  (3)  the  site  of  the 
neoplastic  or  infectious  process.  It  is  true  that 
anecdotal  cases  of  tumor  spread  have  been  re- 
ported after  needle  aspiration.  Almost  all  such 
reported  cases  involve  large  or  medium  gauge 
needles.  Cases  of  well-documented  tumor  “seed- 
ing” along  a fine  needle  tract  are  extremely  rare. 
Of  hundreds  of  thousands  of  cases  of  fine  needle 
aspiration  reported,  this  author  has  noted  less  than 
six  cases  of  potential  tumor  “seeding.  ” 

It  is  my  subjective  experience  that  the  potential 
for  complications  like  “seeding”  and  trauma  is 
directly  related  to  the  vigor  of  the  procedure. 
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Also,  deeper  organs  appear  to  be  amenable  to 
“seeding”  probably  due  to  the  length  of  the  nee- 
dle tract. 

Thus,  fine  needle  aspiration  exhibits  numerous 
advantages  over  alternative  methods.  Patients’ 
anxieties  of  entering  surgery  without  a diagnosis 
can  be  circumvented  in  many  cases  by  simply 
utilizing  aspiration  as  an  office  precedure.  The 
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surgery  so  that  appropriate  psychological  prepa- 
ration can  occur.  The  technique  is  not  meant  to 
represent  a substitute  for  surgery.  It  is  simply  an 
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considerate  physician.  □ 
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When  a Problem 
Seems  Insurmountable 

your  patient  can  benefit  from  the  Southern  Pines  experience.,  a ; 

Psychiatric  hospitalization  for  children,  adolescents  and  adults,  including  intense  treatment  (l 
programs,  short  and  Intermediate-term  hospitalization,  crisis  intervention  and  a year-round  . 
accredited  school  program . Individualized  treatment  programs  are  developed  under  the  w* 
direction  of  physicians. 

Eli  Breger,  M.D.;  Medical  Director  A v 

Approved  for  CHAMPUS,  Blue  Cross,  Medicare  and  most  private  insurance. 

Southern  Pines  is  an  affiliate  of  The  Brown  Schools  of  Texas  and  is 


a Healthcare  International  hospital. 


SOUTHERN  PINES 

A Psychiatric  Hospital 


For  information  contact; 
Peggy  Young,  A.C.S.W. 
Director  of  Admissions 
P.O.  Box  70489 
Charleston,  SC  29405 
(803)  747-5830 
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SMOKING  “CAUSED”  I 


Smoking.  Chronic  Obstructive  Pulmonary  Disease.  And 
LUFYLLIN.  The  three  are  closely  related.  And  the  reason 
is  clear.  Of  all  C.O.P.D.  cases,  75%  to  80%  are  related 
to  cigarette  smoking.1 

Smoking  has  another  insidious  effect.  It  alters  liver 
function  by  inducing  microsomal  enzymes.  And  that’s 
where  LUFYLLIN  comes  in.  LUFYLLIN  is  a bronchodilator 
with  a metabolic  advantage  for  “smoker’s  disease.”  It’s  m 
metabolized  in  the  liver.  That’s  vitally  important  because 
altered  liver  function  comes  not  only  with  cigarette  smok- 
ing... but  with  age,  cirrhosis,  congestive  heart  failure  anc 
some  drug  therapy. 

All  these  liver  function  altering  factors  may  cause 
serum  level  fluctuations — something  you  can  avoid  with 
LUFYLLIN.  You  can  also  minimize  problems  with  side 
effects. 

That’s  enhanced  control.  That’s  LUFYLLIN. 

*Only  in  Chronic  Obstructive  Pulmonary  Disease  with  reversible  bronchospasr 
1.  National  Interagency  Council  on  Smoking  and  Health  The  Smoking  Digest 
Progress  Report  on  a Nation  Kicking  the  Habit.  1977. 
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LUFYLUN-400 

(dypMine) 


Please  see  following  page  for  prescribing  information. 


LUFYLLIN®  (dyphylline)  Tablets 
LUFYLLIN®-400  (dyphylline)  Tablets 

Before  prescribing,  please  consult  full 
product  information,  a brief  summary 
of  which  follows: 

Indications:  For  relief  of  acute  bronchial 
asthma  and  for  reversible  bronchospasm 
associated  with  chronic  bronchitis  and 
emphysema. 

Contraindications:  Hypersensitivity;  use 
with  other  xanthines. 

Warnings:  Status  asthmaticus  is  a medical 
emergency.  Excessive  doses  may  be  ex- 
pected to  be  toxic. 

Usage  in  Pregnancy:  Safe  use  in  preg- 
nancy has  not  been  established;  do  not 
use  in  pregnant  women  unless  the  potential 
benefits  outweigh  the  possible  hazards. 
Precautions:  Use  with  caution  in  patients 
with  severe  cardiac  disease,  hypertension, 
hyperthyroidism,  acute  myocardial  injury, 
congestive  heart  failure,  or  peptic  ulcer. 
Chronic  high  dosage  is  usually  associated 
with  gastrointestinal  irritation. 

Adverse  Reactions: 

Gastrointestinal — irritation,  nausea,  vomit- 
ing, epigastric  pain,  headache,  hematem- 
esis,  diarrhea. 

Central  Nervous  System — stimulation, 
irritability,  restlessness,  insomnia,  reflex  hy- 
perexcitability, muscle  twitching,  clonic  and 
tonic  generalized  convulsions,  agitation. 
Cardiovascular — palpitation,  tachycardia, 
extrasystoles,  flushing,  marked  hypoten- 
sion, and  circulatory  failure. 

Respiratory — tachypnea,  respiratory  arrest. 
Renal — albuminuria,  increased  excretion  of 
renal  tubule  and  red  blood  cells. 

Others — fever,  dehydration. 

Overdosage: 

Symptoms — In  infants  and  small  children: 
agitation,  headache,  hyperreflexia,  fas- 
ciculations,  and  clonic  and  tonic  con- 
vulsions. In  adults:  nervousness,  nausea, 
vomiting,  tachycardia,  and  extrasystoles. 
Therapy — No  specific  treatment.  Discon- 
tinue drug  immediately.  Provide  supportive 
treatment  as  indicated.  Ipecac  syrup  for 
oral  ingestion.  Avoid  sympathomimetics. 
Sedatives  such  as  short-acting  barbiturates 
help  control  CNS  stimulation.  Restore  the 
acid-base  balance  with  lactate  or 
bicarbonate. 

Drug  Interactions:  Toxic  synergism  with 
sympathomimetic  bronchodilators  may 
occur. 

Dosage  and  Administration: 

Usual  Adult  Dosage — 15  mg/kg  every 
6 hours,  up  to  four  times  a day.  Titrate  the 
dosage  individually. 

How  Supplied: 

LUFYLLIN  Tablets:  (Each  white,  rectangular, 
monogrammed  tablet  contains  200  mg 
dyphylline): 

NDC  0037-0521-92,  bottle  of  100. 

NDC  0037-0521-97,  bottle  of  1000. 

NDC  0037-0521-85,  box  of  100  unit- 
dose  individually  film-sealed  tablets. 
LUFYLLIN-400  Tablets:  (Each  white,  cap- 
sule-shaped, monogrammed  tablet  con- 
tains 400  mg  dyphylline): 

NDC  0037-0731-92,  bottle  of  100. 

NDC  0037-0731-97,  bottle  of  1000. 

NDC  0037-0731-85,  box  of  100  unit- 
dose  individually  film-sealed  tablets. 
Caution:  Federal  (U.S.A.)  law  prohibits 
dispensing  without  prescription. 
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LETTER  TO  THE  EDITOR 


The  following  poem  was  written  in  memory  of 
Dr.  W.  R.  Dendy  of  Pelzer  and  Dr.  O.  M.  Good- 
lette  of  Williamston.  It  was  submitted  for  pub- 
lication by  Ms.  Hoglund  through  Dr.  R.  A. 
Dameron,  Jr.,  of  Anderson. 

— Ed. 

“GOD’S  GIFT  OF  THE  DOCTORS” 

God  gave  to  us  the  doctors 
Throughout  this  wondrous  land, 

Which  depends  on  God 
To  guide  their  healing  hand. 

God  gave  to  them  the  knowledge 
To  ease  our  aches  and  pains 
Just  like  He  sent  the  flowers 
The  snow,  and  the  rain. 

So  many  things  they  do  know 
And  lots  they  understand, 

We  should  appreciate  the  doctors 
For  God  gave  them  to  man. 

Each  day,  as  we  are  praying 
On  our  knees  here  below, 

We  should  ask  God’s  holy  blessing 
As  about  their  work  they  go. 

A hard  life  has  the  doctors 
So  many  calls  we  know, 

They  travel  in  the  winter 
Through  ice,  sleet  and  snow. 

So  when  we  pray  to  God 
And  ask  His  loving  care 
Please  don’t  forget  the  doctors 
Who  are  to  us  so  dear. 

May  God  bless  each  doctor 
And  keep  them  in  His  care 
Now  when  God  takes  them  home 
A welcome,  may  they  hear. 

— Annie  R.  Hoglund 
P.  O.  Box  341 
Pelzer,  S.  C.  29669 
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ALERT 


(1)  Now  is  the  time  to  go  back  through  your  Medical  Economics  magazines  and 
dust  off  the  November,  1982  issue.  The  November  issue  is  devoted  to 
Financial  Planning  for  1983;  and,  if  utilized*  can  save  you  a lot  of  money. 

1983. 

(2)  Remember,  although  the  15%  add-on  minimum  tax  was  repealed,  you  are  still 
subject  to  an  alternative  minimum  tax.  One  dramatic  effect  of  this  change 
can  be  directly  applied  to  your  tax  sheltered  investments  — expecially  if 
you  have  extraordinarily  high  long-term  capital  gains  compared  to  your 
regular  income.  For  your  own  protection,  have  your  tax  benefits  associated 
with  any  investment  analyzed  by  your  tax  advisor. 


************************* ****************** ************************************ ****** 


INVESTING  - MUNICIPAL  BONDS 


The  1982  Tax  Equity  and  Fiscal  Responsibility  Act.  (T.E.F.R.A.)  mandated  the  end  to 

the  issuance  of  bearer  bonds the  immediate  result  of  the  act  can  best  be  described 

in  the  context  of  having  "some  good  news,  and  some  bad  news" The  "bad  news"  is 

(1)  the  investor  ’ s privacy  is  now  limited  to  bonds  issued  prior  1983;  (2)  a two-tier 
after  market  will  be  created,  with  old  bonds  selling  for  a higher  price  than 
comparably  rated  registered  bonds  (the  danger — as  investors  become  better  aquainted 
with  registered  bonds,  the  premium  should  gradually  disappear);  and,  (3)  the  cost  to 
the  issuer  of  the  bonds  will  be  increased  dramatically  which  might  prohibit  smaller 

issuers  from  coming  to  the  market but,  there  is  the  "good  news":  (1)  the  bond 

holder  will  now  be  notified  when  an  issue  is  called  ;*  (2)  there  will  be  no  need  to 
clip  coupons  since  interest checks  will  be  sent  directly  to  the  holder  of  the  bond; 
and,  (3)  the  issuers  will  now  be  able  to  supply  its  debtholders  with  current 

information  regarding  the  financial  status  of  the  issuer Also,  1983  might 

be  remembered  for  the  introduction  of  two  new  types  of  municipal  bonds:  (1)  the 
Agricultural  Revenue  Bond  (called  "Aggies")  which  is  insured  by  the  F.D.I.C.  up 
to  $100,000  in  face  value;  and  , (2)  the  Zero  Coupon  Municipal  Bond  which  is  treated 
by  the  I.R.S.  as  an  "original  issue  discount  bond"  (therefore,  the  difference 
between  the  original  purchase  price  hnd  maturity  value  is  treated  as  tax  exempt  income) . 
There  are  many  other  features  associated  with  both  of  these  bonds.  I will  be  glad 
to  furnish  more  information  if  you  send  or  call  in  with  a request. 


FINANCIAL  CHECK  UP  continued 


TAX  TREATMENT  - UTILITY  STOCK  REINVESTMENT  DIVIDENDS 


The  1982  tax  laws  did  not  change  the  public  utility  reinvestment  program  enacted 
in  1981.  You  may  still  invest  up  to  $1,500  (joint  return)  or  $750  (single  return) 
of  dividends  in  stock  of  qualifying  public  utilities.  The  reinvested  dividends 
are  not  subject  to  current  income  tax.  Profits  in  stock  so  purchased,  if  sold 
after  being  held  at  least  one  year,  are  subject  to  long-term  capital  gains  treat- 
ment . 


INVESTING  IN  MUTUAL  FUNDS  - TAX  TREATMENT 


The  one  big  question  that  comes  up  regularly  with  holders  of  mutual  funds  is  ".... 
How  do  I calculate  the  tax  treatment  of  my  investment  when  I sell  my  Mutual  Funds?" 
....  The  following  is  one  unoffical  method  you  can  use:  (1)  take  your  original 
purchase  price  (including  additional  contributions);  (2)  add  back  in  the  amount 
of  capital  gains  and  dividend  income  used  to  purchase  additional  shares  ; (Note: 

You  should  have  been  paying  taxes  on  these  distributions  through  the  years)  ; and, 
(3)  deduct  the  total  share  cost  from  the  final  shares  price  to  determine  your 
tax  treatment  (the  holding  period  determines  which  portion  is  long  term  or  short 
term) If  you  still  have  questions,  please  contact  me. 


RETIREMENT  - THE  I.R.A. 


If  you  have  not  yet  made  your  1982  contribution,  don't  worry.  You  still  have 
'til  you  file  in  April  15,  1983  - whichever  comes  first  to  make  your  contribution. 
(Note:  if  you  receive  an  extension,  you  might  be  able  to  extend  the  time  you  have 
to  make  your  contribution).  You  can  contribute  up  to  $2,000  for  1982,  as  long  as 
you  earned  that  much.  If  you  earned  less,  you  can  contribute  up  to  100%  of  your 
income  — a boon  to  partime  employees.  If  both  husband  and  wife  work,  both  can 
contribute  up  to  $2,000  as  long  as  each  of  you  earned  at  least  $2,000  for  1982. 

If  only  one  worked  during  1982,  then  you  can  contribute  up  to  $2,250  which  can 
be  split  between  the  accounts  of  both  (but  not  to  exceed  $2,000  in  any  one  account) 

anyone  under  the  age  of  70^  can  establish  an  I.R.A.  account,  even  if  you  have 

a Corporate  or  Keogh  Plan  in  operation all  traditional  investments  are  eligible 

for  I.R.A.  account  (i.e.  stocks,  bonds,  mutual  funds,  annuities,  and  savings  accounts). 
However,  you  are  not  allowed  to  invest  in  collectibles  (i.e.  precious  metals,  antiques, 
stamps,  works  of  art,  or  maps)  or  other  tangible  personal  property  defined  by  the 
I.R.S Don't  delay,  I.R.A.  today! 

The  information  contained  herein  has  been  obtained  from  sources  believed  reliable 
but  is  not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed 
are  subject  to  change  without  notice.  Neither  the  information  presented  nor  any 
opinion  expressed  constitutes  a representation  or  a solicitation  of  the  purchase 
or  sale  of  any  securities  by  the  South  Carolina  Medical  Association,  E.F.  Hutton 
and  Company,  or  myself. 


ON  PUBLISHING,  PERISHING,  CHERISHING,  AND  FLUKES 


The  current  issue  of  The  Journal  reflects  a 
gratifying  trend  toward  balance  in  patterns  of 
authorship:  both  geographic  balance  (with  sub- 
missions ranging  from  the  Appalachian  foothills 
to  the  lowcountry)  and  institutional  balance  (with 
private  practice,  both  medical  schools,  and  DHEC 
being  represented).  Such  balance  has  not  always 
existed.  Originally,  The  Journal  consisted  almost 
exclusively  of  articles  written  by  private  practi- 
tioners, since  there  were  no  full-time  faculty 
members.  By  the  early  1970’s,  however,  articles 
by  private  practitioners  had  become  infrequent 
and  most  submissions  came  from  full-time  faculty 
members.1  Concerned  that  this  trend  reflected  an 
inhibition  of  scholarship  by  private  practitioners, 
we  sought  to  encourage  their  submissions.  It  is 
indeed  gratifying  to  note  that  these  submissions 
have  increased. 

At  the  present  time,  The  Journal  continues  to 
receive  more  manuscripts  than  we  are  able  to 
publish.  Therefore,  it  has  become  increasingly 
necessary  to  refine  and  to  re-state  our  priorities. 
We  continue  to  favor  articles  in  one  of  the  follow- 
ing categories: 

( 1 ) Original  scientific  observations  made  by  prac- 
ticing physicians. 

(2)  Concise,  timely  review  articles  by  institution- 
based  physicians. 

(3)  Articles  of  special  interest  to  South  Carolina 
physicians. 

We  do  not  consider  The  Journal  to  be  an  appro- 
priate place  for  submission  of  original  scientific 
observations  made  by  faculty  physicians,  since 
ordinarily  these  should  be  submitted  to  refereed 
publications  in  one  or  another  specialized  area  of 
medicine. 

Due  to  our  being  unable  to  publish  many  desir- 
able manuscripts  because  of  budgetary  con- 
straints, we  have  consistently  declined  invitations 
for  “regular”  or  “serial”  publications.  In  order  to 
be  fair  to  all  contributors,  it  has  also  become 
necessary  to  place  some  limit  on  the  number  of 
articles  published  by  individual  authors.  This  lat- 
ter consideration  derives,  in  part,  from  the  origi- 


nal purpose  of  The  Journal.  Urging  the  formation 
of  a state  journal  in  1900,  the  President  of  the 
South  Carolina  Medical  Association  exhorted  his 
colleagues:  “Let  us  no  longer  bear  the  stigma  of 
leaving  no  record  of  our  deeds.” 

All  of  these  considerations  make  us  pause  and 
reflect  upon  the  purpose  of  publication  in  this  age 
of  rapid  communication.  Around  the  turn  of  the 
century,  when  our  journal  was  founded,  presenta- 
tions at  medical  meetings  and  publication  in  sci- 
entific journals  — primarily  of  case  reports  — 
were  ways  by  which  young  practitioners  might 
enhance  their  reputations.  With  the  subsequent 
flourishing  of  the  full-time  system  of  academic 
medicine,  academic  physicians  increasingly  felt 
the  urge  to  “publish  or  perish”  to  meet  their  own 
security  needs.  The  medical  literature  may  have 
become  heavily  skewed  toward  data  accumulated 
in  university  hospitals  and  tertiary  care  centers  — 
data  which  at  times  may  correlate  poorly,  at  best, 
with  experiences  at  smaller  community  hospitals. 

Several  recent  articles  have  added  interesting 
twists  to  the  “publish  or  perish”  theme.2-4  One 
author  suggested  that  the  total  number  of  scien- 
tific articles  permitted  any  physician-author  dur- 
ing his  lifetime  be  limited  to  fifty.5  There  seems 
little  doubt  that  authors’  ulterior  motives  for  pub- 
lication — above  and  beyond  the  need  to  report 
new  observations  with  major  implications  for 
medicine  — explain,  in  part,  the  almost  unbeliev- 
able burgeoning  of  the  medical  literature.  How- 
ever, it  is  refreshing  to  note  that  private  practi- 
tioners need  not  march  to  the  same  drummers 
heard  by  full-time  faculty  members.  In  contrast  to 
faculty  members,  private  practitioners  are  able  to 
record  and  report  observations  for  the  sheer  “fun 
of  it.” 

An  editorial  entitled  “Publish  and  Cherish”4 
suggests  the  original  stated  purpose  of  our  own 
publication.  In  this  vein,  the  article  by  Noblette 
and  Hunter  in  this  issue  is  refreshing  in  that  it 
illustrates  the  potential  for  an  observation  worthy 
of  literary  immortalization  to  be  made  on  the  next 
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patient  in  the  waiting  room  of  a small-town  prac- 
tice. I would  really  like  to  know,  however,  what 
happened  to  the  Korean  patient  with  the  fluke 
infestation?  In  a forthcoming  article  in  The  Jour- 
nal, a paper  from  one  of  our  state  institutions  will 
point  out  that  such  previously-exotic  diseases  are 
becoming  more  common  — in  short,  that  Dr. 
Hunter’s  observation  was  “no  fluke.” 

— CSB 


LETTERS  TO  THE  EDITOR 


To  The  Editor: 

Recently  Anderson  Memorial  Hospital  con- 
ducted an  audit  of  trauma  deaths  within  forty- 
eight  hours  of  hospital  admission  over  a two-year 
period.  Whenever  alcohol  levels  were  checked, 
alcohol  levels  were  positive  (9/22  cases).  The  ma- 
jority of  victims  were  young  males.  The  audit 
further  confirms  the  waste  in  human  potential 
due  to  alcohol  abuse,  evident  on  a daily  basis  to 
those  who  work  in  emergency  departments. 

The  Emergency  Services  Staff  of  AMH  wishes 
to  express  its  growing  concern  with  alcohol  abuse, 
particularly  in  light  of  the  coming  holiday  season. 

Margo  A.  Vines,  M.D. 

Director,  Emergency  Services  Department 
Anderson  Memorial  Hospital 
800  North  Fant  Street 
Anderson,  S.C.  29621 

To  The  Editor: 

The  guest  editorial  on  physicians  and  nuclear 
war  by  Dr.  Steven  Rosansky  in  the  November 
issue  is  very  timely  in  light  of  the  President’s  latest 
decision  on  the  MX  missiles  and  mounting  Con- 
gressional and  popular  concerns  for  control  of 
nuclear  activities.  The  potential  hazards  of  nu- 
clear materials  include  nuclear  wastes  and  reac- 
tors also  because  all  radiation  can  adversely  affect 
living  organisms. 

Physicians  have  a unique  role  to  play  in  helping 
to  make  the  right  decisions  about  nuclear  sub- 
stances because  we  are  trained  to  protect  and 
restore  the  health  of  human  beings.  Our  knowl- 
edge of  preventive  medicine,  genetics,  psychol- 
ogy, and  biologic  processes  establishes  us  as  true 
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experts  on  biologic  effects  of  harmful  substances, 
risks  for  and  results  of  chromosomal  mutations, 
and  the  potential,  psychological  impact  of  ex- 
treme fear  and  anxiety. 

At  the  August  meeting  of  the  South  Carolina 
Chapter  of  the  American  Academy  of  Pediatrics, 
some  of  the  nuclear  concerns  were  discussed  and 
the  Chapter  adopted  the  following  statement: 

As  physicians  charged  with  the  responsi- 
bility of  health  care  for  children  in  our  State, 
we  are  concerned  about  the  immediate  and 
long-range  hazards  of  nuclear  waste  and 
nuclear  reactors. 

We  offer  our  medical  expertise  and  inter- 
ests to  governmental  representatives  mak- 
ing vital  decisions  on  nuclear  activities  in 
S.C. 

We  urge  our  representatives  to  exercise 
extreme  care  and  caution  in  reaching  these 
decisions,  and  to  keep  our  Chapter  in- 
formed of  the  deliberative  process  for  fu- 
ture decisions  on  nuclear  activities  so  that 
we  can  participate  appropriately  as  inter- 
ested citizens  and  professionals. 

I personally  believe  that  physicians  owe  it  to 
ourselves  and  our  fellow  citizens  to  be  acutely 
aware  of  the  real  and  potential  impacts  which 
nuclear  activities  can  have  on  our  society  and 
environment.  These  are  enduring  threats  to  our 
mental  and  physical  health  as  well  as  our  fragile, 
living  planet. 

William  J.  Westerkam,  M.D. 

Great  Falls  Road 

Chester,  S.C.  29706 
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ON  THE  COVER: 


FRANCIS  LEJAU  PARKER,  M.D. 
1836-1913 


The  thoughts  of  Sir  William  Osier,  “We  are 
here  to  add  what  we  can  to,  not  to  get  what  we  can 
from  Life,”  must  have  been  a motto  for  Francis  L. 
Parker,  M.D.  The  serious  visage  of  the  Confeder- 
ate army  medical  officer  on  the  cover,  aged  to  the 
gentle  countenance  of  the  benevolent  Dean 
shown  below,  and  throughout  his  years  of  “add- 
ing,” Dr.  F.  L.  Parker  left  an  indelible  message  of 
service  to  mankind. 

Dr.  Parker  was  born  near  Abbeville,  South  Car- 
olina, in  1836.  He  graduated  from  the  South  Caro- 
lina Military  Academy  in  1855  and  the  Medical 
College  at  Charleston  in  1858.  His  first  position  as 
a physician  was  as  house  officer  at  Roper  Hospital, 
in  Charleston.  During  the  terrible  yellow  fever 
epidemics  of  those  years,  Dr.  Parker  remained  at 
that  post,  contracting  the  fevers  himself. 

When  South  Carolina  seceded  to  begin  the 
Confederate  War,  Dr.  Parker  immediately  volun- 
teered for  service,  and  his  record  of  medical  as- 
signments for  the  Confederate  military  com- 
mands must  be  among  the  longest.  A few  of  his 
assignments  were  surgeon  of  the  South  Carolina 
Volunteers;  participant  in  the  1861  bombardment 
of  Fort  Sumter;  duty  at  Manassas  Junction;  sur- 
geon in  charge  of  the  South  Carolina  Hospital  at 
Manchester,  Virginia;  as  surgeon  in  the  Confeder- 
ate Navy;  as  surgeon  to  Hampton’s  Legion  fight- 
ing at  Petersburg,  Chickamauga,  and  at  Chatta- 
nooga; as  chief  surgeon  under  Major  General  S.  B. 
Buckner;  and  later  fighting  at  the  Battles  of  the 
Wilderness,  Spottsylvania  Courthouse,  Anna 
River,  Cold  Harbor,  Richmond  and  Appomattox. 

The  war  ended,  but  Dr.  Parker’s  energies  were 
just  beginning  to  show.  On  returning  to  Charles- 
ton, he  went  directly  on  the  faculty  of  the  Medical 
College  and  became  Professor  of  Anatomy  in 
1870.  In  1875,  he  served  as  Editor  of  the  Charles- 
ton Medical  Journal.  He  lectured  for  several 
years  in  his  primary  area  of  interest,  eye  and  ear 
diseases,  then  was  appointed  Dean  of  the  College 
in  1891.  He  served  in  that  position  until  his  retire- 


ment in  1906.  During  his  tenure,  he  instituted 
several  major  new  programs.  Women  were  first 
admitted  through  his  leadership  in  1894.  A School 
of  Pharmacy,  which  had  been  organized  in  1882 
but  lasted  only  two  years,  was  reestablished  and 
has  operated  continuously  since  1894.  The  two 
year  medical  school  was  expanded  to  three,  then 
four  years;  and  in  a letter  dated  October  31,  1900, 
he  excused  himself  from  a Trustee  meeting  to 
travel  to  Columbia  to  request  five  to  ten  thousand 
dollars  from  the  State  Legislature  to  establish  a 
Dental  School  in  Charleston. 

He  is  credited  as  being  the  first  surgeon  to 
suture  a severed  nerve. 

Dr.  F.  L.  Parker’s  strong  influence  has  been 
maintained  through  three  succeeding  genera- 
tions, and  those  traditions  of  caring  for  their  fel- 
low man  have  been  passed  on  to  his  son,  Edward 
F.  Parker,  M.D.,  an  eye  and  ear  surgeon;  his 
grandson,  Edward  F.  Parker,  Jr.,  M.D.,  a thoracic 
surgeon  whose  present  residence  was  Dr.  Parker’s 
original  Charleston  Tradd  Street  home;  and  his 
great-grandson,  Telfair  H.  Parker,  M.D.,  a gen- 
eral surgeon;  all  of  Charleston. 

F.  L.  Parker,  M.D.,  was  President  of  the  South 
Carolina  Medical  Association  in  1882. 

— Thomas  M.  Leland,  M.D. 


February  1983 
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INFORMATION 

We  encourage  original  articles  and  letters  to 
the  editor  of  potential  benefit  and  interest  to  the 
members  of  the  South  Carolina  Medical  Associa- 
tion. 

CORRESPONDENCE:  All  manuscripts  and 
correspondence  should  be  addressed: 

The  Editor 

JOURNAL  OF  THE*  SOUTH  CAROLINA 
MEDICAL  ASSOCIATION 
Post  Office  Box  11188 
Columbia,  S.  C.  29211. 

COPYRIGHT:  All  manuscripts  should  be  ac- 
companied by  a transmittal  letter  to  the  editor, 
which  should  contain  the  following  paragraph: 
“This  original  work  has  not  been  submitted 
or  published  elsewhere,  in  entirety  or  in 
part.  I (we)  hereby  transfer,  assign,  or 
otherwise  convey  all  copyright  ownership  to 
the  South  Carolina  Medical  Association  in 
the  event  that  this  work  is  published  by  the 
SCMA.” 

The  above  takes  into  account  The  Copyright  Re- 
vision Act  of  1976,  effective  January  1,  1978.  We 
request  authors  to  advise  the  editor  of  any  prior 
or  anticipated  duplication  of  their  work  in  other 
publications.  Submission  of  material  as  a “com- 
panion article”  to  material  submitted  elsewhere 
is  discouraged. 

PRIORITY  FOR  PUBLICATION:  We  give 
priority  to  the  following  categories:  (1)  concise 
review  articles  of  clinical  topics;  (2)  case  reports 
and  other  original  observations  by  practicing 
physicians;  (3)  articles  devoted  to  social,  econom- 
ic, or  ethical  topics;  and  (4)  information  from 
government  and  other  agencies  pertinent  to  the 
health  care  of  South  Carolinians. 

Of  lower  priority,  but  still  welcome  for  consid- 
eration, are  articles  in  the  following  categories: 
(1)  historical  or  philosophical  essays,  and  (2)  orig- 
inal scientific  investigations  of  a specialized  na- 
ture. 

REVIEWING  AND  RESPONSIBILITY  TO 
READERSHIP:  We  will  make  every  effort  to 
review  manuscripts  promptly.  All  manuscripts 
will  be  reviewed  by  our  editorial  office,  and  when 
indicated  the  opinions  of  outside  consultants  will 
be  solicited. 

We  welcome  criticisms  of  journal  content  by 
members  of  the  South  Carolina  Medical  Associa- 
tion. 
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FOR  AUTHORS 

REPRINTS:  These  will  be  made  available  by  the 
publisher  at  established  rates,  at  the  time  of  mail- 
ing of  galley  proofs. 

LENGTH  OF  ARTICLES:  We  prefer  concise 
articles  of  approximately  2500  words  (approxi- 
mately 8 typewritten  pages,  double-spaced), 
with  no  more  than  ten  references. 

We  regret  that  space  considerations  limit  our 
ability  to  publish  longer  articles,  and  request  that 
authors  adhere  to  the  above  guidelines.  Simi- 
larly, tables  and  illustrations  (see  below),  should 
be  kept  to  a minimum,  and  be  specific  and  perti- 
nent. 

MANUSCRIPTS:  These  should  be  typewritten, 
double-spaced,  and  on  one  side  of  the  paper.  The 
original  and  one  copy  should  be  submitted.  The 
title  page  should  indicate  the  title,  author(s),  au- 
thor’s address,  and  academic  appointments,  if 
any.  We  request  that  the  author’s  name  not  ap- 
pear on  subsequent  pages,  to  permit  “blind”  re- 
view of  the  article,  when  desired.  Authors  should 
retain  one  copy  for  use  in  proofing. 

ILLUSTRATIONS:  These  should  be  submitted 
as  glossy,  black-and-white  prints  no  larger  than  a 
standard  page;  smaller  prints  are  desired.  Ordi- 
narily, publication  of  4 small  illustrations  or  ta- 
bles, or  the  equivalent,  will  be  paid  for  by  The 
Journal.  Any  number  beyond  this  must  be  paid 
for  by  the  author  except  under  unusual  condi- 
tions. Illustrations  should  not  be  mounted, 
stapled,  or  clipped.  On  the  back  side  of  each 
illustration,  the  article  title,  figure  number,  and 
top  of  figure  (but  not  the  author)  should  be  noted 
lightly  in  pencil.  Legends  for  illustrations  should 
be  typed  on  a separate  sheet  of  paper. 

REFERENCES:  These  should  be  cited  consecu- 
tively in  the  text,  in  superscript,  e.g.,  “Kaunitz 
and  Lindenbaum3  ...”  We  recommend  no  more 
than  ten  references,  selected  from  more  recent 
publications  in  accessible  journals  in  most  in- 
stances. When  an  extensive  bibliography  is  de- 
sired, this  can  be  accomplished  at  the  author’s 
expense  or  by  noting  that  “additional  references 
are  available  from  the  author  upon  request.” 
Standard  journal  abbreviations  should  be  used, 
with  the  style  for  journal  articles  being  as  follows: 

3.  Kaunitz  JD,  Lindenbaum  J:  The  bio- 
availability of  folic  acid  added  to  wine. 
Ann  Intern  Med  87:  542-545,  1977. 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


A CAPITAL  CAPITOL  ADVENTURE 

The  South  Carolina  Medical  Association  Auxiliary,  with  the  cooperation  of  the  staff  of  the 
South  Carolina  Medical  Association,  has  an  exciting,  action-packed  day  planned  for  you. 
Wednesday,  March  23,  1983,  is  our  Day  at  the  State  Capitol  — a “capital  adventure.”  You  are 
invited  to  attend.  We  shall  meet  in  the  first  floor  conference  room  of  the  SCMA  Building  in 
Columbia  (parking  will  be  available  in  the  rear  lot)  for  coffee  and  conversation.  Promptly  at 
10:30  a.m.,  we  will  board  a bus  to  the  Governor’s  Mansion.  Mrs.  Richard  Riley  has  graciously 
agreed  to  have  our  group  tour  the  mansion.  Next,  lunch  will  be  served  at  the  Palmetto  Club,  a 
gathering  place  for  legislators.  Your  cost  for  lunch  and  transportation  will  be  approximately 
$10.00.  Several  key  legislators  have  been  invited  to  join  us  for  lunch  and  informal  discussion. 


Our  plans  for  the  afternoon  hinge  on  activity  within  the  General  Assembly  and  must  be 
flexible.  If  there  is  a pertinent  general  session  or  committee  hearing,  we  will  attend  and  observe. 
If  not,  workshops  will  be  held  at  the  Palmetto  Club.  Speakers  will  include  members  of  the 
Medical  Affairs  Committee  of  each  House  of  the  General  Assembly,  Frank  Rogers  (Legal 
Counsel  and  Director,  Legislative  Liaison),  Bill  Watson  (Director  of  Public  Affairs),  and  the 
South  Carolina  Medical  Association  Auxiliary  Legislative  Co-Chairmen,  Skippy  Adkins  and 
Mary  Ivester.  This  is  flexibility  but  not  chaos!  The  afternoon  will  be  worth  your  time  and 
commitment.  We  shall  return  by  bus  to  the  SCMA  Building  about  4:30  or  5:00  p.m. 


Plan  now  to  participate  in  a “capital  adventure.  ” Call  your  County  Legislative  Chairman  or 
President.  You  may  also  call  or  write  the  following:  Mrs.  W.  Y.  Adkins,  1187  Farm  Quarter 
Road,  Mt.  Pleasant,  S.  C.  29464,  Telephone:  884-5766;  or  Mrs.  J.  Ray  Ivester,  119  Guerard 
Road,  Charleston,  S.  C.  29407,  Telephone:  556-3777.  Be  a LEGS- ALERT  Auxilian  and  join  us  at 
the  Capitol. 

Legislative  Co-Chairmen 

Mrs.  W.  Y.  Adkins 
Mrs.  J.  Ray  Ivester 


February  1983 
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Let  Ru-Tuss  Help  Your 
“Stormy”  Patient 
Come  Closer  to  Spring 

Prompt,  effective  treatment  with  Ru-Tuss® 
tablets  offers  welcome  relief  to  winter- 
cold  patients.  Ru-Tuss®  tablets  ease  con- 
gestion, relieve  respiratory-tract  itch  and 
the  need  to  sneeze. 


RIRUSS 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine 
Hydrochloride  25  mg  • Phenylpropanolamine  Hydrochlo- 
ride 50  mg  • Chlorpheniramine  Maleate  8 mg  • Hyoscy- 
amine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  mg 

• Scopolamine  Hydrobromide  0.01  mg  • Each  Ru-Tuss® 
tablet  acts  continuously  for  10  to  12  hours. 

• vasoconstrictor,  antihistaminic  actions 

• rapid  and  prolonged  relief  of  nasal  and 
sinus  congestion 

• convenient  b.i.d.  dosage 


BOOTS  WEATHER  SERVICE 

As  a personal  service  from  Boots: 

A weather  forecast  for  anywhere  in 
North  America,  individually  provided 
by  a professional  meteorologist.  See 
your  Boots  representative  for  toll  free 
access. 


e Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  71 106 

Pioneers  in  medicine  for  the  family 

Brief  Summary  of  Prescribing  Information  (see  attached) 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


March,  1983 

March  is  upon  us — the  House  of  Representatives  is  currently  grappling  with  a tax  bill 
to  overcome  a $59  million  deficit  in  the  State  budget  and  is  debating  a bill  to  create 
a statewide  appeals  court.  The  State  Senate  has  now  finished  a bill  to  reapportion 
that  body,  and  the  matter  will  soon  be  taken  up  by  the  House  of  Representatives. 

OPTOMETRY  DRUG  BILL  INTRODUCED  - H.2582 

In  an  extremely  important  development,  the  S.  C.  House  of  Representatives  is  consider- 
ing a bill  to  allow  optometrists  to  utilize  chemical  prescription  drugs  in  the  human 
eye. 

The  bill  is  very  vague.  It  merely  says  that  optometrists  be  allowed  the  "topical  appli- 
cation of  pharmaceutical  agents  other  than  controlled  substances  as  . . . (listed  in 
Schedules  I-V)  ...  to  the  eye  for  diagnostic  purposes  ..."  Obviously,  the  drugs 
that  optometrists  can  freely  utilize  are  not  even  specified!  The  Board  of  Optometric 
Examiners  is  empowered  to  determine  the  sufficiency  of  "pharmacological  training"  to 
"certify  " optometrists  to  utilize  these  drugs. 

When  the  then-proposed  bill  was  first  being  considered  by  the  House  Medical  Affairs 
Committee,  SCMA  made  a timely  request  for  a hearing.  This  request  was  denied , and, 
other  than  our  sending  the  committee  members  a letter,  we  were  denied  a chance  to  speak 
or  otherwise  present  our  just  concerns  before  that  committee.  This  refusal  is  almost 
unprecedented  in  recent  State  House  history  where  any  reputable  organization  is  routinely 
given  such  courtesy. 

Since  the  proposed  legislation  has,  nevertheless,  passed  the  House  Medical  Affairs 
Committee,  it  is,  therefore,  absolutely  imperative  that  the  proposed  bill  be  defeated 
as  presented  or  substantially  amended.  It  is  glaringly  deficient  in  its  lack  of  defin- 
ing the  specific  diagnostic  drugs  and  their  chemical  strengths;  what  the  training  and 
educational  requirements  will  be;  what  provisions  covering  the  necessity  for  optometric 
liability  insurance  coverage  will  be;  and,  most  importantly,  since  these  drugs  have  been 
requested  by  the  optometrists  to  allow  detection  of  disease,  what  safeguards  will  be 
implemented  to  ensure  the  appropriate  referral  of  patients  with  eye  disease  to  a licensed 
medical  doctor. 

While  the  SCMA  remains  unalterably  opposed  to  optometric  drug  legislation  as  an  unneces- 
sary and  inappropriate  special  interest  goal  of  optometry,  legislative  consideration 
and  debate  is  currently  underway  in  the  House  of  Representatives  and,  in  the  very  near 
future,  likewise  the  Senate.  Because  of  this,  the  above  suggestions  are  a minimal 
consideration  for  such  legislation  in  South  Carolina.  Many  citizens,  particularly 
legislators,  remain  confused  about  the  difference  between  a visual  exam  (optometric) 
and  a medical  exam  (opththalmologic) , and  passage  of  the  proposed  bill  will  not  only 
confuse  this  distinction,  but  encourage  a fraud  on  the  public  as  to  the  type  of  care 
being  received.  Since  the  Optometric  Association,  in  its  legislative  contacts,  has 
acknowledged  a legal  and  ethical  duty  to  refer  to  a medical  doctor  upon  detection  of 
an  ocular  abnormality  or  pathological  condition,  the  necessity  of  this  medical  referral 
must  be  a part  of  any  deliberation  over  the  proposed  optometric  drug  bill. 
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We  strongly  urge  that  you  contact  your  local  Senator  or  Representative  and  tell  him  how 
you  feel  about  this  issue.  Stress  how  we  were  prevented  from  presenting  our  viewpoints 
to  an  open  forum,  the  vagueness  of  the  bill  itself,  and  the  dangers  involved  with 
inadequate  safeguards  to  the  patient. 

GUILTY  BUT  MENTALLY  ILL  LEGISLATION  - H.2064 

The  Guilty,  But  Mentally  111  Legislation  has  now  passed  the  House  with  only  one  minor 
amendment.  It  is  now  in  the  Senate  Judiciary  Committee,  where  it  is  being  studied  by  a 
sub-committee  of  Senators  KZcx  SandeAA , VtfefcY  SctzZoA  and,  Pcdcn  McLeod.  Chances  for 
passage  appear  relatively  good  at  this  point  in  time. 

If  found  guilty,  but  mentally  ill,  defendants  would  automatically  be  required  to  complete 
psychiatric  treatment  before  being  released.  Additionally,  in  the  event  a verdict  is 
returned  or  a plea  is  accepted  of  guilty,  but  mentally  ill,  the  defendant  must  be  sentenced 
by  the  trial  judge  as  provided  by  law  for  a defendant  found  guilty.  This  could  prevent 
many  cases  where  defendants  are  adjudged  not  guilty  by  reason  of  insanity,  yet  are  back 
on  the  streets  after  a short  stay  in  the  mental  health  institutions. 

COMPARATIVE  NEGLIGENCE  BILLS  FILED  - H.2112,  S.252 

Very  similar  to  legislation  that  was  considered  in  1979,  this  legislation  would  do  away 
with  our  time-honored  concept  of  contributory  negligence  in  tort  (civil)  actions,  replac- 
ing it  with  the  so-called  "comparative  negligence"  doctrine.  Under  the  legal  doctrine 
of  comparative  negligence,  an  M.D.  could  be  sued  by  one  of  his  patients  for  negligence 
in  treatment,  notwithstanding  the  fact  that  the  patient  may  have  been  careless  or  negli- 
gent himself!  Awards  would  be  given  in  accordance  to  the  degree  of  negligence  involved. 
Such  is  not  the  case  now — once  a patient  is  shown  to  be  "contributorily  negligent"  in 
taking  care  of  himself,  he  is  barred  from  any  recovery,  regardless  of  whether  or  not  the 
doctor  was  negligent  in  treating  him.  This  doctrine  (contributory  negligence)  is  recog- 
nized in  law  so  as  to  prevent  anyone  who  is  himself  at  fault  from  suing  others.  H.2112 
was  pre-filed  in  the  House  earlier  this  year.  A hearing  was  held  on  February  16,  1983. 
SCMA  officials  testified  in  opposition.  The  bill  is  currently  awaiting  another  hearing 
with  no  action  being  taken  thus  far.  S.252  was  filed  in  mid-February  in  the  Senate  and 
referred  to  the  Senate  Judiciary  Committee.  No  action  has  been  taken  on  that  bill. 

Supporters  argue  that  this  is  a fair  system  (the  comparative  negligence  system) . The 
problem  within  the  medical  community  is  that  the  court  verdicts  are  already  nearly  out 
of  hand.  A liberalization  of  our  court  verdict  system  could  arguably  make  malpractice 
verdicts  go  through  the  roof. 

CHIROPRACTIC  BILLS  -S.171  $ H.2088 


H.2088  is  still  pending  in  the  House  Medical  Affairs  Committee,  where  it  awaits  a hearing. 
An  original  date  for  a hearing  was  postponed  due  to  the  continuing  debate  on  the  tax 
measures  in  the  State  House  of  Representatives.  The  Senate  Medical  Affairs  Committee  is 
planning  no  immediate  action  on  S. 171  9 as  they  are  awaiting  initial  action  by  the  House. 

A further  report  will  be  forthcoming  in  the  April  issue  of  the  Update. 

S . 70  - BILL  TO  REQUIRE  HEALTH  INSURANCE  PAYMENTS  WITHIN  15  DAYS 

The  legislation  that  would  mandate  payment  of  insurance  benefits  to  physicians  and  their 
patients  within  15  days  of  receipt  of  a "proper  claim",  has  been  stalled  in  the  Senate 
Banking  & Insurance  Committee.  There  has  been  significant  opposition  by  the  insurance 
companies,  who  obviously  fear  this  legislation.  In  the  meantime,  many  insurance  entities 
continue  to  delay  payments — sometimes  up  to  45  days  and  beyond — to  allow  them  to  invest 
the  monies  from  premiums  paid  by  the  citizenry. 
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Contact  members  of  the  Senate  Banking  & Insurance  Committee  to  facilitate  action  on 
this  legislation. 

CHILD  RESTRAINT  LAW 


The  Governor  signed  the  Child  Restraint  Bill  on  February  15,  1983.  The  law  goes  into 
effect  on  July  1.  Please  educate  your  patients  about  this  law  whenever  appropriate. 

Reports  from  other  states  which  have  passed  similar  legislation  have  shown  a significant 
decrease  in  the  number  of  accidents  and  deaths  involving  small  children. 

PODIATRY  PRIVILEGES  IN  HOSPITALS  MANDATED  - H.2550 


Introduced  in  mid-February,  H.2550  would  require  all  hospitals  in  the  state  to  allow 
podiatrists  "to  admit  in  the  same  manner  and  subject  to  the  same  rules"  as  physicians. 
This  bill  would,  of  course,  mean  that  the  guidelines  issued  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  (JCAH)  relating  to  podiatrists  would  be  inoperable.  Current 
JCAH  guidelines  for  hospital  staff  by-laws  require  podiatrists  to  co-admit  with  the 
hospital  staff  physician’s  concurrent,  to  have  a physician  present  when  a podiatrist 
operates,  etc.  Such  legislation  would  invariably  cause  most  hospitals  to  lose  their 
accreditation,  with  the  resultant  loss  of  many  government  benefits,  i.e.  Medicaid. 

SCMA  has  strongly  opposed  similar  legislation  in  the  past.  SCMA  officials  have  notified 
the  House  Medical  Affairs  Committee,  where  the  bill  was  recently  referred,  of  our 
concern. 

SOCIAL  WORKERS’  BILLS  - H.2310  $ S.186 


Identical  bills  have  been  introduced,  S.186  and  H.2310 , in  the  Senate  and  the  House, 
respectively.  Both  bills  would  require  that  social  workers  become  "licensed"  prior  to 
engaging  in  that  profession  in  South  Carolina.  Currently,  social  workers  are  merely 
required  to  be  "registered"  with  the  State  Board  of  Social  Workers  Registration. 

H.2310  is  currently  in  the  House  Medical  Affairs  Committee,  and  S.186  is  in  the  Senate 
Medical  Affairs  Committee. 

Last  year’s  sponsors  of  a similar  proposal  testified  before  a sub-committee  of  the 
Senate  Medical  Affairs  Committee  that  such  a bill  would  "help  social  workers  reach 
their  goal  of  obtaining  third  party  reimbursement."  Fearing  increased  labor  problems 
and  increased  cost  of  health  care  delivery,  chiefly  in  the  hospital  setting,  SCMA  and 
the  S.  C.  Hospital  Association  opposed  any  attempt  to  create  a new  category  of  licensed 
health  professionals.  Supporters  of  last  year’s  bill  backed  off  toward  the  end  of  the 
1982  Legislative  Session. 

SCMA  has  presented  a position  statement  to  the  House  Medical  Affairs  Committee,  as  well 
as  the  Senate  Medical  Affairs  Committee.  We  are  hopeful  of  having  our  concerns  met. 

GOVERNOR'S  HEALTH  AND  HUMAN  SERVICES  FINANCE  COMMISSION  - H.2184  $ S.132 


Reacting  to  concerns  regarding  the  allegations  of  mismanagement  and  waste  by  the  State 
Department  of  Social  Services  (DSS)  on  the  Medicaid  Program,  SCMA  has  lent  its  support 
to  this  legislation.  Under  bills  pending  in  both  the  House  and  Senate,  the  bill  will, 
in  a nutshell,  transfer  the  planning  and  financing  functions  for  the  State’s  Medicaid, 
Social  Services,  Block  Grant  and  Cooperative  Health  Statistics  Program  to  a new  Health 
and  Human  Services  Finance  Commission,  which  would  be  housed  under  the  Governor’s 
office.  A seven-member  commission  will  be  appointed  by  the  Governor.  This  commission 
would  contract  with  existing  agencies  to  determine  the  eligibility  of  clients.  It  would 
be  prohibited  from  service  delivery,  however,  it  would  be  able  to  focus  on  the  planning 
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and  development  of  these  multi-faceted  programs.  Agencies  involved  in  the  proposal 
in  addition  to  DSS  would  be  the  Department  of  Health  and  Environmental  Control  and  the 
State  Budget  and  Control  Board. 

This  legislation  was  recently  given  the  full  support  of  SCMA  Council  after  the  House 
Medical  Affairs  Committee  reacted  to  several  SCMA  concerns.  That  committee  wrote  in  a 
provision  dealing  with  "conflicts  of  interest"  on  the  seven-member  commission,  as  well 
as  providing  that  an  advisory  committee  to  the  commission  be  given  the  opportunity  to 
review  and  comment  on  any  new  plans,  policy  positions  or  changes  prior  to  final  approval 
by  the  commission. 

It  is  hoped  for  by  many  groups  and  individuals  within  the  health  community  that  such 
legislation — if  enacted,  will  improve  the  administration  of  the  state’s  welfare  programs 
Similar  legislation  was  introduced  somewhat  late  in  the  1982  legislative  session  and 
stalled  near  the  end  of  the  year.  These  bills  currently  pending  are  given  a much  better 
chance  of  passage. 

BRAIN  DEATH  LEGISLATION 


Legislation  is  now  being  proposed  by  the  Senate  Medical  Affairs  Committee  to  deal  with 
the  issue  of  properly  defining  when  death  actually  occurs.  The  hearing  has  been  sche- 
duled for  March  8th  to  hear  from  the  public  on  this  often  controversial  issue.  Backers 
of  this  proposal  currently  are  reported  to  be  thinking  in  terms  of  a bill  that  would 
effectively  require  that  to  be  adjudged  dead,  the  upper  part  of  the  brain  plus  the 
brain  stem  itself  not  be  functioning.  SCMA  is  in  favor  of  such  a concept,  as  we  feel 
it  would  be  better  to  have  a specific  law  as  opposed  to  the  current  murky  legal  situa- 
tion surrounding  brain- injured  patients.  SCMA  has  supported  similar  legislation  in 
past  years. 

BILL  TO  MAKE  JUA  SEMI - PERMANENT 


On  March  1,  1982  S.277  and  H. 2600  were  introduced  in  the  State  Senate  and  the  House  of 
Representatives,  respectively.  As  described  in  the  February  Update , the  legislation 
will  allow  the  Joint  Underwriting  Association  to  remain  in  force  until  such  time  as 
the  State  Legislature  introduces  and  passes  a joint  resolution  providing  that  the  JUA 
expire.  Such  legislation,  if  enacted,  would  rid  us  of  the  necessity  of  extending  the 
JUA  every  two  years,  as  we  have  done  since  the  JUA’s  creation  in  1975. 

S.  27/  was  referred  to  the  Senate  Banking  & Insurance  Committee,  which  is  expected  to 
create  a sub-committee  to  study  the  bill.  H.2600  was  referred  to  the  House  Labor, 
Commerce  & Industry  Committee,  which  is,  likewise,  planning  to  create  a sub-committee 
to  study  the  bill.  We  are  hopeful  of  early  action  on  these  measures. 

REGULATION  OF  LOBBYISTS  AND  LOBBYING  ACTIVITIES  - H.2082 


This  bill  was  reported  in  the  February  Update . It  would,  if  passed,  drastically  alter 
the  ability  of  individuals  and  trade  associations,  such  as  SCMA,  to  petition  the  govern- 
ment for  support  or  defeat  of  specific  legislation.  At  a hearing  held  February  9,  1983, 
SCMA  and  several  other  organizations  presented  written  testimony  to  a House  Judiciary 
sub-committee  looking  into  the  measure.  The  legislation  was  severely  criticized  by 
several  of  the  members  of  the  sub-committee.  They  shed  light  on  the  fact  that  such  a 
law  could  severely  impede  one’s  constitutional  right  to  petition  his  legislator,  plus 
the  law  could  place  severe  financial  burdens  on  associations,  such  as  SCMA,  in  its 
reporting  requirements. 

Informed  State  House  personnel  state  that  H.20S2  will  be  on  the  "back  burner"  for  a 
considerable  period  of  time. 
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ONE  HUNDRED  THIRTY-FIFTH  ANNUAL  MEETING 

THE  SHERATON  CHARLESTON  HOTEL 
CHARLESTON,  SOUTH  CAROLINA 
APRIL  13-17,  1983 


Again  this  year,  the  Sheraton  Charleston  Hotel 
will  be  the  site  of  the  South  Carolina  Medical 
Association  Annual  Meeting  and  Scientific  Assem- 
bly. Registration  for  the  meeting  is  at  no  cost  for 
members  of  the  SCMA,  and  those  planning  to 
attend  are  urged  to  pre-register.  All  details  have 
been  mailed  from  SCMA  Headquarters,  and  a 
pre-registration  form  is  included  elsewhere  in  this 
issue  of  The  Journal. 

The  SCMA  House  of  Delegates  will  meet  on 
Thursday,  April  14  and  again  on  Sunday,  April  17, 
with  SCMA  Speaker  of  the  House,  J.  Gavin  Ap- 
pleby, M.D.,  presiding.  Two  hundred  one  dele- 
gates will  represent  local  and  county  societies, 
specialty  societies,  House  Staff  Physicians,  stu- 
dents, and  representatives  from  DHEC  and  the 
two  medical  schools. 

Topics  for  the  General  Scientific  Sessions  are 
Nutrition  in  Medical  Practice  on  Friday  morn- 
ing, April  15,  Medical  Malpractice  Loss  Preven- 
tion and  Claims  Control  on  Friday  afternoon, 
and  Cardiovascular  and  Pulmonary  Diseases  on 
Saturday  morning,  April  16.  Scientific  Workshops 
are  scheduled  each  day,  covering  topics  ranging 
from  Early  Wound  Care  for  the  Non-Surgeon  to 
Complications  of  Drug  Abuse.  AMA  Category  I 
Credit  will  be  awarded  on  an  hour-for-hour  basis 
to  attendees.  Additional  information  on  the  Scien- 
tific Sessions  and  Workshops  can  be  found  on  the 
following  pages. 

Special  events  include  the  SCMA  Reception 


and  President’s  Banquet,  honoring  outgoing  Pres- 
ident, Euta  M.  Colvin,  M.D.,  and  at  which  Ran- 
dolph D.  Smoak,  Jr.,  M.D.,  will  be  sworn  in  as  the 
119th  President  of  the  SCMA.  The  S.  C.  Political 
Action  Committee  will  sponsor  a luncheon  on 
Saturday,  alumni  functions  will  be  held  by  both 
Duke  and  MUSC,  and  Mead  Johnson  will  sponsor 
the  annual  golf  tournament.  The  SCMA  Auxiliary 
will  conduct  its  Annual  Convention  concurrently, 
featuring  a theme  of  “Springtime  Serendipity.” 
Meetings  and/or  workshops  are  scheduled  by  the 
S.  C.  Neurosurgical  Society,  the  S.  C.  Society  of 
Pathologists,  the  S.  C.  Radiological  Society,  the 
S.  C.  Dermatological  Association  and  the  S.  C. 
Pediatric  Society. 

Invited  guests  expected  to  be  in  attendance 
during  the  Annual  Meeting  include  AMA  Presi- 
dent-Elect Frank  J.  Jirka,  M.D.,  Governor  Rich- 
ard G.  Riley,  and  Vice  Admiral  J.  William  Cox, 
M.D.,  Surgeon  General  of  the  United  States 
Navy. 

This  issue  of  The  Journal  contains  those  com- 
mittee and  commission  reports,  Resolutions,  and 
Reports  of  Officers  and  Councilors  which  were 
available  at  publication  deadline.  Additional  re- 
ports received  after  this  issue  goes  to  press  will  be 
included  in  the  Delegates’  Handbook,  and  a sum- 
mary of  the  Annual  Meeting  highlights  will  be 
published  in  the  SCMA  Newsletter  following  the 
meeting. 
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PRE-REGISTRATION  FORMS 


REGISTER  TODAY! 

Name 

Address 

City 

State/Zip 

County 

DELEGATE  □ YES  □ NO 

ALTERNATE  DELEGATE  □ YES  □ NO 

REGISTRATION  FEES 
(Please  check  appropriate  category) 


□ SCMA  Member No  fee 

□ Non- Member $100.00 

□ Non-Member  House  Staff $ 15.00 

□ Non-Member  Student $ 10.00 


SPECIAL  ACTIVITY  FEES 

□ SCMA  Reception  and  Banquet Per  Person  $25.00 

Number  of  Tickets  Required 

□ SOCPAC  Banquet Per  Person  $15.00 

Number  of  Tickets  Required 

PLEASE  MAKE  CHECKS  PAYABLE  TO  THE  SCMA 
Mail  Registration  and  Check  To: 

S.C.  MEDICAL  ASSOCIATON 
Post  Office  Box  11188  • Columbia,  South  Carolina  29211 

CHARGE  TO  CREDIT  CARD: 

□ VISA  No 

□ MASTERCARD  No 

Expiration  Date 

Authorized  Signature 


Make  Your  Reservation  Now! 
Space  is  Limited. 


SCIENTIFIC  WORKSHOP 
REGISTRATION  FORM 

Please  pre-register  me  for  the  following  Scientific  Workshops. 
(Indicate  1st,  2nd  and  3rd  choices.) 

WEDNESDAY,  APRIL  13 


□ 

W1 

High  Risk  Pregnancy 

□ 

W2 

Nuclear  Cardiology 

□ 

W3 

Meet  the  Professors  — G I Medicine  and  Effec- 
tive Use  of  the  Laboratory 

□ 

W4 

Sports  Medicine 

□ 

W5 

Movie  — Family  Practice/Internal  Medicine 

□ 

W6 

Movie  — Surgery 

□ 

W7 

Early  Wound  Care  For  the  Non- Surgeon 

THURSDAY,  APRIL  14 

□ 

T1 

Meet  the  Professors  — Internal  Medicine  and 
General  and  Thoracic  Surgery 

□ 

T2 

New  Developments  in  Cerebrovascular  Disease 

□ 

T3 

Care  of  the  Cirrhotic  Patient 

□ 

T4 

Basic  Fluids  and  Electrolytes 

□ 

T5 

Movie  — Family  Practice/Internal  Medicine 

□ 

T6 

Movie  — Surgery 

FRIDAY,  APRIL  15 

□ 

FI 

Update  of  GYN  Oncology 

□ 

F2 

Analgesic  Nephropathy 

□ 

F3 

Meet  the  Professors  — Metabolism,  Nutrition 
and  Obesity  and  Nutrition,  Diets  and  Quackery 

□ 

F4 

Office  or  Bedside  Diagnosis  of  Heart  Murmurs 

□ 

F5 

Guidelines  For  Treating  Skin  Cancer 

□ 

F6 

Newer  Psychotropic  Drugs 

□ 

F7 

Developing  a Community  Wellness  Program  — 
Collaborative  Effort  by  Hospital  and  Medical 
Staff 

□ 

F8 

Early  Detection  of  Neurologic  Diseases 

□ 

F9 

Update  on  Viral  Hepatitis 

□ 

F10 

Diabetes 

SATURDAY,  APRIL  16 

□ 

SI 

Sexually  Transmitted  Diseases 

□ 

S2 

Non-Invasive  Vascular  Laboratory:  Capability 
and  Indications 

□ 

S3 

New  Horizons  in  Radiology  — New  Tech- 
niques for  Diagnosis  and  Treatment 

□ 

S4 

Complications  of  Drug  Abuse 

□ 

S5 

Financial  Planning  Workshop 

Note:  Admission  to  these  workshops  will  be  by  appropriate 
ticket  only. 

AMA  Category  I Credit  will  be  awarded  on  an  hour  for 
hour  basis. 
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ONE  HUNDRED  THIRTY-FIFTH  ANNUAL 

MEETING 

SCHEDULE  OF  EVENTS 

Wednesday,  April  13,  1983 


GENERAL 

SCIENTIFIC 

TIME/LOCATION 

TOPIC 

TIME/LOCATION 

TOPIC 

8:30  am-9:30  am 

SCMA  Council  Breakfast 

1:00-3:00  pm 

Scientific  Workshop: 

Charleston  220 

Hunley  223 

High  Risk  Pregnancy 

9:30  am-12:30  pm 

Council  Meeting 

1:00-3:00  pm 

Scientific  Workshop: 

Cotillion  C 

Little  David  225 

Nuclear  Cardiology 

12:30-1:30  pm 

Council  Luncheon 

1:30-5:00  pm 

Scientific  Workshop: 

Cotillion  B 

Cotillion  A 

Sports  Medicine 

1:30-5:00  pm 

Council  Meeting 

Workshop 

Cotillion  C 

3:30-5:30  pm 

Scientific  Workshop: 

1:00-5:00  pm 
Citadel  Ballrooms 
A&B/Peacock 

Exhibitors  Setup 

Prosper  229 

Meet  the  Professors:  GI 
Medicine  and  Effective 
Use  of  the  Laboratory 

Promenade 

3:30-5:30  pm 

Scientific  Workshop: 

1:00-2:30  pm 

Auxiliary  Finance 

Decatur  209 

Early  Wound  Care  for 

Auxiliary  President’s 

Committee  Meeting 

the  Non-Surgeon 

Parlour 

8:00-9:00  pm 

Movie:  Family  Practice/ 

1:00-7:00  pm 

SCMA  Registration 

Hunley  223 

Internal  Medicine 

Peacock  Promenade 

Open 

8:00-9:00  pm 

Movie:  Surgery 

3:00-4:30  pm 
Auxiliary  President’s 
Parlour 

3:00-5:00  pm 
Palmetto  State  213 

Auxiliary  Long  Range 
Planning  Committee 
Meeting 

Auxiliary  Registration 

Little  David  225 

Thursday,  April  14,  1983 


GENERAL 


TIME/LOCATION 

TOPIC 

7:00  am-5:00  pm 
Peacock  Promenade 

SCMA  Registration 

7:30-8:30  am 
Charleston  220 

SCMA  Council  Breakfast 

8:00  am-5:00  pm 
Palmetto  State  213 

Auxiliary  Registration 

9:00-10:00  am 
Auxiliary  President’s 
Parlour 

Auxiliary  Executive 
Board  Breakfast 

8:00  am-5:00  pm 
Citadel  Ballroom  & 
Peacock  Promenade 

Exhibits  Open 

SCIENTIFIC 


TIME/LOCATION 

TOPIC 

4:00-6:00  pm 

Scientific  Workshop: 

Cotillion  B 

Meet  the  Professors: 
General  and  Thoracic 
Surgery  and  Evaluation 
for  Pulmonary  Risk  in 
Surgery 

4:00-6:00  pm 

Scientific  Workshop: 

Defense  216 

New  Developments  in 
Cerebrovascular  Disease 

4:00-6:00  pm 

Scientific  Workshop: 

Hunley  223 

Care  of  the  Cirrhotic 
Patient 

4:00-6:00  pm 

Scientific  Workshop: 

Little  David  225 

Basic  Fluids  &■ 
Electrolytes 
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SCHEDULE  OF  EVENTS 


Thursday,  April  14  (continued) 


GENERAL 

SCIENTIFIC 

TIME/LOCATION 

TOPIC 

TIME/LOCATION 

TOPIC 

8:30  am-12:00  Noon 
Cotillions  B & C 

SCMA  House  of 
Delegates 

8:00-9:00  pm 
Hunley  223 

Movie:  Family  Practice/ 
Internal  Medicine 

10:30  am-12:30  pm 
Charleston  220 

Auxiliary  Executive 
Board  Meeting 

8:00-9:00  pm 
Little  David  225 

Movie:  Surgery 

12:30-2:00  pm 
Cotillion  A 

MUSC  Alumni 
Luncheon 

12:30-1:30  pm 
Crystal  Room 

Reference  Committee 
Chairmen’s  Luncheon 

1:30-3:00  pm 
Rooms  216,  223,  225 

SCMA  Reference 
Committee  Meetings 

3:00-4:30  pm 
Rooms  229,  209,  220, 
and  Cotillion  A 

SCMA  Reference 
Committee  Meetings 

4:30-6:00  pm 
Cotillion  C 

Complimentary  Wine 
Tasting:  Sponsor: 
Southern  Bank  & Trust 
Company 

6:00  pm 

Wickliffe  House 

Reunion  of  the  Golden 
Anniversary  Class  of 
1933 

6:30-8:30  pm 
Charleston  220 

Duke  Alumni  Reception 

Friday,  April  15,  1983 


GENERAL 

SCIENTIFIC 

TIME/LOCATION 

TOPIC 

TIME/LOCATION 

TOPIC 

7:00  am-5:00  pm 

SCMA  Registration 

8:30  am-12:30  pm 

General  Scientific  Ses- 

Peacock  Promenade 

Open 

Cotillion  C 

sion:  Nutrition  in 

7:30-8:30  am 

SCMA  Council  Breakfast 

Medical  Practice 

Charleston  220 
8:00  am-5:00  pm 

Exhibits  Open 

Introductory  Comments: 
Malnutrition  — An  Un- 
derestimated Problem 

8:30-9:30  am 

Auxiliary  Breakfast 

James  M.  Long,  III, 

Cotillion  A 

M.D.,  Professor  of  Sur- 

8:30  am-12:00  Noon 

Auxiliary  Registration 

gery  (Spartanburg) 

Palmetto  State  213 

Open 

MUSC 

9:30  am-12:00  Noon 

Auxiliary  House  of 

Protein  and  Energy 

Cotillion  B 

Delegates 

Demands 

10:00  am-12:00  Noon 
Prosper  229 

SOCPAC  Board  Meeting 

George  L.  Blackburn, 
M.D.,  Ph.D. 

Associate  Professor  of 

12:00  Noon-l:00  pm 

Pediatric  Executive 

Surgery 

Little  David  225 

Committee  Luncheon 

Harvard  Medical  School, 

12:00  Noon 

Golf  Tournament 

New  England  Deconess 
Hospital,  Boston, 
Massachusetts 
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SCHEDULE  OF  EVENTS 


Friday,  April  15  (continued) 


GENERAL 

SCIENTIFIC 

TIME/LOCATION 

TOPIC 

TIME/LOCATION 

TOPIC 

12:00  Noon-l:30  pm 
Defense  216 

12:30-2:00  pm 
Cotillion  A 

5:00-6:30  pm 
Charleston  220 

6:30-7:30  pm 
Poolside 

Editorial  Board 
Luncheon 

Auxiliary  Luncheon 

Pediatric  Business 
Meeting 

SCMA  Reception 

Special  Nutrition  Con- 
cerns for  Infants  and 
Children 

Robert  M.  Suskind, 
M.D.,  Professor  and 
Chairman,  Dept,  of  Pe- 
diatrics, University  of 
South  Alabama  College 
of  Medicine,  Mobile 

7:45  pm-12:00  Midnight 
Cotillions  A,  B & C 

SCMA  Banquet 

“Economic  Rounds”  on 
Nutrition 

Jack  L.  Ratliff,  M.D. 

Assessment  of  Nutrition 
Status  in  Office  and 
Hospital  Patients 
Elaine  R.  Fieldman, 
M.D. 

Professor  of  Medicine  & 
Nutrition 

Medical  College  of 
Georgia,  Augusta 

Panel  Discussion:  James 
M.  Long,  III,  M.D., 
Moderator 

10:30  am-12:30  pm 
Hunley  223 

Scientific  Workshop: 
Update  on  GYN 
Oncology 

10:30  am-12:30  pm 
Little  David  225 

Scientific  Workshop:  An- 
algesic Nephropathy 

1:30-3:30  pm 
Cotillion  C 

General  Scientific  Ses- 
sion: Medical 
Malpractice  Loss  Pre- 
vention and  Claims 
Control 

2:30-4:30  pm 
Palmetto  State  213 

Scientific  Workshop: 
Update  on  Viral 
Hepatitis 

2:00-5:30  pm 
Cotillion  B 

Scientific  Workshop:  Pa- 
thophysiology and 
Classification  of  Di- 
abetes Mellitus,  in 
cooperation  with  the 
S.  C.  Affiliate  of  the 
American  Diabetes 
Association 
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Friday,  April  15  (continued) 


GENERAL 

SCIENTIFIC 

TIME /LOCATION  TOPIC 

TIME/LOCATION 

TOPIC 

2:30-4:30  pm 
Defense  216 

Scientific  Workshop: 
Meet  the  Professors: 
Metabolism,  Nutrition 
and  Obesity,  Nutrition, 
Diets  and  Quackery 

2:30-4:30  pm 
Charleston  220 

Scientific  Workshop: 
Newer  Psychotropic 
Drugs 

2:30-4:30  pm 
Hunley  223 

Scientific  Workshop: 
Office  and  Bedside  Di- 
agnosis of  Heart 
Murmurs 

2:30-4:30  pm 
Little  David  225 

Scientific  Workshop: 
Developing  a Commu- 
nity Wellness  Program, 
The  Hospital  and  Medi- 
cal Staff  Collaborate 

2:30-4:30  pm 
Prosper  229 

Scientific  Workshop: 
Early  Detection  of  Neu- 
rologic Diseases 

2:30-4:30  pm 
Decatur  209 

Scientific  Workshop: 
Guidelines  For  Treating 
Skin  Cancer 

Saturday,  April  16,  1983 


GENERAL 

SCIENTIFIC 

TIME/LOCATION 

TOPIC 

TIME/LOCATION 

TOPIC 

7:00  am-5:00  pm 

SCMA  Registration 

8:00-11:30  am 

S.  C.  Radiological  Soci- 

Peacock  Promenade 

Open 

Little  David  225 

ety  Scientific  Session 

7:30-8:30  am 

SCMA  Council 

8:30  am-12:30  pm 

General  Scientific  Ses- 

Charleston  220 

Breakfast 

Cotillion  C 

sion:  Cardiovascular  ir 

8:00  am-12:30  pm 
Citadel  Ballrooms  & 
Peacock  Promenade 

Exhibits  Open 

Pulmonary  Diseases 

Introductory  Comments: 
Hugh  H.  Wells,  M.D., 

8:00  am-12:00  Noon 

S.  C.  Dermatological  As- 

Family  Practice 

Palmetto  State  213 

sociation  Meeting 

Current  Update  on  the 

8:30  am-5:00  pm 

S.  C.  Society  of  Patholo- 

Management  of  Coro- 

Decatur  209 

gists  Meeting  and 
Scientific  Session 

nary  Disease 
R.  Bruce  Logue,  M.D., 
Director  Carlyle  Fraser 

9:00  am-12:00  Noon 

S.  C.  Neurosurgical  Soci- 

Heart  Center,  Crawford 

Charleston  220 

11:30  am-12:30  pm 
Prosper  229 

ety  Breakfast  and 
Business  Meeting 

S.  C.  Radiological  Soci- 
ety Cocktails 

W.  Long  Memorial  Hos- 
pital, Emory  University 
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SCHEDULE  OF  EVENTS 


Saturday,  April  16  (continued) 


GENERAL 

SCIENTIFIC 

TIME/LOCATION 

TOPIC 

TIME/LOCATION 

TOPIC 

12:30-2:00  pm 

S.  C.  Radiological  Soci- 

Chronic  Obstructive 

Charleston  220 

ety  Luncheon  and 
Business  Meeting 

Pulmonary  Disease 
Richard  K.  Bogan,  M.D. 

1:00-2:30  pm 
Cotillions  A & B 

SOCPAC  Luncheon 

Medical  Director,  Respi- 
ratory Therapy  Dept., 

S.  C.  Baptist  Hospital, 

2:30-4:30  pm 

Financial  Planning 

Columbia 

Prosper  229 

Workshop 

“ Economic  Rounds 

6:30-7:30  pm 

SCMA  President’s 

Cardiovascular  Disease 

Cotillion  A 

Reception 

Jack  L.  Ratliff,  M.D. 

7:30-10:30  pm 

MUSC  Alumni 

The  Evaluation  and 

Cotillion  B 

Reunion 

Safe  Conduct  of  the 

7:30-10:30  pm 
Cotillion  C 

MUSC  Alumni  Reunion 

Coronary  Patient 
through  Non-Cardiac 

7:30-10:30  pm 
Citadel  Ballroom  A 

MUSC  Alumni  Reunion 

Surgery 

R.  Bruce  Logue,  M.D. 

7:30-10:30  pm 
Citadel  Ballroom  B 

7:30-9:30  pm 

MUSC  Alumni  Reunion 
Student  Council  — Col- 

Panel  Discussion:  Hugh 
H.  Wells,  M.D., 
Moderator 

Charleston  220 

lege  of  Medicine  — 

10:30  am-12:30  pm 

Scientific  Workshop: 

7:30-10:30  pm 

MUSC  Hospitality  Suite 
MUSC  Alumni  Reunion 

Defense  Room  216 

Sexually  Transmitted 
Diseases 

Palmetto  State  213 

10:30  am-12:30  pm 
Hunley  223 

Scientific  Workshop: 
Non-Invasive  Vascular 

7:30-10:30  pm 
Decatur  209 

MUSC  Alumni  Reunion 

Laboratory:  Capability 
and  Indications 

7:30-10:30  pm 

MUSC  Alumni 

2:30-4:30  pm 

Scientific  Workshop: 

Little  David  225 

Reception 

Defense  216 

2:30-4:30  pm 
Little  David  225 

Complications  of  Drug 
Abuse 

Scientific  Workshop: 
New  Horizons  in  Radi- 
ology — New 
Techniques  for  Diag- 
nosis and  Treatment 

Sunday,  April  17,  1983 


GENERAL 

TIME/LOCATION 

TOPIC 

7:00-10:30  am 
Peacock  Promenade 

SCMA  Registration 
Open 

7:30-8:30  am 
Charleston  220 

SCMA  Council  Breakfast 

7:30-8:30  am 
Palmetto  State  213 

SCMA  Past  Presidents’ 
Breakfast 

8:30  am-12:30  pm 
Cotillions  A & B 

SCMA  House  of 
Delegates 

8:30  am-12:30  pm 
Citadel  Ballroom  A 

S.  C.  Dermatological  As- 
sociation Meeting 
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ABBEVILLE 

Hugh  A.  Dame,  M.D. 

AIKEN 

William  Meehan,  M.D. 
Joseph  Cunningham,  M.D. 
Jack  Cannon,  M.D. 

Alternate: 

T.  Mark  Meyer,  M.D. 

ALLENDALE 

W.  R.  Tuten,  Jr.,  M.D. 

Alternate: 

T.  B.  Warren,  Jr.,  M.D. 

ANDERSON 

John  B.  Martin,  Jr.,  M.D. 
Vernon  E.  Merchant,  Jr.,  M.D. 
Jerry  R.  Powell,  M.D. 

Kenneth  W.  Smith,  M.D. 
DeWitt  C.  Niles,  M.D. 

Charles  R.  Griffin,  M.D. 
Edward  C.  Mattison,  M.D. 

Alternates: 

O.  Marion  Burton,  M.D. 
E.  Eugene  Baillie,  M.D. 
Walter  L.  Gaillard,  M.D. 
Bill  R.  Ewing,  M.D. 
Thomas  A.  Collings,  M.D. 
Juan  Brown,  M.D. 

Fred  G.  Jones,  M.D. 

BAMBERG 

BARNWELL 

H.  W.  Gibson,  M.D. 

Alternate: 

George  D.  Holman,  M.D. 

BEAUFORT 

BERKELEY 

Rhett  Myers,  M.D. 

Alternate: 

John  Swicord,  M.D. 

CHARLESTON 

W.  L.  Ector,  M.D. 

H.  Biemann  Othersen,  Jr.,  M.D. 
Walter  M.  Bonner,  Jr.,  M.D. 

W.  Bonner  Thomason,  M.D. 
William  C.  Crouch,  M.D. 

Leon  Banov,  Jr.,  M.D. 

Allen  Rashford,  M.D. 

Roy  E.  Nickles,  M.D. 

W.  McGill  Woodward,  M.D. 
Grant  Patton,  M.D. 

James  Purcell,  M.D. 

Daniel  Ravenel,  M.D. 

Dowse  Rustin,  M.D. 

Richard  E.  Ulmer,  M.D. 
Frederick  Reed,  M.D. 

George  Durst,  Jr.,  M.D. 

Clay  Evatt,  Jr.,  M.D. 

John  C.  Hawk,  III,  M.D. 

Louie  B.  Jenkins,  M.D. 

Alternates: 

Frank  Boensch,  M.D. 
William  C.  Carter,  M.D. 
Richard  Marks,  M.D. 
Samuel  Witherspoon,  M.D. 
Charles  Geer,  M.D. 

R.  Ramsey  Mellette,  M.D. 

CHEROKEE 

John  H.  Cathcart,  M.D. 

Alternate: 

R.  R.  Steuer,  M.D. 

CHESTER 

Malcolm  L.  Marion,  M.D. 

Alternate: 

Edwin  C.  Hentz,  M.D. 

CHESTERFIELD 

Winston  Y.  Godwin,  M.D. 

Alternate: 

William  Perry,  M.D. 

COLLETON 

Alternate: 

COLUMBIA 


Alternates: 


DARLINGTON 

DILLON 

Alternate: 

DORCHESTER 

EDISTO 


Alternates: 

FAIRFIELD 

Alternate: 

FLORENCE 


Alternate: 

GEORGETOWN 

Alternates: 

GREENVILLE 


John  B.  Johnston,  M.D. 

Joseph  F.  Flowers,  M.D. 

B.  Daniel  Paysinger,  M.D. 
Robert  N.  Milling,  M.D. 
Gerald  Wilson,  M.D. 

William  D.  Meredith,  M.D. 

M.  Tucker  Laffittee,  Jr.,  M.D. 
Thomas  W.  Messervy,  M.D. 
Paul  T.  Hopkins,  M.D. 
Alexander  G.  Donald,  M.D. 
William  F.  Luce,  M.D. 

Albert  L.  Reid,  M.D. 

James  C.  Vardell,  Jr.,  M.D. 

C.  Guy  Castles,  Jr.,  M.D. 
Connie  O.  Mellette,  M.D. 

A.  McKay  Brabham,  M.D. 

C.  Warren  Irvin,  M.D. 
Warren  F.  Holland,  M.D. 
Edward  E.  Kimbrough,  M.D. 
Robert  H.  Stafford,  M.D. 

C.  Alden  Sweatman,  M.D 
David  E.  Tribble,  M.D. 
Walter  J.  Roberts,  M.D. 
Roslyn  D.  Taylor,  M.D. 

A.  J.  Richards,  M.D. 

Robert  J.  McCardle,  M.D. 
Albert  E.  Cremer,  M.D. 

James  L.  Haynes,  M.D. 

John  Popp,  M.D. 

Pierre  Jaffe,  M.D. 

John  Preston,  M.D. 

Rufus  Cain,  M.D. 

Swift  Black,  M.D. 

Granville  S.  Way,  M.D. 

Allen  Traylor,  M.D. 

M.  S.  Funderburk,  Jr.,  M.D. 

J.  F.  Johnson,  Jr.,  M.D. 

S.  C.  Disher,  M.D. 

J.  L.  Wells,  Jr.,  M.D. 

B.  M.  Lawton,  Jr.,  M.D. 

Roger  A.  Gaddy,  M.D. 

Steven  Macaruso,  M.D. 
George  Dawson,  M.D. 

Bruce  White,  M.D. 

Stephen  A.  Imbeau,  M.D. 
Marion  Carr,  M.D. 

Frank  Boysia,  M.D. 

Larry  Rabon,  M.D. 

Alva  Whitehead,  M.D. 
Michael  E.  Reed,  M.D. 

James  F.  Hooper,  IV,  M.D. 
Harry  Tiller,  M.D. 

Cliff  Thompson,  M.D. 

L.  N.  Bellew,  M.D. 

E.  Vernon  Anderson,  M.D. 
Lucius  M.  Cline,  M.D. 
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F.  K.  Huntington,  M.D. 

E.  Craig  Evans,  M.D. 

Daggett  O.  Royals,  M.D. 

Richard  Wilson,  M.D. 

Lewis  N.  Terry,  M.D. 

Lucien  Brailsford,  M.D. 

Margaret  L.  Wyatt,  M.D. 

James  Jakubchak,  M.D. 

C.  D.  Bessinger,  M.D. 

Darwin  Keller,  M.D. 

W.  W.  Fridy,  M.D. 

Jerry  Majure,  M.D. 

George  M.  Grimball,  M.D. 

Milton  D.  Sarlin,  M.D. 

Wayne  C.  Brady,  M.D. 

Alternates:  Jeb  Brown,  M.D. 

George  R.  Cousar,  M.D. 

Bruce  Ford,  M.D. 

W.  W.  Long,  M.D. 

Carol  Nichols,  M.D. 

W.  J.  Bannen,  M.D. 

SUMTER- 

Robert  G.  Mahon,  M.D. 

CLARENDON 

J.  Duncan  Burnette,  M.D. 

LEE  S.  Perry  Davis,  M.D. 

Charles  R.  Duncan,  M.D. 

Allen  Bruner,  M.D. 

Alternates: 

Michael  R.  Hoffman,  M.D. 

J.  Capers  Hiott,  M.D. 

E.  D.  Jervey,  M.D. 

Charles  White,  Jr.,  M.D. 

J.  Barry  Bishop,  M.D. 

UNION  Gerald  D.  Fielder,  M.D. 

GREENWOOD 

Richard  H.  Goodwin,  Jr.,  M.D. 

Alternate:  Robert  Wentz,  M.D. 

H.  Bennett  Kinard,  III,  M.D. 

WILLIAMSBURG  H.  H.  Poston,  Jr.,  M.D. 

William  L.  Ramseur,  Jr;,  M.D. 

Alternate:  J.  H.  Crosby,  M.D. 

Charles  C.  Thomas,  II,  M.D. 

YORK  Albert  G.  LeRoy,  M.D. 

Alternates: 

George  P.  Cone,  M.D. 

W.  G.  Entrekin,  M.D. 

Thomas  0.  Klauber,  M.D. 

Robert  Wilson,  M.D. 

HAMPTON 

Count  Pulaski,  Jr.,  M.D. 

John  Pratt,  M.D. 

Alternate: 

James  B.  Causey,  M.D. 

Alternates:  L.  D.  Bartel,  M.D. 

HORRY 

Charles  Sasser,  M.D. 

W.  E.  Gregory,  M.D. 

Eston  Williams,  M.D. 

Earl  Jenkins,  M.D. 

James  Merritt,  M.D. 
Joe  Jarrett,  M.D. 

John  J.  Duwel,  M.D. 

Alternates: 

James  Craigy,  M.D. 

S.  C.  SOCIETY  FOR  ALLERGY  & CLINICAL 

James  Lindsey,  M.D. 

IMMUNOLOGY 

Thomas  Whitaker,  M.D. 

Charles  H.  Banov,  M.D. 

Phillip  Hillen,  M.D. 

S.  C.  SOCIETY  OF  ANESTHESIOLOGISTS 

JASPER 

J.  M.  Bennett,  Jr.,  M.D. 

George  Preston  Cone,  M.D. 

KERSHAW 

Alternate:  Laurie  L.  Brown,  M.D. 

LANCASTER 

S.  C.  CARDIAC  & THORACIC  SURGICAL  SOCIETY 

LAURENS 

Robert  M.  Sade,  M.D. 

LEXINGTON 

Charles  F.  Crews,  M.D. 

Alternate:  James  May,  M.D. 

F.  J.  McElveen,  M.D. 

S.  C.  DERMATOLOGICAL  ASSOCIATION 

Henry  Martin,  Jr.,  M.D. 

George  S.  Stretcher,  M.D. 

Alternate: 

Bryan  L.  Walker,  M.D. 

Alternate:  Linwood  G.  Bradford,  M.D. 

MARION 

Ira  Barth,  M.D. 

S.  C.  CHAPTER,  AMERICAN  COLLEGE  OF 

James  S.  Garner,  IV,  M.D. 

EMERGENCY  PHYSICIANS 

Alternates: 

Donald  Wu,  M.D. 

Robert  Malanuk,  M.D. 

P.  Gopala  Krishnan,  M.D. 

Alternate:  Thomas  DeCaro,  M.D. 

MARLBORO 

James  C.  McAlpine,  M.D. 

S.  C.  ENT  SOCIETY 

Alternate: 

W.  D.  Wilfong,  M.D. 

Warren  Y.  Adkins,  M.D. 

NEWBERRY 

Carroll  A.  Pinner,  III,  M.D. 

Alternate:  Ray  Gillespie,  M.D. 

Robert  E.  Livingston,  III,  M.D. 

S.  C.  ACADEMY  OF  FAMILY  PHYSICIANS 

Alternate: 

Ralph  P.  Baker,  M.D. 

J.  Y.  White,  M.D. 

OCONEE 

J.  R.  Hanahan,  M.D. 

Alternate:  Dwight  L.  Robertson,  M.D. 

E.  H.  Booker,  M.D. 

S.  C.  INTERNAL  MEDICINE  SOCIETY 

Alternates: 

H.  H.  Wells,  M.D. 

George  Malanos,  M.D. 

E.  N.  Davis,  M.D. 

Alternate:  Francis  G.  Middleton,  M.D. 

PICKENS 

S.  C.  STATE  NEUROSURGICAL  SOCIETY 

RIDGE 

B.  E.  Nicholson,  M.D. 

Bartolo  M.  Barone,  M.D. 

Alternate: 

Sam  Garrison,  M.D. 

Alternate:  Gordon  Wannamaker,  M.D. 

SPARTANBURG 

James  D.  Bearden,  III,  M.D. 

S.  C.  NEUROLOGICAL  ASSOCIATION 

W.  M.  Davis,  M.D. 

Paul  B.  Pritchard,  III,  M.D. 

Frederick  G.  Phillips,  M.D. 

S.  C.  OB/GYN  SOCIETY 

W.  Ray  Henderson,  M.D. 

Thomas  C.  Rowland,  Jr.,  M.D. 

Robert  Taylor,  M.D. 

Alternate:  Wilson  B.  Rumble,  M.D. 
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S.  C.  SOCIETY  OF  OPHTHALMOLOGY 
Carolyn  Gibbes,  M.D. 

S.  C.  ORTHOPEDIC  ASSOCIATION 
Larry  McManus,  M.D. 

Alternate:  James  Cheezem,  M.D. 

S.  C.  SOCIETY  OF  PATHOLOGISTS 
Claude  W.  Delia,  M.D. 

Alternate:  E.  Eugene  Baillie,  M.D. 

S.  C.  CHAPTER  OF  THE  AMERICAN  ACADEMY 

OF  PEDIATRICS  and  the  S.  C.  PEDIATRIC  SOCIETY 
Arno  R.  Hohn,  M.D. 

Alternate:  Donald  Riopel,  M.D. 

S.  C.  SOCIETY  OF  PLASTIC  & RECONSTRUCTIVE 
SURGEONS 
Jon  I.  Sattler,  M.D. 

Alternate:  Robert  Laughlin,  M.D. 

S.  C.  DISTRICT  BRANCH  OF  THE  AMERICAN 
PSYCHIATRIC  ASSOCIATION 
Richard  K.  Harding,  M.D. 

Alternate:  John  M.  Foxworth,  M.D. 

S.  C.  RADIOLOGY  SOCIETY 
H.  Woodlif  Sanford,  M.D. 

Alternate:  Bruce  White,  M.D. 

S.  C.  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF 
SURGEONS 
Alton  G.  Brown,  M.D. 

Alternate:  Laurence  D.  Frederick,  M.D. 

S.  C.  UROLOGICAL  ASSOCIATION 
William  Davis,  M.D. 

Alternate:  Richard  C.  Slocum,  M.D. 

S.  C.  VASCULAR  SURGICAL  SOCIETY 

COMPONENT  UNIT  ON  HOUSESTAFF 
PHYSICIANS 
Steven  K.  White,  M.D. 

J.  Stewart  Haskin,  Jr.,  M.D. 

Alternate:  Susan  Johnson,  M.D. 

Alternate:  Danny  Mikell,  M.D. 

MEDICAL  UNIVERSITY  OF  SOUTH  CAROLINA, 

DEAN,  COLLEGE  OF  MEDICINE 
W.  Marcus  Newberry,  M.D. 

UNIVERSITY  OF  SOUTH  CAROLINA, 

DEAN,  SCHOOL  OF  MEDICINE 
Roderick  Macdonald,  M.D. 

MUSC  SENIOR  CLASS  PRESIDENT 
(COLLEGE  OF  MEDICINE) 

Mr.  Chris  Patrick 


USC  SENIOR  CLASS  PRESIDENT 
(SCHOOL  OF  MEDICINE) 

Mr.  Dexter  Cook 
PARLIAMENTARIAN 
Daniel  W.  Brake,  M.D. 

SPEAKER 

J.  Gavin  Appleby,  M.D. 

VICE-SPEAKER  OF  THE  HOUSE  OF  DELEGATES 
Hugh  Wells,  M.D. 

TWO  IMMEDIATE  PAST  PRESIDENTS 
William  H.  Hunter,  M.D. 

Halsted  M.  Stone,  M.D. 

PHYSICIAN  MEMBER  OF  BOARD  OF  DEPARTMENT  OF 
HEALTH  AND  ENVIRONMENTAL  CONTROL 
J.  Lorin  Mason,  M.D. 

PRESIDENT  OF  BOARD  OF  MEDICAL  EXAMINERS 
J.  Ernest  Lathem,  M.D. 

AMA  DELEGATES  AND  ALTERNATE  DELEGATES 

C.  Tucker  Weston,  M.D. 

Waitus  O.  Tanner,  M.D. 

John  C.  Hawk,  Jr.,  M.D. 

Donald  G.  Kilgore,  Jr.,  M.D. 

SCMA  OFFICERS  AND  COUNCILORS 
Euta  M.  Colvin,  M.D.,  President 
Randolph  D.  Smoak,  Jr.,  M.D.,  President-Elect 
Kenneth  N.  Owens,  M.D.,  Secretary 
U.  Hoyt  Bodie,  M.D.,  Treasurer 
Daniel  W.  Brake,  M.D.,  First  Vice  President 
John  W.  Simmons,  M.D.,  Second  Vice  President 
J.  Frank  Biggers,  III,  M.D.,  Councilor,  First  District 
Bartolo  M.  Barone,  M.D.,  Councilor,  First  District 
James  H.  Herlong,  M.D.,  Councilor,  Second  District 
Jack  L.  Ratliff,  M.D.,  Councilor,  Second  District 
E.  Mims  Mobley,  Jr.,  M.D.,  Councilor,  Third  District 
Charles  R.  Duncan,  Jr.,  M.D.,  Councilor,  Fourth  District 
Leonard  Douglas,  M.D.,  Councilor,  Fourth  District 
William  M.  Hull,  Jr.,  M.D.,  Councilor,  Fifth  District 
William  H.  Hester,  M.D.,  Councilor,  Sixth  District 
Davis  D.  Moise,  M.D.,  Councilor,  Seventh  District 

D.  Wayne  Whetsell,  M.D.,  Councilor,  Eighth  District 
J.  Sidney  Fulmer,  M.D.,  Councilor,  Ninth  District 
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PHYSICIANS 
TRY  AIR  FORCE 


Experience  Air  Force  medicine.  It  can  be  just  what  you’d 
like  your  medical  practice  to  be.  More  time  to  practice  medi- 
cine. More  time  with  your  family.  Even  more  time  for  your 
hobbies.  It’s  all  part  of  Air  Force  EXPERIENCE.  Talk  to  a 
member  of  our  medical  placement  team  today.  Find  out  how 
you  can  experience  the  perfect  medical  practice  as  an  AIR 
FORCE  PHYSICIAN. 


AIRFORCE 


USAF  Health  Professions 
741  Bultman  Drive,  Suite  18 
Sumter,  SC  29150  803-775-1819 


ELECTIONS:  1983 


(' Voting  will  take  place  Sunday,  April  17,  1983) 


OFFICERS:  President-Elect: 

First  Vice  President: 


Second  Vice  President: 


Secretary: 

Treasurer: 


Elected  annually,  limited  to  three  consecutive 
terms.  Daniel  W.  Brake,  M.D.,  elected  1982, 
first  term 

Elected  annually,  limited  to  three  consecutive 
terms.  John  W.  Simmons,  M.D.,  elected  1981, 
re-elected  1982 

Elected  annually,  limited  to  three  consecutive 
terms.  Kenneth  N.  Owens,  M.D.,  elected  1980, 
re-elected  1981,  1982 

Nominated  by  Council.  Elected  annually,  lim- 
ited to  three  consecutive  terms.  U.  Hoyt  Bodie, 
M.D.,  elected  1982,  first  term 


COUNCILORS: 

District  1: 

District  3: 

District  5: 
District  7: 

District  9: 

AMA  DELEGATE: 

AMA  DELEGATE  (NEW) 

AMA  ALTERNATE: 

AMA  ALTERNATE  (NEW) 


Limited  to  three  consecutive  two-year  terms 
Bartolo  M.  Barone,  M.D.  Elected  1978.  Re- 
elected 1979  (Odd-Even  Requirement).  Re- 
elected 1981.  Eligible  for  one  additional  term 
J.  Frank  Biggers,  III,  M.D.  Elected  1978.  Re- 
elected 1979  (Odd-Even  Requirement).  Re- 
elected 1981.  Eligible  for  one  additional  term 
E.  Mims  Mobley,  Jr.,  M.D.  Elected  1977.  Re- 
elected 1979  (Odd-Even  Requirement).  Re- 
elected 1981.  Eligible  for  one  additional  term 
William  M.  Hull,  Jr.,  M.D.  Elected  1979.  Re- 
elected 1981.  Eligible  for  one  additional  term 
Davis  D.  Moise,  M.D.  Elected  1975.  Re-elected 
1978.  Re-elected  1979  (Odd-Even  Require- 
ment). Re-elected  1981.  Not  eligible  for  re- 
election. 

J.  Sidney  Fulmer,  M.D.  Elected  1981.  Eligible 
for  two  additional  terms 

C.  Tucker  Weston,  M.D.,  term  expires 
12/31/83 

Term  January  1,  1983  through  December  31, 
1984 

John  C.  Hawk,  Jr.,  M.D.,  term  expires 
12/31/83 

Term  January  1,  1983  through  December  31, 
1984 
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SPEAKER  OF  THE  HOUSE: 


VICE  SPEAKER  OF  THE 
HOUSE: 


STATE  BOARD  OF 
MEDICAL  EXAMINERS: 


District  2: 
District  5: 


Limited  to  three  consecutive  two-year  terms.  J. 
Gavin  Appleby,  M.D.,  elected  1978  to  fill  unex- 
pired term  of  William  H.  Hunter,  M.D.  Re- 
elected 1979  and  1981.  Eligible  for  one  addi- 
tional term 


Limited  to  three  consecutive  two-year  terms. 
Hugh  H.  Wells,  M.D.,  elected  1978  to  fill  unex- 
pired term  of  J.  Gavin  Appleby,  M.D.  Re- 
elected 1979,  1981.  Eligible  for  one  additional 
term 


Foster  Marshall,  III,  M.D. 
Charles  W.  Brice,  Jr.,  M.D. 


When  a Problem 
Seems  Insurmountable 

your  patient  can  benefit  from  the  Southern  Pines  experience,  v*  M- ' 

Psychiatric  hospitalization  for  children,  adolescents  and  adults,  including  intense  treatment  f< 
programs,  short  and  intermediate-term  hospitalization,  crisis  intervention  and  a year-round  i ,, 
accredited  school  program.  Individualized  treatment  programs  are  developed  under  the  ^ 
direction  of  physicians. 

Eli  Breger,  M.D.;  Medical  Director 

Approved  for  CHAMPUS,  Blue  Cross,  Medicare  and  most  private  insurance.  • 

Southern  Pines  is  an  affiliate  of  The  Brown  Schools  of  Texas  and  is 
a Healthcare  International  hospital. 


SOUTHERN  PINES 

A Psychiatric  Hospital 


For  information  contact 
Peggy  Young,  A.C.S.W. 
Director  of  Admissions 
P.0.  Box  70489 
Charleston,  SC  29405 
(803)  747-5830 
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Stormy 

Weather 


Let  Ru-Tuss  Help  Your 
“Stormy”  Patient 
Come  Closer  to  Spring 

Prompt,  effective  treatment  with  Ru-Tuss® 
tablets  offers  welcome  relief  to  winter- 
cold  patients.  Ru-Tuss®  tablets  ease  con- 
gestion, relieve  respiratory-tract  itch  and 
the  need  to  sneeze. 


RIHUSS 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine 
Hydrochloride  25  mg  • Phenylpropanolamine  Hydrochlo- 
ride 50  mg  • Chlorpheniramine  Maleate  8 mg  • Hyoscy- 
amine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  mg 

• Scopolamine  Hydrobromide  0.01  mg  • Each  Ru-Tuss® 
tablet  acts  continuously  for  10  to  12  hours. 

• vasoconstrictor,  antihistaminic  actions 

• rapid  and  prolonged  relief  of  nasal  and 
sinus  congestion 

• convenient  b.i.d.  dosage 


BOOTS  WEATHER  SERVICE 

As  a personal  service  from  Boots: 

A weaker  forecast  for  anywhere  in 
North  America,  individually  provided 
by  a professional  meteorologist.  See 
your  Boots  representative  for  toll  free 
access. 


8 Boots  Pharmaceuticals,  Inc. 
Shreveport.  LA  71 106 
Pioneers  in  medicine  for  the  family 

Brief  Summary  of  Prescribing  Information  (see  attached) 


Brief  Summary  of  prescribing  information 

RU-TUSS' 

TABLETS 

INDICATIONS  AND  USAGE:  Ru-Tuss  Tablets 
provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory 
tract  tissues 

CONTRAINDICATIONS:  Hypersensitivity  to  anti- 
histamines or  sympathomimetics.  Ru-Tuss  Tablets 
are  contraindicated  in  children  under  12  years  of 
age  and  in  patients  with  glaucoma,  bronchial 
asthma  and  women  who  are  pregnant.  Concomi- 
tant use  of  MAO  inhibitors  is  contraindicated. 
WARNINGS:  Ru-Tuss  Tablets  may  cause  drowsi- 
ness. Patients  should  be  warned  of  possible- 
additive  effects  caused  by  taking  antihistamines 
with  alcohol,  hypnotics,  sedatives  or  tranquilizers. 
PRECAUTIONS:  Ru-Tuss  Tablets  contain  bella- 
donna alkaloids,  and  must  be  administered  with 
care  to  those  patients  with  urinary  bladder  neck 
obstruction.  Caution  should  be  exercised  when 
Ru-Tuss  Tablets  are  given  to  patients  with  hyper- 
tension, cardiac  or  peripheral  vascular  disease  or 
hyperthyroidism.  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery 
(See  WARNINGS:). 

OVERDOSAGE:  Since  the  action  of  sustained 
release  products  may  continue  for  as  long  as  12 
hours,  treatment  of  overdoses  directed  at  revers- 
ing the  effects  of  the  drug  and  supporting  the 
patient  should  be  maintained  for  at  least  that 
length  of  time.  Saline  cathartics  are  useful  for 
hastening  evacuation  of  unreleased  medication. 
In  children  and  infants,  antihistamine  overdosage 
may  produce  convulsions  and  death. 

ADVERSE  REACTIONS:  Hypersensitivity  reac- 
tions such  as  rash,  urticaria,  leukopenia  agranu- 
locytosis, and  thrombocytopenia  may  occur.  Other 
adverse  reactions  to  Ru-Tuss  Tablets  may  be 
drowsiness,  lassitude,  giddiness,  dryness  of  the 
mucous  membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary  frequency 
and  dysuria,  palpitation,  tachycardia,  hypoten- 
sion/hypertension, faintness,  dizziness,  tinnitus, 
headache,  incoordination,  visual  disturbances, 
mydriasis,  xerostomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epi- 
gastric distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia.  Large  overdoses  may 
cause  tachypnea,  delirium,  fever,  stupor,  coma 
and  respiratoryfailure. 

DOSAGE  AND  ADMINISTRATION:  Adults  and 
children  over  12  years  of  age,  one  tablet  morn- 
ing and  evening.  Not  recommended  for  children 
under  1 2 years  of  age.  Tablets  are  to  be  swal- 
lowed whole. 

Federal  law  prohibits  dispensing  without  pre- 
scription. 

8 Boots  Pharmaceuticals,  Inc. 

Shreveport.  LA  71 106 
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REPORT  OF  COUNCILOR, 
FIRST  MEDICAL  DISTRICT 

I take  this  opportunity  to  thank  the  metro- 
politan district  membership  of  Charleston  County 
for  allowing  me  to  serve  as  their  Councilor  this 
past  year.  It  has  been  a full  and  rewarding  year. 

The  Charleston  County  Medical  Society  has 
been  very  active  in  monitoring  the  activities  of  the 
Palmetto  Lowcountrv  HSA. 

A committee  has  been  set  up  by  the  President 
which  is  charged  with  helping  to  resolve  the  indi- 
gent care  problem  in  the  Charleston  area.  This 
committee  will  probably  see  some  in-depth  work 
during  the  course  of  the  current  year. 

The  membership  of  the  Charleston  County- 
Medical  Society7  continues  to  increase  with  many 
new  physicians  moving  into  practice  in  this  area. 

Our  President,  Dr.  Walton  Ector,  has  been  most 
instrumental  in  involving  the  full-time  faculty  at 
the  Medical  University  Hospital  in  the  affairs  of 
the  County  Medical  Society.  We  hope  to  translate 
this  interest  into  more  active  membership  in  the 
S.  C.  Medical  Association. 

Thank  you  for  your  courteous  attention. 

Respectfully  submitted, 
Bartolo  M.  Barone,  M.D., 
Councilor,  First  District 


REPORT  OF  COUNCILOR, 
SECOND  MEDICAL  DISTRICT 

It  has  been  a pleasure  serving  as  Councilor  of 
the  Second  District,  and  I must  say  that  this  has 
been  a rather  busy  year.  I have  tried  to  attend  as 
many  of  the  overall  Council  meetings  as  possible 
and  to  carry  out  my  duties  to  the  best  of  my 
capacity.  Serving  as  Vice  Chairman  of  Council,  I 
have,  therefore,  been  on  the  Executive  Commit- 
tee as  well. 

Committee  work  has  been  very  time-consum- 
ing, since  I have  also  served  on  the  Constitution 
and  Bylaws  Committee  and  the  Committee  to 
Plan  State  Meetings.  Just  recently,  I was  ap- 
pointed to  an  Ad  Hoc  Committee  of  Council  to 
serve  as  one  of  the  liaison  representatives  with  a 
small  group  from  the  Chiropractic  Association. 
Our  purpose  was  to  try  to  modify  or  negotiate  in 
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some  way  the  Chiropractic  Scope  Bill  which  is 
coming  before  the  Legislature  this  year.  The  latter 
has  been  rather  involved,  and  we  have  certainly 
made  efforts  on  this  Bill,  which  is  very  important 
to  the  people  of  South  Carolina. 

As  Chairman  of  the  SCMA  Personnel  Commit- 
tee, I have  made  recommendations  to  Council 
regarding  staff  matters.  A major  part  of  this  com- 
mittee’s work  this  past  year  was  the  development 
and  approval  of  a new  policy  for  staff  perfor- 
mance appraisal  and  a Staff  Merit  Reimburse- 
ment System.  Council  approved  these  recommen- 
dations and  they  have  been  implemented  over  the 
past  six  months. 

To  provide  input  from  Council  to  our  local 
medical  society,  I have  attended  meetings  of  the 
Executive  Committee  of  the  Columbia  Medical 
Society  whenever  possible. 

I would  like  to  compliment  the  entire  staff  of 
the  SCMA  for  their  superb  work  and  support  they 
have  given  all  of  us  during  the  past  year. 

Respectfully  submitted, 
James  H.  Herlong,  M.D., 
Councilor 

Second  Medical  District 

REPORT  OF  COUNCILOR, 
FOURTH  MEDICAL  DISTRICT 

Once  again  I would  like  to  express  my  apprecia- 
tion to  the  House  of  Delegates  and  to  the  member- 
ship of  SCMA  for  the  privilege  of  serving  our 
Association  as  Councilor  for  the  Fourth  Medical 
District. 

This  past  year  has  been  a busy  one  indeed.  At 
the  reorganizational  meeting  of  Council  following 
our  Annual  Meeting,  I was  elected  Chairman  of 
Council.  I cherish  this  honor  and  hope  that  I have 
merited  the  confidence  of  Council  during  the  past 
year. 

Our  challenges  as  physicians  in  the  Fourth 
Medical  District  are  many,  just  as  in  all  of  the 
SCMA,  but  so  are  the  opportunities.  We  must 
continue  to  address  and  seek  solutions  to  the  prob- 
lems which  confront  medicine  today  in  a forth- 
right manner,  such  as  improving  the  health  and 
providing  care  for  the  poor  and  medically  indi- 
gent, regardless  of  their  ability  to  pay,  aiding  in 
solutions  to  the  many  problems  of  the  elderly, 
stressing  prevention  of  health  problems  to  our 
citizens,  volunteering  our  help  as  physicians 
where  it  is  needed  — to  mention  a few. 
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In  our  District,  we  continue  to  improve  cost 
effective  programs  in  health  care  delivery  such  as 
improved  outpatient  services.  Our  legislative  and 
political  activities  continue  strong  in  our  District, 
but  need  improvement.  Many  of  our  physicians 
spent  long,  hard  hours  working  for  the  election  of 
legislators  who  are  friends  of  medicine,  and 
mostly  we  were  successful.  And  lastly,  member- 
ship in  SCMA  continues  to  be  a concern.  We  still 
have  physicians  who  refuse  to  join  SCMA.  They 
“hear  our  story,”  but  refuse  to  listen.  At  times,  on 
attempting  to  convince  a hard-core  “holdout” 
physician  to  join  us,  I am  asked,  “What  does  the 
SCMA  do  for  me?”  I believe  they  already  know. 
Hopefully,  all  physicians  will  listen,  appreciate 
and  join  in  the  activities  of  organized  medicine,  to 
provide  for  better  health  for  all  of  our  patients. 

I know  of  no  problems  in  our  District  which  are 
not  receiving  the  attention  of  the  SCMA.  Thank 
you  again  for  allowing  me  to  serve  as  your 
Councilor. 

Respectfully  submitted, 

Leonard  W.  Douglas,  M.D. 

Councilor,  Fourth  District 


REPORT  OF  COUNCILOR, 
EIGHTH  MEDICAL  DISTRICT 

The  Eighth  District  of  the  South  Carolina  Med- 
ical Association  is  composed  of  Allendale,  Bam- 
berg, Barnwell,  Calhoun,  Hampton  and  Orange- 
burg Counties.  My  first  term  as  Councilor  repre- 
senting this  District  began  in  May,  1982  and  will 
terminate  in  1984. 

The  bimonthly  Council  meetings  have  been 
attended  and  used  to  familiarize  myself  with 
SCMA  proceedings.  Also,  a South  Carolina  Medi- 
cal Association  Legislative  Seminar  was  held  in 
Greenville  in  September,  1982  in  conjunction 
with  the  regular  Council  meeting.  During  the 
same  time  period,  a new  SCMA  Committee  on 
Aging  was  established,  with  this  Councilor  being 
named  as  Chairman. 

Other  active  SCMA  members  from  the  Eighth 
District  include  President-Elect  Randy  Smoak; 
Boyce  Lawton,  Chairman  of  the  JUA  Claims 
Committee;  and  Henry  Frierson,  Chairman  of  the 
Medical  Services  Committee,  as  well  as  numerous 
other  committee  members  on  the  various  SCMA 
committees. 
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As  of  December  22,  1982,  the  Eighth  District 
had  a total  of  112  practicing  physicians,  57  of 
which  were  SCMA  members,  and  11  SOCPAC 
members.  The  1983  Presidents  of  the  various 
county  societies  of  the  District  include:  Allendale 
— Dr.  W.  R.  Tuten,  Jr.;  Bamberg  — Dr.  Joseph 
Thomas,  Sr.;  Barnwell  — Dr.  Campbell  C.  Free- 
man; Edisto  — Dr.  Dallas  W.  Lovelace,  III;  and 
Hampton  — Dr.  Harrison  L.  Peeples. 

Respectfully  submitted, 

Wayne  Whetsell,  M.D., 

Councilor,  Eighth  Medical  District 

REPORT  OF  COUNCILOR, 
SEVENTH  MEDICAL  DISTRICT 

This  is  the  eighth  and  last  year  that  I will  have 
the  privilege  of  serving  as  your  Councilor.  I have 
attempted  to  study  and  vote  on  all  issues  in  your 
best  interest.  During  the  last  eight  years,  your 
medical  association  has  shown  remarkable  growth 
and  nowr  has  a fine  staff  ready  and  able  to  assist 
you  in  caring  for  the  patients  in  South  Carolina. 

Political  trends  probably  produce  some  of  the 
most  difficult  problems  that  the  medical  profes- 
sion has  to  face.  If  all  of  the  doctors  in  South 
Carolina  were  members  of  the  associations,  they 
could  be  heard  far  better  in  the  halls  of  the  legisla- 
ture at  both  the  state  and  national  level.  Let’s  try 
to  see  that  each  county  society  has  100  percent  of 
the  doctors  in  the  county,  state  and  national  medi- 
cal associations.  The  result  would  be  heard  in 
Columbia  and  Washington. 

Respectfully  submitted, 

Davis  D.  Moise,  M.D., 

Councilor,  Seventh  Medical  District 


REPORT  OF  THE  SECRETARY 

It  has  again  been  my  pleasure  to  serve  as  your 
Secretary  for  the  1982-1983  year.  The  SCMA  is 
stronger  than  ever,  and  it  is  through  your  efforts  as 
members  that  we  have  been  able  to  assume  this 
position. 

I would  again  like  to  thank  our  Recording  Sec- 
retary to  Council,  Mrs.  Joy  Drennen,  for  her  care- 
ful reporting  of  Council  and  Executive  Commit- 
tee business.  I would  also  like  to  express  my  appre- 


ciation to  Mr.  Bill  Watson  for  the  excellent  work 
he  has  done  in  assuming  the.  position  of  staff 
liaison  for  the  Membership  Committee. 
Respectfully  submitted, 

Kenneth  N.  Owens,  M.D.,  Secretary 


REPORT  OF  EDITOR, 

THE  JOURNAL 

The  Editorial  Board  of  The  Journal  has  been 
increasingly  active,  participating  in  all  major  de- 
cisions pertaining  to  management  of  The  Journal 
and  editorial  policy.  In  addition,  the  Board  held  a 
mid-year  meeting  to  review  editorial  priorities 
and  other  matters,  such  as  criteria  for  the  Roe 
Foundation  Award  for  Practicing  Physicians,  and 
approval  of  “special”  issues. 

The  number  of  unsolicited  manuscripts  submit- 
ted to  The  Journal  continues  to  increase.  It  has 
been  gratifying  to  note  that  there  appears  to  be 
renewed  interest  among  the  state’s  practitioners  to 
publish  their  findings  in  The  Journal  of  the  South 
Carolina  Medical  Association. 

Given  an  increasing  number  of  manuscripts, 
the  Editorial  Boad  re-emphasizes  articles  to  be 
given  priority  for  publication: 

(1)  original  scientific  articles  by  practicing 
physicians, 

(2)  timely  review  articles  by  faculty  physi- 
cians, and 

(3)  articles  of  unique  interest  to  physicians 
practicing  in  South  Carolina 

We  re-emphasize  our  position  that  the  state  medi- 
cal journal  is  not  the  place  for  original  scientific 
contributions  by  institution-based  physicians  and 
other  persons  whose  contributions  should  or- 
dinarily be  submitted  to  a refereed  journal  in  one 
or  another  field. 

The  efforts  of  our  Managing  Editor,  Joy  Dren- 
nen, have  been  invaluable  to  the  Editor  and  the 
Editorial  Board.  In  addition  to  her  devoted  efforts 
toward  publishing  The  Journal,  she  is  conducting, 
with  quiet  efficiency,  an  ongoing  advertising 
campaign  which,  relative  to  other  state  medical 
journals,  is  doing  quite  well  and  should  contribute 
to  offsetting  the  spiralling  costs  of  printing  and 
mailing  The  Journal. 

We  have  received  many  comments  concerning 
the  improved  appearance  of  The  Journal.  This  is 
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due  to  two  factors.  First,  the  inclusion  of  the 
Legislative  Update,  the  SCMA  Newsletter  and  the 
CME  calendar  as  inserts  has  enabled  us  to  go  to 
what  is  known  in  the  trade  as  “perfect  binding.” 
Secondly,  and  more  importantly,  the  covers  have 
been  graced  with  the  splendid  efforts  of  Dr. 
Thomas  Leland  of  Charleston,  and  Mrs.  Anne 
Donato  of  the  Waring  Library  Society. 

It  continues  to  be  a privilege  to  serve  as  Editor 
of  The  Journal. 

Respectfully  submitted, 

Charles  S.  Bryan,  M.D.,  Editor 


Members:  Editorial  Board 

Charles  S.  Bryan,  M.D.,  Editor 

Edward  E.  Kimbrough,  M.D.,  Editor  Emeritus 

Charles  N.  Still,  M.D. 

E.  Mims  Mobley,  Jr.,  M.D. 

Thomas  M.  Leland,  M.D. 

William  H.  Hunter,  M.D. 

W.  Curtis  Worthington,  Jr.,  M.D. 

Arthur  F.  DiSalvo,  M.D. 

J.  Sidney  Fulmer,  M.D. 

Frederick  L.  Greene,  M.D. 

C.  Warren  Derrick,  Jr.,  M.D. 

Albert  Cannon,  M.D. 


COMMISSION  AND  COMMITTEE  REPORTS 


COMMISSION  ON  PUBLIC 
AFFAIRS  AND 

PROFESSIONAL  RELATIONS 

Committees  comprising  the  Commission  on 
Public  Affairs  and  Professional  Relations  include: 
Committee  on  Legislative  Activities,  Committee 
on  Constitution  and  Bylaws,  Committee  on  Alco- 
hol, Drug  Abuse  and  Impaired  Physicians,  Media- 
tion Committee,  Laboratory  Quality  Control 
Committee,  and  the  South  Carolina  Political  Ac- 
tion Committee  (SOCPAC).  Two  other  commit- 
tees which  came  under  the  purview  of  this 
Commission  by  virtue  of  their  nature  were:  the  Ad 
Hoc  Committee  on  Cancer  Clinic  Funding  and 
the  Interprofessional  Code  Committee. 

Most  of  these  committees  were  assigned  (or 
elected)  new  Chairmen  during  the  past  year,  and 
all  are  performing  smoothly  under  our  Commis- 
sion structure  with  able  assistance  from  SCMA 
staff  assigned  to  this  Commission  — J.  Frank 
Rogers,  Jr.,  Kay  L.  Douglass,  and  William  L. 
Watson. 

The  Committee  on  Legislative  Activities,  by  far 
the  largest  SCMA  committee  with  sixty  (60)  mem- 
bers, will  see  a drastic  reduction  in  its  membership 
as  per  recommendations  emitting  from  the  SCMA 
Council  Retreat  in  October  of  last  year.  The  Re- 
treat, entitled  “Effective  State  Legislation  and 
Political  Action,”  addressed  the  issues  of  (1)  Legis- 
lative Priorities;  (2)  Legislative  Effectiveness  and 
Effective  Political  Action  in  State  Races;  and  (3) 
Guidelines  for  Effective  Candidate  Selection. 
Members  of  SCMA  Council,  the  Legislative  Ac- 
tivities Committee  and  the  SOCPAC  Board  were 


in  attendance  to  listen  and  to  react  to  some  excel- 
lent guest  speakers  on  the  above  subjects. 

Some  very  useful  recommendations  were  pro- 
duced as  a result  of  the  panel  discussions  to  aid  in 
improving  our  “grass  roots”  lobbying  system  and 
to  develop  a better  system  for  candidate  selection 
by  SOCPAC.  All  of  these  recommendations  have 
been  approved  by  SCMA  Council  and  are  being 
disseminated  to  the  appropriate  committees  for 
implementation. 

The  Committee  on  Legislative  Activities, 
meanwhile,  has  met  three  times  this  year  and 
continues  to  monitor  medically-important  legisla- 
tion. Under  the  new  leadership  of  Chairman  G.  B. 
Hodge,  M.D.,  this  committee  continues  to  per- 
form its  duties  in  a most  efficient  manner,  over- 
seeing such  programs  as  the  Doctor  of  the  Day 
Program  at  the  State  House,  the  Annual  Legisla- 
tive Dinner,  and  the  Washington  Congressional 
Trip.  The  SCAPELL  Program,  our  key-man  con- 
tact system,  is  comfortably  in  place  since  being 
instituted  in  1981. 

The  Committee  on  Constitution  and  Bylaws  has 
an  excellent  new  Chairman,  U.  X.  Cullum,  Jr., 
M.D.  The  committee  has  met  only  once  this  year; 
however,  most  of  the  deliberation  over  a major 
Constitutional  item  — Dual  Office  Holding  — 
was  shifted  to  the  SCMA  Executive  Committee. 
The  results  of  these  deliberations  and  other  rec- 
ommended revisions  to  the  SCMA  Constitution 
and  Bylaws  can  be  found  in  its  respective  commit- 
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tee’s  report. 

The  Mediation  Committee  has  not  met  during 
the  past  year  due  to  fewer  complaints  and  an 
increasing  number  of  component  medical  so- 
cieties with  active  grievance  committees.  Of  the 
four  (4)  complaints  which  came  before  the  Media- 
tion Committee  this  year,  three  were  referred  to 
the  respective  county  society’s  grievance  commit- 
tee and  settled,  and  one  was  arbitrated  by  the 
newly-appointed  Chairman,  J.  Capers  Hiott, 
M.D.  Dr.  Hiott  has  taken  over  his  new  duties  in  a 
most  efficient  manner. 

The  Committee  on  Alcohol  and  Drug  Abuse 
and  Impaired  Physicians  is  currently  working 
with  the  S.  C.  Highway  Department  in  establish- 
ing protocols  for  testing  for  DUI  and  controlled 
substances,  such  as  marijuana.  The  Committee 
has  developed  two  intervention  contracts  — one 
dealing  with  getting  physicians  into  rehabilitation 
programs  and  another  dealing  with  follow-up  and 
after  care,  or  post-rehabilitation.  Thirty-one  in- 
terventions have  been  accomplished  by  the  com- 
mittee since  its  inception. 

Dr.  Skottowe  R.  Fishburne,  Jr.  continues  as 
Chairman  of  this  worthwhile  and  needed  com- 
mittee and  should  be  commended  for  his  dedica- 
tion to  its  purpose.  The  Committee  will  be 
sponsoring  an  Impaired  Physician  Workshop  dur- 
ing the  SCMA  Annual  Meeting  and  will  feature 
guest  speaker,  Douglas  Talbott,  M.D.  of  Ridge- 
view  Institute,  Smyrna,  Georgia. 

The  Laboratory  Quality  Control  Committee 
has  not  met  during  the  past  year  but  remains  in  an 
advisory  capacity,  when  requested,  to  assist  physi- 
cians having  problems  with  office  laboratory 
work.  Chairman  Charles  M.  Fogarty,  M.D.  should 
be  contacted  regarding  any  problems  in  this  area. 

The  South  Carolina  Political  Action  Committee 
(SOCPAC)  was  very  active  during  the  past  elec- 
tion year,  contributing  approximately  $30,000  to 
candidates  for  House  races.  A complete  listing  of 
recipients  and  contributions  by  AMPAC  to 
Federal  elections  can  be  found  in  the  SOCPAC 
report.  A new  Chairman  was  elected  during  the 
Annual  Meeting  in  1982  and  she  is  Mrs.  J.  Ray 
(Mary)  Ivester.  Mrs.  Ivester  had  been  an  Auxiliary 
representative  to  the  Board  for  several  years,  and 
has  carried  out  her  duties  as  Chairman  during  the 
past  year  in  a most  efficient  manner. 

Of  course,  membership  is  the  key  to  SOCPAC ’s 
success,  and  the  membership  list  is  down  some- 
what from  this  time  last  year.  Everyone  is  encour- 


aged to  join  SOCPAC  and  to  get  his  fellow 
physicians  to  join,  also. 

A special  Ad  Hoc  Committee  was  appointed  by 
Council  to  work  with  a similar  committee  from 
the  S.  C.  Hospital  Association  in  behalf  of  the  State 
Aid  Cancer  Clinic  Program.  Several  meetings 
were  held  during  the  year,  and  there  is  major 
sentiment  to  move  the  program  to  some  state 
agency  other  than  DHEC,  since  DHEC  empha- 
sizes preventive  health  programs  rather  than 
treatment  programs.  The  Medical  University  of 
S.  C.  in  Charleston  is  a possible  location,  but  de- 
tails would  have  to  be  worked  out  with  DHEC  for 
the  transition  to  occur.  Negotiations  are  still  in 
progress. 

The  Medical-Legal  Interprofessional  Code  was 
adopted  by  the  1982  SCMA  House  of  Delegates. 
Since  that  time,  a joint  committee  made  up  of 
physicians  and  lawyers  has  been  appointed  to 
arbitrate  disputes  of  a professional  nature  directly 
addressed  by  the  Interprofessional  Code.  The 
physician  members  of  the  Interprofessional  Code 
Committee  are  William  F.  Fairey,  M.D.,  J.  Ca- 
pers Hiott,  M.D.,  and  Walter  J.  Roberts,  M.D., 
Chairman. 

The  committee  has  met  twice  during  the  year, 
and  at  its  most  recent  meeting  of  January  5,  1983, 
finalized  the  Rules  of  Procedure  which  will 
govern  the  proceedings  when  attorneys  and  phy- 
sicians bring  their  interprofessional  disputes  be- 
fore this  body  for  resolution. 

I am  pleased  to  have  been  able  to  serve  as 
Commissioner  of  Public  Affairs  and  Professional 
Relations  during  the  past  year,  not  only  because  of 
the  satisfaction  of  being  involved  in  one  of  the 
most  active  and  important  commissions  within 
the  SCMA,  but  for  the  knowledge  derived  from 
my  experience. 

Respectfully  submitted, 

Daniel  W.  Brake,  M.D.,  Commissioner 
Commission  on  Public  Affairs  and 
Professional  Relations 

February,  1983 
Commission  Members: 

G.  B.  Hodge,  M.D. 

U.  X.  Cullum,  Jr.,  M.D. 

Skottowe  B.  Fishburne,  Jr.,  M.D. 

J.  Capers  Hiott,  M.D. 

Charles  M.  Fogarty,  M.D. 

Mrs.  Mary  Ivester 
Walter  J.  Roberts,  Jr.,  M.D. 
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COMMISSION  ON  SCIENTIFIC 
AFFAIRS  AND  MEDICAL 
EDUCATION 

The  Commission  on  Scientific  Affairs  and  Med- 
ical Education  functions  to  coordinate  the  projects 
of  several  active  committees.  This  report  will 
highlight  committee  accomplishments  between 
May  of  1982  and  the  present. 

The  Committee  on  Continuing  Medical  Educa- 
tion has  dedicated  the  majority  of  its  efforts  to 
organizing  scientific  sessions  for  the  SCMA’s  An- 
nual Meeting.  The  end  product  is  65  total  hours  of 
accredited  instruction  available  to  the  member- 
ship of  which  a member  can  obtain  up  to  21.5 
hours  of  AMA  Category  I or  AAFP  Prescribed 
hours.  The  Committee  is  organizing  a vacation 
and  CME  package  at  Hilton  Head,  October  2-7, 
1983.  The  program  will  be  marketed  in  the  east- 
ern, northern  and  midwestern  regions  of  the 
United  States  in  an  attempt  to  generate  income  for 
SCMA. 

The  Committee  on  Perinatal  and  Maternal 
Health  has  applied  for  a grant  to  fund  a region- 
alized perinatal  transport  system  in  South  Caro- 
lina. Need  for  an  organized  approach  for 
transport  came  about  through  the  Committee’s 
review  of  the  Maternal  and  Child  Health  Block 
Grant. 

The  Committee  continued  its  review  of  mater- 
nal and  infant  morbidity  occurring  under  physi- 
cian care  and  is  tracking  maternal  and  infant 
morbidity  and  mortality  associated  with  home 
deliveries. 

The  SCMA/SCHA  Joint  Project  to  Improve 
Relations  in  the  Hospital  conducted  its  second 
annual  conference  for  trustees,  administrators  and 
physicians.  This  year’s  conference  addressed  hos- 
pital costs  and  delineated  the  responsibilities  of 
hospital  boards,  administration  and  medical  staffs 
in  containing  costs.  In  total,  160  people  attended 
including  40  hospital  administrators,  60  physi- 
cians and  60  hospital  trustees. 

The  Committee  on  Cost  Containment  has  de- 
veloped a good  working  relationship  with  business 
coalitions  and  is  exploring  means  of  reducing  costs 
of  medical  care,  including:  increased  use  of  out- 
patient procedures,  economic  incentives  to  physi- 
cians for  surgery  performed  in  the  least  expensive 
setting,  cost  effective  health  care  benefits  design, 
a speakers  bureau  on  wellness,  standardization  of 
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return  to  work  forms  and  physicians  education  on 
cost  efficient  office  practices. 

The  Committee  on  Nursing  and  Other  Non- 
M.D.  Health  Professionals  reviewed  and  recom- 
mended SCMA  opposition  to  the  National  Com- 
mission on  Nursing’s  recommendations  on 
expanded  roles  for  nurses,  has  investigated  the 
cost  effectiveness  of  educating  baccalaureate  and 
associate  degreed  nurses,  and  continues  to  provide 
input  into  proposed  nursing  competencies  for  the 
Commission  on  Higher  Education. 

The  SCMA/SC  Nursing  Association  Joint  Prac- 
tice Liaison  Committee  surveyed  Chiefs  of  Medi- 
cal Staff,  Nursing  Directors,  and  Hospital  Admin- 
istrators to  determine  number  and  purposes  of 
hospital  based  physician/nurse  committees,  lines 
of  communication  between  the  nurses  and  physi- 
cians and  identify  sources  of  job  satisfaction  for 
nurses.  Although  a number  of  committees  and 
communication  links  exist,  one  to  one  informal 
communications  predominated.  One  to  one 
nurse/physician  communications  was  also  deter- 
mined to  lead  to  the  greatest  job  satisfaction  for 
nurses. 

Respectfully  submitted, 

Kenneth  N.  Owens,  M.D.,  Commissioner 

Members,  Commission  on  Scientific  Affairs  and 
Medical  Education: 

Kenneth  N.  Owens,  M.D.,  Commissioner 
James  M.  Long,  III,  M.D.,  Chairman,  Committee 
on  Continuing  Medical  Education 
Tom  L.  Austin,  M.D.,  Co-Chairman,  Committee 
on  Perinatal  and  Maternal  Health 
Hal  R.  Rubel,  M.D.,  Co-Chairman,  Committee  on 
Perinatal  and  Maternal  Health 
Jack  L.  Ratliff,  M.D.,  Chairman,  Cost  Contain- 
ment Committee 

Skottowe  B.  Fishburne,  M.D.,  Chairman,  Com- 
mittee on  Alcohol,  Drug  Abuse  and  Impaired 
Physicians 

William  L.  Davis,  M.D.,  Co-Chairman,  SCMA/ 
SCHA  Joint  Project  to  Improve  Relations  in  the 
Hospital 

David  Stokes,  M.D.,  Chairman,  Committee  on 
Nursing  and  Other  Non-M.D.  Health  Profes- 
sionals 
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Following  in  the  footsteps  of  former  Chairman, 
Daniel  W.  Brake,  M.D.,  has  been  a difficult  task 
for  the  new  Chairman  and  Vice  Chairman.  How- 
ever, the  committee  is  continuing  to  meet  on  its 
regularly  scheduled  basis,  the  first  Thursday  of 
alternate  months,  and  we  feel  it  is  accomplishing 
its  charge  as  stated  in  the  Constitution  and  Bylaws. 
Attendance  at  meetings  has  been  excellent,  and  all 
members  do  their  “homework”  prior  to  each 
meeting. 

New  committee  members,  James  Cheezem, 
M.D.,  James  Carnes,  M.D.,  and  Dwight  L.  Robert- 
son, M.D.,  have  made  valuable  contributions  de- 
spite their  newness  to  the  job.  The  committee  is 
particularly  grateful  to  the  consultants  we  have 
used  this  past  year,  especially  B.  Daniel  Paysinger, 
M.D.,  a Columbia  Neurosurgeon. 

The  committee  is  facing  budgetary  problems 
because  current  economic  conditions  have  forced 
a cutback  in  monies  available  from  Blue  Cross  and 
Blue  Shield  and  the  S.  C.  Department  of  Social 
Services  for  the  Medicaid  program.  However,  we 
are  attempting  to  offset  these  reduced  funds 
somewhat  by  in-house  cost-savings  measures, 
hopefully  without  reducing  the  efficiency  and 
effectiveness  of  the  committee’s  work. 

A trend  toward  a reduction  in  patterns  of  prac- 
tice reviews  has  been  noticed  this  year,  with  only 
one  having  been  conducted  at  the  time  this  report 
is  being  prepared,  and  one  scheduled  for  the 
February,  1983  meeting.  Also,  review  of  claims 
for  private  insurance  carriers  has  diminished, 
with  only  eleven  having  been  considered  from 
June  through  December,  1982. 

A major  part  of  the  committee’s  work,  however, 
has  been  in  considering  and  making  recommen- 
dations on  new  procedures  and  techniques,  as  well 
as  guidelines  for  various  treatment  modalities. 
Matters  such  as  Continuous  Chemotherapy  Infu- 
sion, the  new  Implantable  Infusion  Pump,  tech- 
niques in  the  treatment  of  allergies  and  psoriasis, 
criteria  for  CT  myelography,  and  streptokinase 
treatment  by  coronary  artery  perfusion,  have  re- 
ceived careful  study  by  the  committee. 

Other  major  areas  of  discussion  included  a pro- 
posed new  Cardiac  Rehabilitation  Program  for 
Columbia,  “sleep  studies,”  treatment  of  tumors  by 
hyperthermia  with  chemotherapy,  and  new  respi- 


ratory care  guidelines  developed  by  the  Blue 
Cross  and  Blue  Shield  Association  in  conjunction 
with  the  American  College  of  Physicians,  the 
American  College  of  Surgeons  and  the  American 
Academy  of  Pediatrics.  Also  considered  were  the 
laboratory  for  capillary  studies  at  MUSC,  exercise 
rehabilitation  in  patients  with  chronic  obstructive 
pulmonary  disease,  and  dialysable  leukocyte  ex- 
tract treatment. 

As  a member  service,  the  committee  attempted 
to  deal  with  many  problems  referred  at  the  re- 
quest of  physicians  throughout  the  state,  includ- 
ing the  request  for  payment  for  CT  scans  in 
private  physicians’  offices.  The  committee,  with 
the  help  of  consultant  U.  Hoyt  Bodie,  M.D.,  felt 
that  outpatient  CT  scanning  is  a valid  entity, 
provided  adequate  guidelines  for  the  use  of  outpa- 
tient CT  scanning  are  developed  and  imple- 
mented. The  insurance  carrier,  however,  was 
unwilling  to  change  its  non-payment  policy. 

The  committee  continues  in  its  efforts  to  help 
alleviate  problems  and  improve  communications 
between  physicians  and  insurance  carriers.  The 
members  of  the  Association  should  feel  free  to 
refer  any  such  problems  to  us  for  assistance. 
Respectfully  submitted, 

Edward  L.  Proctor,  M.D.,  Chairman 
Charles  G.  Sasser,  M.D.,  Vice  Chairman 

Committee  Members: 

Edward  L.  Proctor,  M.D. 

Charles  G.  Sasser,  M.D. 

David  H.  Postles,  Jr.,  M.D. 

Melton  R.  Stuckey,  M.D. 

Edward  C.  Mattison,  M.D. 

Charlton  P.  Armstrong,  M.D. 

J.  Y.  White,  M.D. 

William  W.  Duke,  M.D. 

William  Eckstein,  M.D. 

Kenneth  W.  Smith,  M.D. 

David  Gatti,  M.D. 

James  A.  Cheezem,  M.D. 

James  E.  Carnes,  M.D. 

Dwight  L.  Robertson,  M.D. 

B.  Daniel  Paysinger,  M.D.,  Appointed  Consultant 
E.  Arthur  Dreskin,  M.D.,  Appointed  Consultant 
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CONTINUING 
MEDICAL  EDUCATION 
COMMITTEE 

Primary  among  the  activities  of  the  Committee 
on  Continuing  Medical  Education  has  been  the 
preparation  of  scientific  sessions  for  SCMA’s  An- 
nual Meeting.  These  efforts  have  culminated  in  65 
total  hours  of  available  accredited  instruction  in 
multiple  topics  of  specialty  and  general  interest. 
Any  one  member  of  the  Association  could  attend 
21.5  hours. 

The  Committee  is  organizing  a combined  vaca- 
tion and  CME  Conference  October  2-7,  1983  in 
Hilton  Head.  Although  available  to  the  member- 
ship, the  Conference  is  being  marketed  to  out  of 
state  physicians  with  the  intention  of  generating 
income  for  future  SCMA  activities. 

The  CME  program  of  the  McLeod  Memorial 
Hospital  and  Anderson  Memorial  Hospital  have 
been  resurveyed.  Reaccreditation  recommenda- 
tions for  both  programs  have  been  made  to  the 
Accreditation  Council  on  Continuing  Medical 
Education. 

Respectfully  submitted, 

James  M.  Long,  III,  M.D.,  Chairman 
April,  1983 
Committee  Members: 

James  M.  Long,  III,  M.D. 

Frederick  G.  Jones,  M.D. 

William  R.  DeLoache,  M.D. 

Benton  Montgomery,  M.D. 

Grady  H.  Hendrix,  M.D. 

W.  Marcus  Newberry,  M.D. 

William  A.  Klauber,  M.D. 

Thomas  W.  Campbell,  Jr.,  M.D. 

Dana  Mitchell,  M.D. 

Richard  Hunton,  M.D. 

N.  B.  Baroody,  M.D. 

O’Neill  Barrett,  M.D. 

Edward  Booker,  M.D. 

Roderick  Macdonald,  M.D. 

Joe  Freed,  M.D. 

Hugh  Wells,  M.D. 

Richard  Von  Buedingen,  M.D. 

R.  Ramsey  Mellette,  M.D. 

Edward  E.  Kimbrough,  M.D. 

James  G.  Halford,  Jr.,  M.D. 
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Richard  S.  Pollitzer,  M.D. 

James  Haynes,  M.D. 


BRIEF  SUMMARY 
PROCARDIA®  CAPSULES 

(nifedipine) 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria:  1)  classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm.  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied.  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  eg.,  where  pairvhas  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and/or  adequate  doses  of  beta  blockers. 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and/or  organic  nitrates 
or  who  cannot  tolerate  those  agents. 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete. 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities.  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs.  (See  Warnings.) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA. 

WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorty  tol- 
erated hypotension.  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers. 

Severe  hypotension  and/or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia.  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  of  fentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out. 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases.  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone. 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines. Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release.  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation.  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA.  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event. 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular  re- 
sistance, careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested.  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure.  (See  Warnings.) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction , occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA.  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy.  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  betaken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction. 

Drug  interactions:  Beta-adrenergic  blocking  agents:  (See  Indications  and  Warnings. ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina. 

Long-acting  nitrates:  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination. 

Digitalis:  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers.  The  average  increase  was  45%.  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease.  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed.  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adjust- 
ing, and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization. 

Carcinogenesis,  mutagenesis,  impairment  of  fertility:  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose. 

Pregnancy:  Category  C.  Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys. 

ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness, 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients, transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%. 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal medication.  Additionally,  the  following  have  been  reported:  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stiffness,  shaki- 
ness, sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties.  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension. 

In  addition , more  serious  adverse  events  were  observed , not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients.  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related.  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%.  Ventricular  arrhythmias  or  conduction  distur- 
bances each  occurred  in  fewer  than  0.5%  of  patients. 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase, CPK,  LDH,  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy.  The  relationship  to  PROCARDIA  therapy  is 
uncertain.  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature. 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine. 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-66),  300  (NDC  0069- 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41).  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59°  to  77°F  (15°  to  25°C)  in  the  man- 
ufacturer's original  container. 

More  detailed  professional  information  available  on  request. 
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ALCOHOL,  DRUG  ABUSE  AND 
IMPAIRED  PHYSICIANS 

The  Committee  on  Alcohol,  Drug  Abuse  and 
Impaired  Physicians  is  organized  by  medical  re- 
gion and  has  a minimum  of  one  member  repre- 
senting each  of  SCMA’s  nine  medical  districts. 
Activities  are  further  subdivided  into  two  sub- 
groups. The  Physicians  Action  Committee  inter- 
venes with  impaired  physicians  and  the  Physi- 
cians Ethics  Committee  serves  to  report  impaired 
physicians  to  the  State  Board  of  Medical  Exam- 
iners if  voluntary  participation  in  the  rehabilita- 
tion program  is  unobtainable  by  the  action 
subcommittee.  Members  have  undergone  inter- 
vention training.  The  Committee  has  developed 
contracts  for:  (1)  entering  and  completing  re- 
habilitation (Disabled  Doctor’s  Contract)  and  (2) 
follow-up  care  (Aftercare  Contract).  The  Dis- 
abled Doctor’s  Contract  requires  the  impaired 
physician  to  enter  and  complete  rehabilitation 
within  one  year  of  signing  and  the  Aftercare 
Contract  agrees  to  two  years  of  follow-up,  during 
which  the  physician  agrees  to  participate  in  an  AA 
program  and  work  with  an  assigned  supervisory 
physician  during  the  two  year  period. 

An  Aftercare  Committee  for  three  areas  of  the 
State  (Upper,  Central,  and  Lower)  has  been  ap- 
pointed and  is  working  on  defining  the  scope  of 
their  activities. 

In  accordance  with  the  House  of  Delegates 
charge  on  removing  debilitated  drivers  from  the 
roads,  two  representatives  of  the  Committee  were 
appointed  to  serve  on  the  S.  C.  Highway  Depart- 
ment’s Committee  on  Drinking  and  Driving.  This 
committee  is  studying  the  feasibility  of  immedi- 
ately removing  the  intoxicated  driver  from  the 
roads  and  investigating  mechanisms  for  conduct- 
ing compulsory  tests  to  define  those  under  the 
influence  of  substances  other  than  alcohol. 

The  Committee  reviewed  a request  from  one  of 
their  SCMA  Auxiliary  representative  members 
for  permission  to  begin  stressing  SCMA’s  Im- 
paired Physicians’  program  through  the  SCMA 
Auxiliary  in  South  Carolina  counties.  The  Com- 
mittee agreed  that  this  would  be  advantageous 
and  permission  was  given  to  the  SCMA  Auxiliary. 
A member  of  the  Committee  agreed  to  speak  on 
the  functions  of  the  Committee  at  the  forthcom- 
ing meeting  of  the  Auxiliary  and  the  County 
Medical  Society  of  Charleston. 


The  Committee  reviewed  a request  from 
SCMA  Council  regarding  interpretation  of  S.C. 
Law  544-53-360(e)  relative  to  prescriptions  for 
controlled  substances,  Schedules  II  through  V as  to 
its  need  for  further  clarification.  The  committee 
agreed  that  no  further  clarification  was  necesary 
and  that  no  additions  should  be  made  to  the 
current  regulations  regarding  prescribing  prac- 
tices. 

Respectfully  submitted, 

Skottowe  B.  Fishburne,  M.D.,  Chairman 

April,  1983 
Committee  Members: 

Skottowe  B.  Fishburne,  M.D. 

George  E.  Buxton,  M.D. 

John  E.  Gibbs,  M.D. 

George  M.  Grimball,  M.D. 

Joseph  W.  Taber,  M.D. 

James  F.  White,  M.D. 

Patricia  E.  Boiko,  M.D. 

G.  F.  Hughston,  Jr.,  M.D. 

Stoney  A.  Abercrombie,  M.D. 

M.E.  Borgstedt,  M.D. 

George  Orvin,  M.D. 

William  E.  Fender,  M.D. 

William  E.  Sims,  M.D. 

Fred  F.  Adams,  M.D. 

J.  Rutherfoord  Smith,  M.D. 

Douglas  F.  Crane,  M.D. 

William  S.  Hall,  M.D. 

Robert  E.  Livingston,  M.D. 

John  W.  Uzmann,  M.D. 

Kenneth  B.  Heller,  M.D. 

Harold  W.  Moody,  M.D. 

John  F.  Miller,  M.D. 

James  F.  Graham,  M.D. 


SCMA/SCNA  JOINT 
PRACTICE  COMMITTEE 

Chiefs  of  Medical  Staff,  Nursing  Directors  and 
Hospital  Administrators  were  surveyed  by  the 
Committee  to  determine  number  and  purposes  of 
hospital  based  physician/nurse  committees,  lines 
of  communication  between  the  nurses  and  physi- 
cians and  identify  sources  of  job  satisfaction  for 
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nurses.  The  survey  indicated  that  one  to  one  phy- 
sician to  nurse  informal  communications  pre- 
dominated, although  a number  of  committees  and 
communication  links  exist.  One  to  one  nurse/ 
physician  communications  was  also  determined  to 
lead  to  the  greatest  job  satisfaction  for  the  nurses. 

The  SCMA/SCNA  Joint  Practice  Committee  is 
monitoring  a Nurse  Demonstration  Project  (con- 
ducted by  SCHA)  dealing  with  nurse  involvement 
in  clinical  and  managerial  decision  making.  The 
purpose  of  the  project  is  to  develop  a model  of 
nursing  practice  and  determine  the  effect  of  this 
model  on  nurse  satisfaction  and  patient  care. 

Respectfully  submitted, 

Lewis  Reese,  M.D.,  Chairman 

Committee  members: 

Lewis  Reese,  M.D.;  James  H.  Young,  M.D.; 
Charles  F.  Crews,  M.D.;  W.  G.  Rhea,  Jr.,  M.D. ; 
Marvin  Hevener,  M.D.;  George  Duncan,  Jr., 
M.D. ; Stanmore  Reed,  M.D. 


COMMITTEE  ON  NURSING 
AND  OTHER  NON-M.D. 
HEALTH  PROFESSIONALS 

The  Committee  on  Nursing  and  Other  Non- 
M.D.  Health  Professionals  reviewed  and  recom- 
mended SCMA  opposition  to  the  National  Com- 
mission on  Nursing’s  recommendations  on  ex- 
panded roles  for  nurses  and  investigated  the  cost 
effectiveness  of  educating  baccalaureate  and  asso- 
ciate degree  nurses  and  as  per  the  1982  House  of 
Delegates  charge,  the  Committee  continues  to 
provide  active  input  into  proposed  nursing  com- 
petencies for  the  Commission  on  Higher  Educa- 
tion. Competencies  have  undergone  extensive 
revision  from  those  initially  written,  and  are  un- 
dergoing further  rewriting  by  a newly  formed 
Committee  at  present. 

The  Committee  reviewed  a request  for  en- 
dorsement of  a grant  application  to  provide  for 
Emergency/Primary  Care  Nurse  Practitioner 
training,  designed  to  impart  new  knowledge  and 
skills  in  emergency  and  non-emergency  care  dur- 
ing a 50  week  period  under  physician  preceptor- 
ship.  The  Committee  endorsed  the  program  with 
the  qualifications  that  the  nurse  practitioner 
should  have  a physician  in  the  immediate  vicinity 
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who  provides  supervision,  and  that  physicians 
should  continue  to  do  their  work  and  not  abuse  the 
practitioner  through  delegation  of  duties  for 
which  the  nurse  practitioner  is  not  trained. 

An  ad  hoc  Committee  to  Study  Chiropractic 
Curricula  was  established  to  develop  information 
on  chiropractic  curricula  for  use  in  educating 
SCMA  liaison  people  such  as  Doctors  of  the  Day, 
etc.  These  physicians  may  in  turn  impart  such 
knowledge  to  the  Legislators. 

Respectfully  submitted, 

David  K.  Stokes,  M.D.,  Chairman 

Committee  Members: 

David  K.  Stokes,  M.D. 

S.  Nelson  Weston,  M.D. 

Susanne  G.  Black,  M.D. 

Lewis  C.  Reese,  M.D. 

George  Moskowitz,  M.D. 

Sompong  Kraikit,  M.D. 

Magdy  Habib,  M.D. 

J.  Sidney  Fulmer,  M.D. 

Charles  F.  Crews,  M.D. 

Stanmore  Reed,  M.D. 

H.  W.  Sanford,  Jr.,  M.D. 

Marvin  G.  Hevener,  M.D. 

Newman  W.  Harter,  Jr.,  M.D. 

James  F.  Graham,  Jr.,  M.D. 

Everett  Dargan,  M.D. 

George  Duncan,  Jr.,  M.D. 

Frederick  C.  Swensen,  M.D. 

George  V.  Rosenberg,  M.D. 

William  G.  Rhea,  Jr.,  M.D. 

Gary  M.  Jones,  M.D. 


PERINATAL  AND  MATERNAL 
HEALTH  COMMITTEE 

The  Committee  on  Perinatal  and  Maternal 
Health  has  continued  investigating  causes  of  ma- 
ternal and  infant  mortalities.  Findings  on  patient 
managerial  practices  are  reported  to  the  responsi- 
ble physician.  The  Committee  reviewed  pro- 
grams under  the  Maternal  and  Child  Health  Block 
Grant  and  encouraged  DHEC  to  provide  addi- 
tional funding  for  transport  of  high  risk  mothers 
and  infants.  Due  to  the  shortage  of  funds  for  this 
program  the  Committee,  with  Council’s  approval, 
applied  for  grant  monies  to  coordinate  high  risk 
maternal  and  infant  transport. 
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The  Committee  is  currently  surveying  South 
Carolina  physicians  managing  a matched  cohort 
of  pregnant  diabetics  to  determine  patient  man- 
agement practices  which  may  have  led  to  positive 
and  negative  outcomes.  The  Committee  is  con- 
sulting with  the  South  Carolina  Department  of 
Education  on  technical  input  for  a series  of  health 
education  films  being  developed  for  the  age  1 1 to 
14  school  age  population. 

Respectfully  submitted, 

Tom  L.  Austin,  M.D.,  Co-Chairman 
Hal  R.  Rubel,  M.D.,  Co-Chairman 
Committee  Members: 

Henry  C.  Heins,  Jr.,  M.D. 

Salvatore  Rini,  M.D. 

Giles  M.  Schanen,  M.D. 

Clarence  M.  Easley,  M.D. 

Francis  M.  Lemmon,  Jr.,  M.D. 

David  R.  Chapman,  M.D. 

Thomas  W.  Hepfer,  M.D. 

W.  E.  Fender,  Jr.,  M.D. 

E.  J.  Dickert,  M.D. 


John  D.  Thomas,  Jr.,  M.D. 
Robert  E.  Foster,  M.D. 
Dilip  M.  Purohit,  M.D. 
Jerome  Degen,  M.D. 

W.  F.  Ward,  Jr.,  M.D. 
Halsted  M.  Stone,  M.D. 
Clarence  E.  Coker,  M.D. 
Boyd  L.  Hames,  M.D. 

John  M.  Moore,  M.D. 
Gerald  J.  Ferlauto,  M.D. 
Charles  Propst,  M.D. 
Sharon  Ellis,  M.D. 

Rufus  H.  Cain,  M.D. 

Hal  R.  Rubel,  M.D. 

Hal  C.  Anderson,  M.D. 
Bennie  C.  Pendarvis,  M.D. 
Larry  B.  White,  M.D. 
Harold  D.  Gabel,  M.D. 
Tom  L.  Austin,  M.D. 
David  C.  McLean,  M.D. 
Sami  B.  Elhassani,  M.D. 
Mary  Newport,  M.D. 


COMMITTEE  ON  OCCUPATIONAL  MEDICINE 


The  SCMA  Committee  on  Occupational  Medi- 
cine has  met  four  times  since  our  report  last  year. 

Our  first  meeting  on  February  24,  1982  was  in 
Columbia  and  that  evening  we  hosted  a joint 
meeting  of  the  Industrial  Commission  and  our 
committee.  At  that  meeting,  Senator  Lourie  was 
present  and  we  discussed  several  problems  related 
to  the  Workmen’s  Compensation  Law  and  the 
Fee  Schedule. 

Our  next  meeting  on  April  28,  1982,  at  Hoechst 
Fibers  in  Spartanburg,  was  very  well  attended 
and  informative.  We  also  met  on  August  26,  1982 
and  November  18,  1982  in  Columbia.  We  have 
plans  for  a meeting  January  26, 1983  in  Columbia, 
at  which  time  we  will  again  host  a joint  meeting 
with  the  Industrial  Commission  and  Legislative 
Chairmen  from  the  Senate  and  House  of  the 
Workmen’s  Compensation  Committee. 

The  Committee  on  Occupational  Medicine  of 
the  SCMA  assisted  the  Industrial  Commission  in 
preparation  of  programs  for  the  Fourth  Annual 
Medical  Seminar  and  the  Sixth  Annual  Educa- 
tional Conference  which  was  held  in  Myrtle 
Beach  July  2-4,  1982  and  July  4-7,  1982.  CME 
credits  had  been  arranged  for  the  annual  educa- 
tional conference,  and  it  was  noted  that  there  was 


an  encouraging  increase  in  the  attendance  of 
physicians. 

At  each  of  our  meetings,  the  Fee  Schedule  was 
revised  with  additional  codes  and  fees  being 
added  as  necessary.  During  the  Spring  of  1982, 
the  Industrial  Commission  agreed  to  increase  the 
unit  value  of  the  fee  schedule  from  11  to  13  upon 
our  request. 

At  each  of  our  meetings,  representatives  of  the 
Industrial  Commission  were  present  and  pre- 
sented problems  related  to  medical  care  and  phy- 
sicians’ fees  which  were  discussed  and  appropri- 
ately handled. 

During  the  year,  the  Committee  reviewed  pro- 
posed legislation  related  to  Occupational  Health 
and  Workmen’s  Compensation,  and  made  appro- 
priate recommendations  to  the  Legislative  Com- 
mittee. 

Respectfully  submitted, 

William  J.  Goudelock,  M.D.,  Chairman 

Committee  Members: 

Edward  Shmunes,  M.D.  — Vice-Chairman 
George  E.  McLean,  M.D. 

L.  D.  Frederick,  M.D. 

Walter  G.  Coker,  M.D. 
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David  E.  Holler,  M.D. 

Allen  R.  Slone,  M.D. 

M.  F.  McFarland,  III,  M.D. 
Richard  K.  Bogan,  M.D. 
George  R.  Blalock,  Jr.,  M.D. 
Wallace  W.  Boyd,  M.D. 
Robert  L.  Galphin,  Jr.,  M.D. 
Stephen  E.  Rawe,  M.D. 


COMMITTEE  ON  AGING 

Aging  has  become  an  increasingly  topical  issue 
during  the  last  few  years.  The  projected  financial 
difficulties  of  the  Social  Security  Administration 
have  highlighted  the  plight  of  the  elder  American. 
To  emphasize  the  importance  of  aging,  one  only 
has  to  pick  up  the  latest  copy  of  the  South  Caro- 
lina Medical  Association  Journal,  Newsweek, 
JAMA,  The  State  Newspaper,  multiple  throw- 
away journals,  or  listen  to  the  evening  news  on 
television  or  pay  particular  attention  to  the  adver- 
tisements — all  of  which  were  noted  to  feature 
this  subject  within  the  last  several  days. 

As  recently  written  in  the  SCMA  Journal  by 
our  President,  Dr.  Euta  M.  Colvin,  aging  is  a 
complex  issue  involving  medical  care,  housing, 
family  support  and  financial  considerations.  The 
challenge  given  by  him  to  the  membership  of  the 
South  Carolina  Medical  Association  is  somewhat 
awe-inspiring.  Recognizing  this,  the  South  Caro- 
lina Medical  Association  recently  created  its  Com- 
mittee on  Aging. 

This  Committee  was  first  constituted  in  Octo- 
ber, 1982.  Committee  goals  are  to  increase  knowl- 
edge of  medical  care  for  the  aged  through 
continuing  medical  education  for  physicians,  in- 
creased public  awareness  of  the  special  medical 
needs  of  the  elderly,  and  review  of  alternative 
methods  of  extended  facility  or  home  care. 

Mr.  Harry  C.  Bryan,  Executive  Director  of  the 
S.  C.  Commission  on  Aging,  addressed  the  first 
committee  meeting.  He  described  various  services 
offered,  including  the  nutrition  program,  home- 
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maker  service,  telephone  reassurance,  unemploy- 
ment services,  long  term  care  ombudsman  pro- 
gram, adult  protective  services,  LIFELINE,  and 
the  Governor’s  Task  Force  for  the  Elderly.  He 
specifically  requested  an  increased  physician  par- 
ticipation in  the  Medicaid  program. 

Mr.  Tom  Brown,  Project  Director  of  the  Com- 
munity Long  Term  Care  Project,  participated  in 
the  second  committee  meeting.  He  described  the 
evolution  of  his  project  in  Cherokee,  Union  and 
Spartanburg  counties  since  1980.  Primarily,  this 
program  addressed  Medicaid  applicants  for  nurs- 
ing home  or  extended  care.  By  marshalling  vari- 
ous community  resources,  considerable  dollar 
savings  have  been  demonstrated  with  no  adverse 
impact  on  the  lifestyle  or  health  of  the  partici- 
pants in  his  study  over  the  last  two  and  one-half 
years.  This  project  will  expand  to  Charleston, 
Florence,  Greenville,  Orangeburg  and  Richland 
counties  in  1983. 

The  Committee  on  Aging  voted  to  recommend 
that  the  SCMA  actively  support  the  concept  of  the 
Long  Term  Care  Project. 

Future  meetings  will  address  Gerontology  as  a 
new  medical  discipline,  hopefully  utilizing  re- 
sources of  our  teaching  institutions  such  as  the 
new  Chairman  of  Gerontology  at  MUSC.  Eco- 
nomic considerations  will  not  be  forgotten  but  will 
receive  less  emphasis  than  medical  care.  There  are 
other  SCMA  committees  already  constituted  that 
directly  address  the  issue  of  Medicaid  and  indi- 
gent care,  particularly  from  the  financial  or  eco- 
nomic aspects.  Input  from  practicing  physicians 
as  well  as  our  institutions  will  be  actively  solicited 
and  most  welcome. 

Respectfully  submitted, 

D.  Wayne  Whetsell,  M.D.,  Chairman 
Committee  Members: 

D.  Wayne  Whetsell,  M.D.,  Chairman 
Susanne  G.  Black,  M.D. 

David  K.  Stokes,  M.D. 

George  V.  Rosenberg,  M.D. 

Harvey  E.  McConnell,  M.D. 

Milton  D.  Sarlin,  M.D. 

Milton  S.  Ross,  M.D. 

Lucius  Varn,  M.D. 
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******** 


ATTORNEY  GENERAL 1 S OPINION:  NURSE  PRACTITIONERS  AND  NURSE  ANESTHETISTS 

A question  as  to  the  legality  of  nurse  anesthetists  writing  premedication  orders 
and  nurse  practitioners  prescribing  drugs  under  written  protocol  has  been  raised 
by  the  State  Board  of  Medical  Examiners.  The  State  Attorney  General's  office 
ruled  that  under  current  laws  and  regulations,  it  is  illegal  for  nurses  to  perform 
these  activities,  regardless  of  their  status  within  the  nursing  profession,  their 
training  or  any  "protocols"  emitting  from  a physician  supervisor. 

The  State  Board  of  Nursing  subsequently  initiated  a letter  writing  campaign  to  the 
current  Attorney  General  and  has  met  with  him  to  seek  to  overturn  the  above  opinion. 
The  SCMA  has  voiced  support  for  the  concept  of  the  opinion  and  the  SCMA  Committee 
on  Nursing  and  Other  Non-M.  D.  Health  Professionals  has  the  matter  under  study. 

Meantime,  physicians,  if  asked  by  their  nurses,  should  advise  them  that  the  SCMA 
feels  the  State  Board  of  Nursing  has  misinterpreted  the  Attorney  General's  opinion 
and  is  seeking  further  clarification. 


SCMA  RISK  MANAGEMENT  PROGRAM 

Because  the  SCMA/JUA  Rtik  Management  Pnognam  aj>  pnogn.eAAtng  ao  fiavonabty,  Wi. 
Cat  Stewant  ofa  the  JUA  haA  tncUcated  a need  to  move  ahead  wtth  n u>k  management 
pn.ognamA  tn  the  hoApttatA. 

The  SCMA  Committee  on  Professional  Liability  has  agreed  with  this  concept  and 
efforts  are  under  way  to  develop  a coordinated  Risk  Management  Program  for 
hospitals  with  the  cooperation  and  involvement  of  the  South  Carolina  Hospital 
Associ at  ion . 


CERTIFICATION  AGENCY  FOR  CARDIOVASCULAR  REHABILITATION  PROGRAMS 

The  SCMA  haA  been  aAked  by  the  S.  C.  Heant  AAAoctation  Toa\i  Von.ee  on  Candtae 
Rehab  ttutatton  to  become  the  ceAti{)ytng  agency  ^ on  the  casidiovaAcuZan  nehabiJUta- 
tion  pn.ognjamA  In  the  Atate  oft  Sooth  CaAotlna . 

The  SCMA  Executive  Committee  has  approved  this  concept  and  has  under  consideration 
the  appropriate  committee  within  the  Association  to  assume  this  responsibility. 
Guidelines  and  criteria  for  cardiovascular  rehabilitation  programs  are  under 
study,  and  the  SCMA  Council  will  make  a decision  on  specifics  of  the  certification 
process  at  its  April  meeting  in  Charleston. 


EXECUTIVE  COMMITTEE  APPROVES  PAST  PRESIDENT'S  ORGANIZATION 


The  SCM A Executive  Committee  haA  approved  the  eAtabllA  hment  o^  an  organization  o{ 
PaAt  SCMA  PreAldentA.  With  31  living  PoaI  PreAldentA  at  thiA  time,  it  woa  fiett 
that  ihlA  group  would  be  an  excellent  resource  o\ 5 knowledge  and  expertise  In 
aAAiAtlng  the  kAAoclatlon  with  the  many  Atrateglc  iAAueA  facing  the  medical 
profieAAlon  today.  The  first  meeting  of  this  newly  formed  group  will  be  held 
during  the  1983  Annual  Meeting  on  Sunday  morning,  April  17,  at  7:30  a.m.  for 
breakfast . 


MEMORIAL  COMMITTEE  REPORTS  TO  APPEAR  IN  THE  JOURNAL 


Beginning  in  April,  The  Journal  oft  the  South  Carolina  Medical  kAAOolatlon  will 
carry  a quarterly  report  of  deceased  SCMA  members  with  a brief  obituary.  Acting  on 
the  recommendation  of  Committee  Chairman,  William  Perry,  M.  V.,  and  with  the 
approval  of  Editor  CharleA  S.  Bryan,  M.  V.,  the  Executive  Committee  felt  that 
this  tasteful  announcement  of  deceased  colleagues  would  inform  those  SCMA  members 
who  may  not  be  aware  and  would  also  provide  an  opportunity  for  memorial  contri- 
butions to  the  S.  C.  Institute  for  Medical  Education  and  Research. 


1983  ANNUAL  MEETING:  LATE  NEWS 

A Workshop  entitled  " Early  Wound  Care  {)Or  the  Non-Surgeon”  was  inadvertently 
omitted  from  the  Workshop  pre-registration  form  in  the  SCMA's  Annual  Meeting 
mailing.  This  Workshop  is  scheduled  for  Wednesday,  April  13,  3:30-5:30  p.m.  If 
you  wish  to  pre-register  for  this  program,  please  write  it  in  on  your  pre- 
registration form.  The  Code  number  is  W-7. 

The  South  Carolina  Academy  of  Family  Physicians  will  hold  a meeting  on  Wednesday, 
April  13,  2:00-5:00  p.m.  in  Charleston  Room  220,  and  the  House  Staff  Physicians 
Section  is  scheduled  to  meet  the  same  day  in  Defense  Room  2 1 6 from  5:00  to  7:00 
p.m. 

On  Thursday,  April  14,  the  MUSC  Class  of  1933  will  have  a Golden  Anniversary 
reunion  at  6:00  p.m.  at  the  Wickliffe  House  on  the  MUSC  campus.  The  S.  C.  Neuro- 
surgical Society  has  planned  a cocktail  party  on  Friday,  April  15,  from  6:30  to 
7:30  p.m.  in  Little  David  Room  225. 

As  this  NeWAletter  goes  to  press,  three  physicians  have  been  nominated  by  their 
county  societies  for  the  A.  H.  Robins'  Company  "Physician's  Award  for  Community 
Service."  The  SCMA  Council  will  consider  these  nominations  ^t  its  next  meeting, 
and  the  award  will  be  presented  during  the  1983  Annual  Meeting  in  Charleston. 
Those  nominated  thus  far  are  J.  Sidney  Eulmer,  M.  V.  [Spartanburg] , CharleA  H. 
Hewitt,  Jr.,  M.  V.  [Aiken],  and  CharleA  R.  PropAt,  M.  V.  [Sumter], 

IF  YOU  HAVE  NOT  YET  REGISTERED  FOR  THE  1983  ANNUAL  MEETING,  PRE-REGISTRATION 
FORMS  FOR  BOTH  THE  MEETING  ITSELF  AND  THE  SCIENTIFIC  WORKSHOPS  ARE  PRINTED 
ELSEWHERE  IN  THIS  ISSUE  OF  THE  JOURNAL. 


HINTS  FOR  THE  DOCTOR’S  OFFICE 


PLAN  TO  SURVIVE  THE  SUMMER 
***  PLAN  YOUR  VACATION  SCHEDULE  NOW  *** 

MARCH  is  the  time  to  put  a big  calendar  up  on  the  wall,  so  people  can  write  in 
the  weeks  they  want  to  reserve  for  summer  vacation.  It's  best  to  do  this  early 
so  you  can  resolve  conflicts,  make  sure  all  the  nurses,  receptionists,  and  other 
employees  won't  be  away  at  the  same  time;  and  plan  to  schedule  temporary  help 
with  reasonable  certainty. 

Around  May  15,  review  the  calendar.  Ask  everybody:  "Have,  you.  changed  youA 

ptanA?  Aac  you  auac  tkt 4 Za  the,  vacation  A tot  you  want?"  Then  you  can 
resolve  any  last  minute  conflicts,  see  that  no  job  will  be  left  "uncovered" 
during  the  summer,  and  schedule  temporaries  with  , ..  well  ...  almost  reasonable 
certa i nty . 

(C)  7962  The,  VoctoA'A  Ofifitcc,  24  WcAt  KZng  St.,  LancaAteA,  PA  17 603.  Mttk 
peArruAAton. 


DO  YOU  KNOW  A DISABLED  PHYSICIAN? 

A disabled  or  impaired  physician  has  been  defined  as  one  who  for  any  reason  is 
unable  to  perform  professionally  at  an  optimal  capacity  --  that  is  to  say,  any 
disability  (impairment)  that  causes  a physician  to  be  unable  to  do  anything  other 
than  his  very  best.  The  SCMA  Committee  on  Alcohol,  Drug  Abuse  and  Impaired 
Physicians  feels  this  definition  covers  everything  from  Alzheimer's  disease  to 
A1 cohol i sm. 

Disabled  doctors  are  usually  unable  to  ask  for  aid  themselves.  You  can  help  them 
by  writing  Skottowc  8.  VtAhbuAnc , M.  V.,  ChalAman,  Commtttcc  on  A tcohot,  VAug 
A buAC  and  ImpaxAcd  PhyAtctanA,  SCMA,  P.  0.  Box  HISS,  Cotumbta  292  7 7 oa  catt 
SCMA  HcadquaAteAA , [803]  252-637  7 . A^teA  kouAA  you  may  tcavc  youA  meAAagc  by 
catting  [803]  765^-9347. 


CAPSULES.  . . 


...  Vantct  W.  BAakc,  M.  V.,  and  Randotpk  V.  Smoak,  Ja. , M.  V.,  are  the  SCMA 
appointees  to  the  newly  formed  Liaison  Committee  of  the  SCMA  and  the  S.  C.  Medical 
Care  Foundation  ... 

...  W.  [tfeAt  SZmmonA,  M.  V.,  and  GcoAgc  Laub,  M.  V.,  have  been  granted  honorary 
membership  status  in  the  SCMA.  Honorary  members  are  entitled  to  all  the  privi- 
leges of  membership  but  are  exempted  from  payment  of  dues... 

...  The  new  President  of  the  State  Board  of  Medical  Examiners  is  J.  bAncAt  Latkcm, 
M.  V.,  who  will  now  represent  the  Board  at  future  meetings  of  the  SCMA  Council. 
Former  President  F OAteA  MoAaWoJLZ,  111,  M.  V.,  will  not  seek  re-election  to  the 
Board  for  another  term  because  of  the  press  of  his  responsibilities  as  Briga- 
dier General  in  the  United  States  Army  Reserves... 


COUNTY  MEDICAL  SOCIETY  PRESIDENTS  - 1983 


The  January,  1983  NeWAletteA  carried  a list  of  1983  Presidents  of  those  local  and 
county  medical  societies  which  had  notified  the  SCMA  of  changes  in  their  officers. 
The  entire  list  has  now  been  finalized,  and  the  remaining  counties  and  their 
Presidents  are  listed  below: 


ABBEVILLE: 

BAMBERG : 

BARNWELL: 

CHEROKEE: 

EVISTO: 

GEORGETOWN: 

JASPER: 

LANCASTER: 

MARLBORO: 

NEWBERRY: 

OCONEE: 

RWGE: 

UNION: 

WILLIAMSBURG: 


GeoAge  Pont,  M.  V.,  Abbeville 
RobeAt  PoAteA,  M.  V.,  BambeAg 
Campbell.  C.  PAeeman,  M.  V.,  WllllAton 
William  K . BAumbach,  M.  V.,  Gainey 
VallaA  W . Lovelace,  III , M.  V.,  OAangebuAg 
ThomaA  VeCaAo,  M.  V.,  GeoAgetooon 
J.  M.  Bennett,  Ja. , M.  V.,  Hampton 
JameA  A.  Boykin,  M.  V.,  LancaAteA 
W.  V.  Wllfiong,  M.  V. , BennettAvllle 
JameA  A.  UndeAi/Jood,  Ja.,  M.  V.,  NewbeAAy 
Ed  BookeA,  M.  V .,  Walhalla 
W.  H.  TuAneA,  M.  V.,  Edgefield 
Paul  K . SivltzeA,  Ja.  , M.  V.,  Unton 
F.  C.  WalkeA,  III,  M.  V .,  Hemingway 


MATERNAL  AND  CHILD  HEALTH  TRAINING  OPPORTUNITY 

The  Graduate  School  of  Public  Health,  San  Diego  State  University,  San  Diego, 
California,  is  accepting  applications  from  obstetricians,  pediatricians,  and  other 
physicians  interested  in  a career  in  the  field  of  Maternal  and  Child  Health. 

The  training  program  begins  in  August,  1983  and  is  of  nine  months  duration.  The 
Master  of  Public  Health  degree  is  awarded.  Also  available  is  a special  21-month 
training  program  for  pediatricians  in  the  field  of  Handicapped  Children. 

inquiries  should  be  addressed  to:  Helen  M.  Wallace,  M.  V.,  PAofieAAOA  and  Head, 

VlvlAlon  ofi  MateAnal  and  Child  Health,  Graduate.  School  ofi  Public  Health,  San 
Vlcgo  State  UnlveAAlty,  San  Vlego,  Callao  Anla  92182. 


N.  C.  MEDICAL  SOCIETY  SPORTS  MEDICINE  SYMPOSIUM 


The  North  Carolina  Medical  Society  extends  to  the  physicians  in  South  Carolina 
an  invitation  to  attend  its  1983  Sports  Medical  Symposium,  to  be  held  in  Wrights- 
ville  Beach,  North  Carolina,  July  1-3,  1983. 

For  complete  details,  contact:  Mr.  William  N.  HlUla/id,  Executive  VlAectoA, 

NoAth  Carolina  Medical  Society,  P,  0.  Box  27167,  Raleigh,  NoAth  CaAollna  27611. 


SCMA  MEMBERSHIP  - 1985 

As  this  NeWAletteA  goes  to  press,  SCMA  active  membership  for  1983  stands  at  2,071, 
plus  165  House  Staff  Physicians  and  173  students.  Those  who  have  not  yet  joined 
the  Association  will  receive  soon  a personal  letter  from  the  Councilor  of  their 
District,  along  with  a dues  notice  and  return  envelope, 

URGE  YOUR  NON-MEMBER  COLLEAGUES  TO  JOIN  TODAY! 


A Brief  Summary 
MELFIAT®  105  UNICELLES"  © 

(phendimetrazine  tartrate)  105  mg  Slow  Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiat®  105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe- 
sity as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction.  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA- 
COLOGY) should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below. 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto- 
matic cardiovascular  disease,  moderate  to  severe  hyperten- 
sion, hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma.  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel- 
ops within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a 
motor  vehicle:  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem- 
ically and  pharmacologically  to  the  amphetamines.  Amphet- 
amines and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar- 
trate should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 
Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys- 
function. There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa- 
tion following  prolonged  high-dosage  administration  results  in 
extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  intoxica- 
tion with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxication  is  psy- 
chosis, often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar- 
trate in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDREN:  Phendimetrazine  tartrate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen- 
dimetrazine tartrate  for  patients  with  even  mild  hyperten- 
sion. Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar- 
trate and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi- 
dine.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar- 
dia, elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi- 
ness, insomnia,  euphoria,  dysphoria,  tremor,  headache:  rarely 
psychotic  episodes  at  recommended  doses. 

Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste, 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic:  Urticaria. 

Endocrine:  Impotence,  changes  in  libido. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  with 
phendimetrazine  tartrate  include  restlessness,  tremor, 
hyperreflexia,  rapid  respiration,  confusion,  assaultiveness, 
hallucinations,  panic  states. 

Fatigue  and  depression  usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hypertension  or 
hypotension  and  circulatory  collapse.  Gastrointestinal  symp- 
toms include  nausea,  vomiting,  diarrhea,  and  abdominal 
cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
and  coma.  Management  of  acute  phendimetrazine  tartrate 
intoxication  is  largely  symptomatic  and  includes  lavage  and 
sedation  with  a barbiturate.  Experience  with  hemodialysis  or 
peritoneal  dialysis  is  inadequate  to  permit  recommendation 
in  this  regard.  Acidification  of  the  urine  increases  phendi- 
metrazine tartrate  excretion.  Intravenous  phentolamine 
(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
overdosage. 

DOSAGE  AND  ADMINISTRATION:  Since  Melfiat®  105  (phendi- 
metrazine tartrate)  105  mg  is  a slow  release  dosage 
form,  limit  to  one  slow  release  capsule  in  the  morning. 

Melfiat®  105  (phendimetrazine  tartrate)  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED:  Each  orange  and  clear  slow  release 
capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
of  100.  NDC  0063-1082-06. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 


TRUST. 


jL  1 hen  patients  trust  you 
with  their  lives,  you  can 
▼ ▼ trust  Saint  Albans  for  the 
quality  psychiatric  services  that 
help  them  cope  with  the  stress  of 
everyday  life. 

Since  1916,  our  psychiatrists, 
psychologists,  counselors,  and 
therapists  have  served  patients  in 
emotional  distress.  Today,  we  pro- 
vide that  care  in  a modern,  162-bed 
facility,  opened  in  1980. 

We  offer  comprehensive  mental 
health  services  including  special- 
ized programs  for  adolescents, 
older  adults,  and  substance  abusers. 
Admission  is  available  24  hours 
a day  and  transportation  can  be 
arranged  from  the  Roanoke  airport. 

Saint  Albans  is  Virginia's  only 
private,  not-for-profit  psychiatric 
hospital.  Call  collect  or  write 
Robert  L.  Terrell,  Jr.,  administrator, 
for  our  brochure. 

Active  Medical  Staff: 

Rolfe  B.  Finn,  M.D., 

Medical  Director 
William  D.  Keck,  M.D. 

Morgan  E.  Scott,  M.D. 

Don  L.  Weston,  M.D. 

Davis  G.  Garrett,  M.D. 

D.  Wilfred  Abse,  M.D. 

Hal  G.  Gillespie,  M.D. 

Basil  E.  Roebuck,  M.D. 

O.  LeRoyce  Royal,  M.D. 


I Saint  Albans 
fejchiatfic  Hospital 


P.O.  Box  3608,  Radford,  Virginia  24143 
703  639-2481 

Saint  Albans  Psychiatric  Hospital  is  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals,  licensed  by  the 
Commonwealth  of  Virginia,  and  approved  for  Blue  Cross. 
Champus.  Medicare,  and  most  major  insurance  companies. 


Reid-Provident  Laboratories,  Inc. 
Atlanta,  Georgia  30318 
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MEMBERSHIP  COMMITTEE 

Membership  continues  to  be  a top  priority  in 
the  work  of  the  Association.  We  achieved  an  all 
time  record  membership  in  1982  with  a total  of 
2,729  members.  Membership  was  composed  of 
2,318  full  dues  paying  members,  176  honorary 
members,  215  housestaff,  and  20  student  mem- 
bers. 

During  the  1982  membership  year,  we  concen- 
trated our  efforts  on  students,  residents,  and  fac- 
ulty. Additionally,  we  made  a concerted  effort  to 
enlist  the  physicians  practicing  in  the  greater  met- 
ropolitan areas  of  Greenville,  Spartanburg,  Co- 
lumbia, and  Charleston.  With  the  state  divided 
into  three  regions,  the  SCMA  staff  was  divided 
into  teams  to  assist  the  recruiters  in  each  of  the 
regions.  Finally,  we  had  six  membership  dues 
billings. 

In  cooperation  with  the  AMA  Membership  De- 
partment, we  helped  to  develop  and  distribute 
membership  recruitment  posters  in  an  effort  to 
attract  more  housestaff  physicians.  While  the  re- 
sponse to  this  campaign  did  not  materialize  in 
1982,  it  is  beginning  to  pay  dividends  in  our 
current  membership  year. 

A Sub-Committee  on  Member  Services  was  ap- 
pointed and  has  held  one  meeting.  It  plans  to 
review  present  services  and  initiate  additional 
services  for  SCMA  members  in  an  effort  to  attract 
those  physicians  who  are  not  yet  members.  This 
group  has  as  its  Chairman,  W.  McGill  Woodward, 
M.D.  of  Charleston. 

It  is  a well  established  fact  that  there  is  no 
substitute  for  a “one-on-one”  approach  in  recruit- 
ing a colleague  who  is  not  a member  of  our 
Association.  I would  like  to  challenge  each  of  you, 
as  a leader  in  your  society,  to  devote  some  time  to 
your  county’s  membership  recruitment  program. 

On  behalf  of  the  Membership  Committee,  I 
extend  my  sincere  appreciation  to  all  of  you  who 
have  contributed  to  our  membership  successes 
over  the  past  three  years.  Your  devotion  to  this 
cause  helps  to  make  SCMA  a more  effective 
organization. 

Respectfully  submitted, 

Kenneth  N.  Owens,  M.D.,  Chairman 

Committee  Members: 

J.  Ray  Ivester,  M.D. 

W.  McGill  Woodward,  M.D. 
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Albert  E.  Cremer,  M.D. 

E.  Cantey  Haile,  Jr.,  M.D. 

James  L.  Walker,  M.D. 

John  G.  Eichelberger,  M.D. 

M.  Ray  Gillespie,  M.D. 

James  R.  Hanahan,  Jr.,  M.D. 
William  E.  Gregory,  Jr.,  M.D. 
Albert  G.  LeRoy,  Jr.,  M.D. 
Stephen  A.  Imbeau,  M.D. 

Frank  T.  Boysia,  M.D. 

S.  Perry  Davis,  M.D. 

J.  Capers  Hiott,  M.D. 

Julius  W.  Babb,  III,  M.D. 

Count  Pulaski,  Jr.,  M.D. 

James  D.  Bearden,  III,  M.D. 
Robert  J.  Haas,  M.D. 

Mrs.  J.  Frank  Biggers,  III  (Anne) 
Mrs.  Kenneth  W.  Smith  (Linda) 
Steven  White,  M.D. 

Stuart  C.  Owens,  M.D. 


THE  MEDIATION 
COMMITTEE 

The  Mediation  Committee  of  the  South  Caro- 
lina Medical  Association  has  not  found  it  neces- 
sary to  meet  during  the  past  twelve  months.  This  is 
not  only  an  indication  of  less  complaints  received, 
but  also  a reflection  of  the  growing  number  of 
component  medical  societies  with  active  Griev- 
ance Committees  who  are  capably  handling  com- 
plaints that  originate  within  their  jurisdiction. 
Currently,  26  out  of  a total  of  40  medical  societies 
have  active  grievance  committees. 

Four  complaints  came  to  our  committee  during 
the  past  year.  All  were  referred  to  the  respective 
component  societies.  Three  of  the  complaints 
were  satisfied  by  the  component  society.  One  was 
referred  back  to  the  Mediation  Committee  after- 
the  component  society  was  unable  to  satisfy  the 
complainant.  The  chairman  spoke  with  the  physi- 
cian and  the  complainant  and  the  matter  was 
settled. 

Respectfully  submitted, 

Capers  Hiott,  M.D.,  Chairman 
Committee  Members: 

J.  Capers  Hiott,  M.D.,  Chairman 
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Robert  F.  Marion,  Jr.,  M.D. 
William  L.  Meehan,  M.D. 
James  L.  Walker,  M.D. 
John  R.  Hunt,  M.D. 

Max  A.  Culp,  M.D. 

W.  Rion  Dixon,  M.D. 

E.  Arden  Weathers,  M.D. 

G.  Preston  Edwards,  M.D. 


SCMA/SCHA  JOINT  PROJECT 
TO  IMPROVE  RELATIONS  IN 
THE  HOSPITAL 

The  SCMA/SCHA  Joint  Project  to  Improve 
Relations  in  the  Hospital  was  organized  with  the 
objective  of  provision  of  information  to  admin- 
istrators, medical  staffs  and  trustees  regarding 
external  factors  affecting  the  hospital  and  involv- 
ing all  three  groups  in  the  decision  making  process 
within  the  hospital.  Both  educational  programs 
and  direct  consultation  with  one  or  more  entities, 
medical  staff,  administrator  and/or  trustees,  have 
been  identified  as  the  means  by  which  objectives 
will  be  implemented.  To  this  end,  the  joint  project 
conducted  its  second  annual  conference  for  trust- 
ees, physicians  and  administrators  on  the  topics  of 
cost  containment  and  credentialing,  September 
9-11, 1982.  A total  of  160  people  attended,  includ- 
ing 60  trustees,  60  physicians  and  40  administra- 
tors, and  heard  presentations  on  financial  pres- 
sures facing  the  health  care  industry  by  W.  Bryan 
Lathan,  M.D.,  Corporate  Medical  Director, 
G.T.E.;  Business  Viewpoints  on  Health  Care  by 
Victor  M.  Zink,  Retired  General  Director,  World 
Wide  Benefits,  General  Motors;  and  credentialing 
and  privilege  delineation  by  Hugh  P.  Greely, 
President,  Greely  Associates. 

No  requests  for  Committee  consultative  ser- 
vices were  received  during  the  year  and  therefore 
no  hospital  consultations  were  provided. 

Respectfully  submitted, 

William  L.  Davis,  M.D.,  Co-Chairman 

Committee  members: 

William  L.  Davis,  M.D.;  Forde  Mclver,  M.D.; 
John  A.  Harrill,  M.D.;  Richard  Rright,  M.D.; 
Albert  D.  Mims,  M.D.;  Daggett  O.  Royals,  M.D.; 
Larry  W.  Nelson,  M.D. 


PUBLIC  RELATIONS 
COMMITTEE 

The  Public  Relations  Committee  of  the  South 
Carolina  Medical  Association  met  four  times  dur- 
ing the  past  twelve  months.  The  Public  Relations 
Committee  continues  in  its  endeavor  to  gain  name 
recognition  for  our  organization  and  to  promote  a 
positive  image  for  medicine  in  South  Carolina. 
The  Committee  continued  its  activities  by  pro- 
moting the  SCMA  as  a participant  organization  in 
the  South  Carolina  Educational  Television 
(SCETV)  Phonathons  in  March  and  December, 
1982  which  raise  money  for  the  ETV  endowment. 
SCMA  and  SCMA  Auxiliary  members  who  par- 
ticipated were  successful  in  helping  to  raise  over 
$250,000  for  educational  television  in  South  Caro- 
lina at  each  phonathon. 

A revised  script  of  the  television  documentary 
on  “The  Making  of  a Physician”  was  furnished  the 
Script  Committee  in  late  September,  1982.  The 
film  will  be  produced  by  the  Health  Communica- 
tions Network  at  the  Medical  University  of  South 
Carolina  and  financial  support  has  been  obtained 
through  a grant  from  the  Roe  Foundation,  the 
Health  Sciences  Foundation  and  the  Health  Com- 
munications Network.  The  film  is  intended  to 
inform  the  public  of  the  process  involved  in  edu- 
cating a physician.  The  Committee  feels  that  this 
endeavor  is  in  keeping  with  its  goal  of  promoting  a 
positive  image  for  medicine  in  South  Carolina. 
When  completed,  the  documentary  will  be  seen 
first  on  public  television  and  then  released  to 
commercial  broadcast  studios.  Copies  will  be  fur- 
nished to  high  school  guidance  counselors  in  South 
Carolina  to  be  used  in  career  planning  days. 

The  SCMA  contracted  with  a Public  Relations 
Consultant  to  furnish  public  relations  services 
during  the  1982-83  year. 

The  Committee  members  feel  that  each  year 
there  should  be  at  least  one  special  project  under- 
taken by  the  committee.  In  keeping  with  this 
thought,  this  year’s  special  project  is  development 
of  our  own  public  service  announcements  on 
health  related  topics  of  interest  to  our  State’s  pop- 
ulation. With  SCMA  Council’s  input  and  sug- 
gestion the  topics  will  be:  Cost  Containment, 
Wellness  and  Medical  Manpower.  The  scripting 
of  the  first  PSA  directed  toward  Cost  Contain- 
ment and  on  the  subject  of  “Ambulatory  Surgical 
Centers”  is  being  developed  at  this  time  to  be 
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submitted  to  SCMA  Council  for  approval  upon 
completion. 

Respectfully  submitted, 

O.  Marion  Burton,  M.D.,  Chairman 
Committee  Members: 

O.  Marion  Burton,  M.D.,  Chairman 
James  L.  Haynes,  M.D.,  Vice-Chairman 
Dallas  W.  Lovelace,  III,  M.D. 


Gregg  Baird,  M.D. 

George  S.  Stretcher,  M.D. 
Thomas  C.  Rowland,  Jr.,  M.D. 
M.  Lee  Arnett,  Jr.,  M.D. 

Terry  M.  Schroeder,  M.D. 
Stephen  Imbeau,  M.D. 

Arthur  M.  LaBruce,  M.D. 

John  M.  Herbert,  M.D. 


RESOLUTIONS  TO  BE  PRESENTED  AND  VOTED  ON 
AT  ANNUAL  MEETING 


Subject:  Transition  from  Residency  to 

Private  Practice 
Submitted  by:  SCMA  Council 

WHEREAS,  there  is  an  ever  increasing  number 
of  physicians  entering  into  the  private  market- 
place; and 

WHEREAS,  hospitals,  hospital  management 
companies,  and  businesses  are  competing  with 
private  physicians,  and  as  such,  are  shaping  the 
private  practice  of  medicine;  and 

WHEREAS,  many  physicians,  especially  those 
new  in  practice,  are  unprepared  to  establish  and 
manage  a private  practice  of  medicine,  therefore 
be  it 

RESOLVED,  that  the  South  Carolina  Medical 
Association  utilize  its  resources  to  gather  informa- 
tion for  physicians  who  are  entering  into  practice 
regarding  location  of  available  opportunities, 
types  of  practice  chosen,  contract  provisions  and 
compensation;  and  be  it  further 

RESOLVED,  that  the  South  Carolina  Medical 
Association  provide  current  and  detailed  informa- 
tion to  assist  physicians  in  establishing  and  manag- 
ing a successful  practice  of  medicine. 


Submitted  by:  Spartanburg  County  Medical 
Society 

Subject:  Opposition  to  Precertification 

Requirement 

WHEREAS,  the  members  of  the  medical  pro- 
fession at  large,  and  in  particular  the  members  of 


the  South  Carolina  Medical  Association,  have 
been  interested  in  developing  outpatient  surgery 
facilities,  and 

WHEREAS,  our  members  have  been  striving 
to  reduce  medical  care  cost  by  utilizing  these 
facilities,  and 

WHEREAS,  we  have  for  years  attempted  to 
induce  health  insurance  companies  to  cover  out- 
patient care,  and 

WHEREAS,  the  physician  involved  in  the  care 
of  the  patient  and  not  a clerk  employed  by  the 
insurance  company  knows  best  whether  or  not  a 
particular  patient  should  be  treated  as  an  outpa- 
tient or  should  be  hospitalized,  therefore  be  it 

RESOLVED  that  we,  the  members  of  the  South 
Carolina  Medical  Association,  object  to  the  re- 
quirement of  pre-certification  of  coverage  for 
hospitalization  for  certain  operations  as  instituted 
by  Blue  Cross  and  Blue  Shield  of  South  Carolina. 
Be  it  further 

RESOLVED,  that  we  will  use  all  legal  and  eth- 
ical means  to  prohibit  the  requirement  for  pre- 
certification. 


Submitted  by:  Lexington  County  Medical 
Society 

Subject:  Opposition  to  Precertification 

Requirement 

WHEREAS,  the  members  of  the  medical  pro- 
fession at  large,  and  in  particular  the  members  of 
the  South  Carolina  Medical  Association,  have 
been  interested  in  developing  outpatient  surgery 
facilities,  and 
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WHEREAS,  our  members  have  been  striving 
to  reduce  medical  care  cost  by  utilizing  these 
facilities,  and 

WHEREAS,  we  have  for  years  attempted  to 
induce  health  insurance  companies  to  cover  out- 
patient care,  and 

WHEREAS,  the  physician  involved  in  the  care 
of  the  patient  and  not  a clerk  employed  by  the 
insurance  company  knows  best  whether  or  not  a 
particular  patient  should  be  treated  as  an  outpa- 
tient or  should  be  hospitalized,  be  it  therefore 

RESOLVED  that  we,  the  members  of  the  South 
Carolina  Medical  Association,  object  to  the  re- 
quirement of  pre-certification  of  coverage  for 
hospitalization  for  certain  operations  as  instituted 
by  Blue  Cross  and  Blue  Shield  of  South  Carolina, 
and  be  it  further 

RESOLVED,  that  we  will  use  all  legal  and 
ethical  means  to  prohibit  the  requirement  for  pre- 
certification. 


Submitted  by:  Lexington  County  Hospital 
Medical  Staff 

Subject:  Opposition  to  Precertification 

Requirement 

WHEREAS,  the  members  of  the  medical  pro- 
fession at  large,  and  in  particular  the  members  of 
the  South  Carolina  Medical  Association,  have 
been  interested  in  developing  outpatient  surgery 
facilities,  and 

WHEREAS,  our  members  have  been  striving 
to  reduce  medical  care  cost  by  utilizing  these 
facilities,  and 

WHEREAS,  we  have  for  years  attempted  to 
induce  health  insurance  companies  to  cover  out- 
patient care,  and 

WHEREAS,  the  physician  involved  in  the  care 
of  the  patient  and  not  a clerk  employed  by  the 
insurance  company  knows  best  whether  or  not  a 
particular  patient  should  be  treated  as  an  outpa- 
tient or  should  be  hospitalized,  be  it  therefore 

RESOLVED  that  we,  the  members  of  the  South 
Carolina  Medical  Association,  object  to  the  re- 
quirement of  pre-certification  of  coverage  for 
hospitalization  for  certain  operations  as  instituted 
by  Blue  Cross  and  Blue  Shield  of  South  Carolina, 
and  be  it  further 

RESOLVED,  that  we  will  use  all  legal  and  eth- 
ical means  to  prohibit  the  requirement  for  pre- 
certification. 


Submitted  by:  Charleston  County  Medical 
Society 

Subject:  Opposition  to  Optometric  Drug 

Bill 

WHEREAS,  the  South  Carolina  Optometric 
Association  is  actively  lobbying  South  Carolina 
Legislators  preparatory  to  introducing  a diagnos- 
tic and  therapeutic  drug  use  bill  by  optometrists  in 
the  South  Carolina  Legislature  in  1983,  and 
W HERE  AS,  optometrists  are  non-medical 
practitioners,  untrained  to  diagnose  or  treat  dis- 
ease or  injury  of  the  human  body,  or,  specifically 
the  human  visual  system,  and 

WHEREAS,  any  legislation  that  would  author- 
ize optometrists  to  engage  in  the  diagnosis  or 
treatment  of  disease  or  injury,  or  the  diagnosis  of 
the  absence  of  disease  or  injury,  or  to  use  prescrip- 
tion drugs  or  medications  in  any  form  for  any 
purpose,  excepting  under  the  direct  supervision  of 
licensed  physician,  is  in  conflict  with  the  public 
interest,  therefore  be  it 

RESOLVED,  that  the  South  Carolina  Medical 
Association  shall  actively  oppose  any  legislation 
that  would  extend  the  right  to  practice  medicine 
to  optometrists  and  shall  urge  members  of  our 
legislative  delegation  to  vigorously  oppose  such 
legislation  if  introduced  in  the  South  Carolina 
General  Assembly. 


Submitted  by:  Greenwood  County  Medical 
Society 

Subject:  Opposition  to  Optometric  Drug 

Bill 

WHEREAS,  the  South  Carolina  Optometric 
Association  is  actively  lobbying  South  Carolina 
Legislators  preparatory  to  introducing  a diagnos- 
tic and  therapeutic  drug  use  bill  by  optometrists  in 
the  South  Carolina  Legislature  in  1983,  and 
WHEREAS,  optometrists  are  non-medical 
practitioners,  untrained  to  diagnose  or  treat  dis- 
ease or  injury  of  the  human  body,  or,  specifically 
the  human  visual  system,  and 

WHEREAS,  any  legislation  that  would  author- 
ize optometrists  to  engage  in  the  diagnosis  or 
treatment  of  disease  or  injury,  or  the  diagnosis  of 
the  absence  of  disease  or  injury,  or  to  use  prescrip- 
tion drugs  or  medications  in  any  form  for  any 
purpose,  excepting  under  the  direct  supervision  of 
licensed  physician,  is  in  conflict  with  the  public 
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interest,  therefore  be  it 

RESOLVED,  that  the  South  Carolina  Medical 
Association  shall  actively  oppose  any  legislation 
that  would  extend  the  right  to  practice  medicine 
to  optometrists  and  shall  urge  members  of  our 
legislative  delegation  to  vigorously  oppose  such 
legislation  if  introduced  in  the  South  Carolina 
General  Assembly. 


Subject:  Opposition  to  Optometric  Drug 

Bill 

Submitted  by:  Colleton  County  Medical  Society 

WHEREAS,  the  South  Carolina  Optometric 
Association  is  actively  lobbying  South  Carolina 
Legislators  preparatory  to  introducing  a diagnos- 
tic and  therapeutic  drug  use  bill  by  optometrists  in 
the  South  Carolina  Legislature  in  1983,  and 


WHEREAS,  optometrists  are  non-medical 
practitioners,  untrained  to  diagnose  or  treat  dis- 
ease or  injury  of  the  human  body,  or,  specifically 
the  human  visual  system,  and 

WHEREAS,  any  legislation  that  would  author- 
ize optometrists  to  engage  in  the  diagnosis  or 
treatment  of  disease  or  injury,  or  the  diagnosis  of 
the  absence  of  disease  or  injury,  or  to  use  prescrip- 
tion drugs  or  medications  in  any  form  for  any 
purpose,  excepting  under  the  direct  supervision  of 
licensed  physician,  is  in  conflict  with  the  public 
interest.  Therefore  be  it 

RESOLVED,  that  the  South  Carolina  Medical 
Association  shall  actively  oppose  any  legislation 
that  would  extend  the  right  to  practice  medicine 
to  optometrists  and  shall  urge  members  of  our 
legislative  delegation  to  vigorously  oppose  such 
legislation  if  introduced  in  the  South  Carolina 
General  Assembly. 


SPECIAL  GUEST:  AMERICAN  MEDICAL  ASSOCIATION 
FRANK  J.  JIRKA,  JR.,  M.D. 


Frank  J.  Jirka,  Jr.,  M.D.,  President-Elect  of  the 
American  Medical  Association,  will  address  the 
SCMA  House  of  Delegates  on  Thursday  morning, 
April  14,  1983. 

Frank  J.  Jirka,  Jr.,  M.D.,  a urologist  practicing 
in  Barrington  and  Berwyn,  Illinois,  was  chosen 
President-Elect  of  the  American  Medical  Assoca- 
tion  at  its  Annual  Meeting  in  June,  1982.  He  will 
assume  office  as  President  in  June,  1983. 

Long  active  in  organized  medicine,  Dr.  Jirka 
was  first  elected  to  the  AMA  Board  of  Trustees  in 
1974.  He  served  as  its  Secretary  in  1976-1977  and 
as  its  Vice  Chairman  from  1977  to  1979.  Dr.  Jirka 
has  served  the  Illinois  State  Medical  Society  as  its 
President,  Chairman  of  the  Board  of  Trustees,  and 
as  a delegate  to  the  AMA  House  of  Delegates. 
Currently,  he  is  a Councilor  of  the  Chicago  Medi- 
cal Society. 

Born  July  23,  1922,  in  Illinois,  Dr.  Jirka  at- 
tended Knox  College  in  Galesburg,  Illinois  before 
entering  the  University  of  Illinois  College  of  Med- 
icine where  he  received  his  M.D.  degree  in  1950. 
He  served  his  internship  and  residency  at  Cook 
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County  Hospital,  Chicago,  from  1950-54.  Doctor 
Jirka  is  a Diplomate  of  the  American  Board  of 
Urology,  a Fellow  of  the  American  College  of 
Surgeons  and  the  International  College  of 
Surgeons. 

Motivated  by  severe  injuries  sustained  as  a 
Navy  frogman  during  World  War  II  resulting  in 
the  amputation  of  both  his  legs  below  the  knee, 
Doctor  Jirka  has  devoted  a great  deal  of  his  time 
toward  rehabilitation  programs.  He  has  served  on 
the  President’s  and  the  Governor’s  Committees  on 
Employment  of  the  Handicapped,  and  has  been  a 
board  member  of  the  Illinois  Association  of  Crip- 
pled Children  as  well  as  the  Illinois  Rehabilitation 
Association. 

Doctor  Jirka  is  a Clinical  Associate  Professor  in 
Urology  at  Loyola  University  Stritch  School  of 
Medicine,  a Consultant  in  Urology  at  Hines  VA 
Hospital,  and  was  formerly  an  Associate  Professor 
of  Urology  at  Cook  County  Graduate  School  of 
Medicine. 

Doctor  Jirka  and  his  wife,  Pat,  reside  in  Bar- 
rington Hills.  They  have  three  daughters:  Lynn  J. 
Sutherland,  Mary  Pat,  and  Ella  Kay. 
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SOUTH  CAROLINA  MEDICAL  CARE  FOUNDATION  REPORT 


For  the  past  eight  years  the  South  Carolina 
Medical  Care  Foundation  has  reviewed  the  health 
care  provided  to  Medicare  and  Medicaid  patients 
in  our  state.  With  the  passage  of  the  Peer  Review 
Improvement  Act  of  1982  the  Foundation’s  re- 
view programs  have  been  expanded  to  include 
private  patients  through  contracts  with  business 
and  industry.  By  enacting  this  law  Congress  has 
endorsed  the  role  of  organized  medicine  in  assur- 
ing the  quality  and  appropriateness  of  care  to  all 
patients  through  physician  directed  peer  review. 

The  Foundation’s  review  program  is  endorsed 
by  both  the  South  Carolina  Medical  Association 
and  the  South  Carolina  Hospital  Association.  An 
Advisory  Committee  made  up  of  physicians  and 
representatives  of  hospitals  and  the  business  com- 
munity has  been  formed  to  provide  input  on 
private  review  to  the  Foundation  Board  which 
will  direct  those  activities. 

Private  review  was  begun  at  Easley  Baptist 
Hospital  in  November,  1982,  for  Alice  Manufac- 
turing and  in  the  Pee  Dee  area  on  January  1, 1983, 
for  Hanes  Corporation  and  Burlington  Industries. 
Contracts  with  other  employers  are  being  negoti- 
ated. The  review  is  conducted  in  much  the  same 
way  as  PSRO  review.  A sticker  on  the  chart  noti- 
fies the  attending  physician  that  the  case  is  under 
review.  Hospital  coordinators  review  concur- 
rently using  the  PSRO  criteria  developed  by  South 
Carolina  physicians  and  refer  questioned  cases  to 
local  physicians  whenever  possible.  Confiden- 
tiality is  assured  under  the  Peer  Review  Improve- 
ment Act  which  explicitly  prohibits  subpoena  of 
records  in  civil  actions.  The  Foundation  will  not 
deny  payment  as  in  Medicare  and  Medicaid  re- 


view; instead  the  patients,  physician,  hospital  and 
payor  receive  advisory  letters  stating  the  Founda- 
tion’s findings.  Retrospective  denial  based  on  the 
Foundation’s  review  determinations  is  expressly 
forbidden  in  our  private  contracts. 

Hospitals  are  seeking  ways  to  efficiently  utilize 
their  facilities  as  they  are  faced  with  the  pos- 
sibility of  a system  of  prospective  reimbursement 
based  on  diagnosis  related  groups  (DRG’s).  Under 
this  system,  payment  would  be  limited  to  a spe- 
cific dollar  amount  depending  on  the  patient’s 
diagnosis.  Foundation  review  can  provide  the 
data  needed  to  enable  hospitals  and  physicians  to 
keep  lengths  of  stay  to  a minimum  and  make  the 
best  possible  use  of  limited  health  care  dollars. 

Review  of  federally  sponsored  patients  is  also 
continuing  under  the  PSRO  grant  for  Medicare 
patients  and  through  a contract  with  the  South 
Carolina  Department  of  Social  Services  for  Med- 
icaid. The  addition  of  private  review  to  these 
programs  gives  the  medical  profession  the  oppor- 
tunity to  join  with  the  hospitals,  business  and 
industry  to  assure  all  patients  of  excellent  and 
affordable  health  care. 

If  the  Foundation  does  not  carry  out  these 
review  programs,  the  law  specifies  that  contracts 
may  be  awarded  to  insurance  companies  or  for 
profit  groups  that  could  restrict  physician  involve- 
ment by  employing  their  own  reviewers.  Your 
continued  direction  and  support  of  Foundation 
activities  are  needed  to  assure  that  all  physicians 
have  the  opportunity  to  participate  in  the  peer 
review  process  in  South  Carolina. 

Respectfully  submitted, 

Thomas  C.  Rowland,  Jr.,  M.D.,  President 
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Smoking.  Chronic  Obstructive  Pulmonary  Disease.  And 
LUFYLLIN.  The  three  are  closely  related.  And  the  reason 
is  clear.  Of  all  C.O.P.D.  cases,  75%  to  80%  are  related 
to  cigarette  smoking.1 

Smoking  has  another  insidious  effect.  It  alters  liver 
function  by  inducing  microsomal  enzymes.  And  that’s 
where  LUFYLLIN  comes  in.  LUFYLLIN  is  a bronchodilator 
with  a metabolic  advantage  for  “smoker’s  disease.”  It’s  no 
metabolized  in  the  liver.  That’s  vitally  important  because 
altered  liver  function  comes  not  only  with  cigarette  smok- 
ing ...  but  with  age,  cirrhosis,  congestive  heart  failure  and 
some  drug  therapy 

All  these  liver  function  altering  factors  may  cause 
serum  level  fluctuations — something  you  can  avoid  with 
LUFYLLIN.  You  can  also  minimize  problems  with  side 
effects. 

That’s  enhanced  control.  That’s  LUFYLLIN. 

*Only  in  Chronic  Obstructive  Pulmonary  Disease  with  reversible  bronchospasm 
1.  National  Interagency  Council  on  Smoking  and  Health.  The  Smoking  Digest 
Progress  Report  on  a Nation  Kicking  the  Habit  1977. 
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LUFYLLIN®  (dyphylline)  Tablets 
LUFYLLIN®-400  (dyphylline)  Tablets 

Before  prescribing,  please  consult  full 
product  information,  a brief  summary 
of  which  follows: 

Indications:  For  relief  of  acute  bronchial 
asthma  and  for  reversible  bronchospasm 
associated  with  chronic  bronchitis  and 
emphysema. 

Contraindications:  Hypersensitivity;  use 
with  other  xanthines. 

Warnings:  Status  asthmaticus  is  a medical 
emergency.  Excessive  doses  may  be  ex- 
pected to  be  toxic. 

Usage  in  Pregnancy:  Safe  use  in  preg- 
nancy has  not  been  established;  do  not 
use  in  pregnant  women  unless  the  potential 
benefits  outweigh  the  possible  hazards. 
Precautions:  Use  with  caution  in  patients 
with  severe  cardiac  disease,  hypertension, 
hyperthyroidism,  acute  myocardial  injury, 
congestive  heart  failure,  or  peptic  ulcer. 
Chronic  high  dosage  is  usually  associated 
with  gastrointestinal  irritation. 

Adverse  Reactions: 

Gastrointestinal — irritation,  nausea,  vomit- 
ing, epigastric  pain,  headache,  hematem- 
esis,  diarrhea. 

Central  Nervous  System— stimulation, 
irritability,  restlessness,  insomnia,  reflex  hy- 
perexcitability, muscle  twitching,  clonic  and 
tonic  generalized  convulsions,  agitation 
Cardiovascular—  palpitation,  tachycardia, 
extrasystoles,  flushing,  marked  hypoten- 
sion, and  circulatory  failure. 

Respiratory — tachypnea,  respiratory  arrest. 
Renal — albuminuria,  increased  excretion  of 
renal  tubule  and  red  blood  cells. 

Others — fever,  dehydration. 

Overdosage: 

Symptoms — In  infants  and  small  children: 
agitation,  headache,  hyperreflexia,  fas- 
ciculations,  and  clonic  and  tonic  con- 
vulsions. In  adults:  nervousness,  nausea, 
vomiting,  tachycardia,  and  extrasystoles. 
Therapy — No  specific  treatment.  Discon- 
tinue drug  immediately.  Provide  supportive 
treatment  as  indicated.  Ipecac  syrup  for 
oral  ingestion.  Avoid  sympathomimetics. 
Sedatives  such  as  short-acting  barbiturates 
help  control  CNS  stimulation.  Restore  the 
acid-base  balance  with  lactate  or 
bicarbonate. 

Drug  Interactions:  Toxic  synergism  with 
sympathomimetic  bronchodilators  may 
occur. 

Dosage  and  Administration: 

Usual  Adult  Dosage— 15  mg/kg  every 
6 hours,  up  to  four  times  a day.  Titrate  the 
dosage  individually. 

How  Supplied: 

LUFYLLIN  Tablets:  (Each  white,  rectangular, 
monogrammed  tablet  contains  200  mg 
dyphylline): 

NDC  0037-0521-92,  bottle  of  100. 

NDC  0037-0521-97,  bottle  of  1000. 

NDC  0037-0521-85,  box  of  100  unit- 
dose  individually  film-sealed  tablets. 
LUFYLLIN-400  Tablets:  (Each  white,  cap- 
sule-shaped, monogrammed  tablet  con- 
tains 400  mg  dyphylline): 

NDC  0037-0731-92,  bottle  of  100. 

NDC  0037-0731-97,  bottle  of  1000. 
NDC  0037-0731-85,  box  of  100  unit- 
dose  individually  film-sealed  tablets. 
Caution:  Federal  (U.S.A.)  law  prohibits 
dispensing  without  prescription. 
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ON  THE  COVER 

THOMAS  GRANGE  SIMONS 

1843-1927 

The  collage  on  the  cover  is  a collection  of  mem- 
orabilia, instruments  and  photos  of  the  25th 
President  of  the  South  Carolina  Medical  Associa- 
tion, Thomas  Grange  Simons,  M.D.  A descendant 
of  a strong  French  Huguenot  line  of  rice  planters 
and  patriots,  Thomas  Grange  Simons  began  his 
early  commitment  to  education  at  the  untimely 
death  of  his  mother  when  he  was  only  seven.  He 
was  educated  in  Charleston  private  schools  and 
later  the  College  of  Charleston.  Following  a fam- 
ily tradition  established  by  his  great-great-grand- 
father  Keating  Simons,  Chief  of  Staff  and  inti- 
mate friend  of  General  Francis  Marion,  young 
Simons  left  his  education  to  volunteer  for  service 
in  the  Confederate  Army  in  1861.  Three  times 
wounded,  he  saw  extensive  military  action  and 
was  captured  by  Sherman’s  troops  in  April,  1865. 

Returning  to  South  Carolina  after  the  war,  Si- 
mons began  to  fulfill  his  “one  earnest  desire,”  to 
study  medicine,  and  graduated  from  the  Medical 
College  of  South  Carolina  in  1867. 

His  career  was  distinguished  by  public  service 
and  by  his  active  participation  in  organized  medi- 
cine. As  a member  of  Charleston’s  City  Board  for 
14  years,  he  introduced  the  first  sanitary  city 
sewage  system  into  the  city.  A generous,  compas- 
sionate physician,  he  left  his  practice  to  assist  in 
caring  for  victims  of  yellow  fever  epidemics  in 
Memphis,  Montgomery,  and  Fernandina,  Flor- 
ida. Citations  for  these  services  are  shown  in  the 
cover  collage.  Among  Dr.  Simons’  positions  of 
public  service  were  tenures  as  physician  to  the 
Charleston  Orphan  Home,  Chairman  of  the 
Roper  Hospital  Board,  and  Chairman  of  the  City 
of  Charleston  Board  of  Health.  The  College  of 
Charleston  honored  Dr.  Simons  for  his  public 
service  by  awarding  him  the  LL.D.  in  1925. 

Born  May  10,  1843  in  Charleston,  Thomas 
Grange  Simons,  M.D.  lived  a long  life  devoted  to 
bettering  the  lives  of  his  fellow  man.  He  died  in 
1927. 

— Thomas  M.  Leland,  M.D. 
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ALERT 

I will  be  holding  a symposium  at  the  S.C.M.A.  Annual  Convention 
cover  the  following  topics  on  Retirement  Plans: 


and  will 


A.  The  Tax  Equity  and  Fiscal  Responsibility  Act  of  1982  (TEFRA) 

B.  Alternative  Retirement  Plans  Available 

C.  Lump  Sum  Distribution  Options 

The  symposium  is  scheduled  for  Saturday,  April  16th  from  2:30  p.m.  to  4:30 
p.m.  The  meeting  room  will  be  announced  later.  Please  plan  to  attend,  and 
bring  your  spouse. 

As  you  probably  know.  I have  been  made  available  by  the  S.CM.A.  to  provide 
free  financial  planning  to  its  member  physicians.  If  you  are  interested  in 
having  a session  while  at  the  Annual  Meeting,  please  fill  out  the  pre-paid 
post  card  at  the  bottom  of  the  Newsletter,  cut  out  and  mail.  I will  call 
you  to  set  up  an  appointment. 


CUT  HERE 


Mr.  Lefkowitz: 

I would  like  to  set  up  an  appointment  to  discuss  a Financial  Planning  Program 
for  me  while  I attend  the  S.C.M.A.  Annual  Meeting.  I understand  there  is  no 
obligation,  nor  any  fee. 

NAME:  

ADDRESS: 


PHONE  NUMBERS:  (HOME) 

(WORK) 


THANK  YOU. 


Financial  Check  Up  (continued) 


INVESTING 

It  goes  up!  It  goes  down!  But,  what  really  is  the  Dow  Jones  Industrial  Average? 

The  average  started  almost  100  years  ago  when  Charles  Henry  Dow  and 

Edward  D . Jones  joined  forces  to  compile  and  sell  investment  information  to  mem- 
bers of  the  financial  community.  Their  initial  effort  resulted  in  the  develop- 
ment of  the  Wall  Street  Journal  and  the  Dow  Jones  Industrial  Average The  "Dow" 

started  July  3,  1884  and  was  comprised  of  11  stocks  - nine  were  railroads.  How- 
ever, the  "Dow"  has  been  expanded  to  30  stocks  in  non-related  industrial  indus- 
tries  the  "Dow"  is  still  the  most  widely  referred  to  index,  even  though  the 

average  has  several  shortcomings  such  as:  (1)  exaggerates  stock  market  movement; 

(2)  Still  favors  "smokestack"  industries  and  too  few  high-technology  companies; 

(3)  Does  not  adjust  for  inflation;  and,  (4)  The  30  stocks  are  not  indicative 
of  the  actual  movement  of  the  more  than  3,000  actively  traded  stocks  on  the  New 

York  Exchange,  the  American  Exchange,  and  the  Over-The-Counter Therefore,  you 

might  want  to  use  the  broader  based  S&P  55,  NYSE,  and  the  Value  Line  indices  to 
get  a better  "feel"  for  the  movements  in  the  stockmarket. 

COMMODITIES 

Predict  the  Future  for  Interest  Rates? 

If  you  think  your  crystal  ball  can  show  you  which  way  interest  rates  will  move  you 
might  be  interested  in  a new  commodity  - T-Note  Futures this  2 year  note  con- 

tract expands  the  range  of  Treasury  securities  covered  by  futures  contracts.  The 
major  differences  in  the  2 year  contract  compared  to  other  futures  contracts  are 

in  contract  size  and  minimum  price  fluctuations the  new  2 year  contract  will 

allow  speculators  to  take  advantage  of  changes  in  the  yield  spread  between  the  2 
year  contracts  and  the  10  year  Treasury  contracts  and  the  3-  year  Treasury  contracts 
before  you  dust  off  your  crystal  ball,  remember  a large  amount  of  risk  is  in- 
volved, and  you  should  learn  as  much  as  possible  about  the  new  contract  and  con- 
sult your  broker. 


CUT  HERE 
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1982  INTERIM  MEETING  OF  THE  AMA  HOUSE  OF 
DELEGATES 


C.  TUCKER  WESTON,  M.D.* 

The  AMA  House  of  Delegates  met  in  Miami 
Beach  at  the  Fontainbleu  Hotel,  December  5-8, 
1982.  Representing  the  SCMA  in  attendance 
were:  Delegates  C.  Tucker  Weston,  M.D.,  and 
Waitus  O.  Tanner,  M.D.;  Alternate  Delegates 
John  C.  Hawk,  Jr.,  M.D.,  and  Donald  G.  Kilgore, 
Jr.,  M.D.;  SCMA  President  Euta  M.  Colvin,  M.D.; 
SCMA  President-Elect  Randolph  D.  Smoak,  Jr., 

M. D.  and  Mrs.  Smoak;  SCMA  Secretary  Kenneth 

N.  Owens,  M.D.;  SCMA  Treasurer  U.  Hoyt  Bodie, 
M.D.;  and  Mr.  Charles  Johnson,  SCMA  Executive 
Vice  President. 

There  were  305  delegates  seated,  236  repre- 
senting state  medical  associations,  61  representing 
national  medical  specialty  societies,  and  eight  Sec- 
tion and  Service  delegates  representing  medical 
students,  medical  schools,  resident  physicians, 
Army,  Navy,  Air  Force,  USPHS,  and  the  Veterans 
Administration.  The  House  was  informed  that  a 
preliminary  membership  count  indicated  that  25 
states  would  have  additional  delegate  representa- 
tion beginning  in  1983,  the  first  year  that  direct 
members  will  be  applied  to  the  delegate  alloca- 
tion. The  SCMA  was  later  advised  that  our  associa- 
tion would  be  entitled  to  an  additional  delegate, 
and  the  election  for  this  third  delegate  and  alter- 
nate delegate  to  the  AMA  will  take  place  during 
our  upcoming  Annual  Meeting  in  Charleston.  Fol- 
lowing are  some  of  the  highlights  of  the  AMA 
House  of  Delegates’  actions. 

SIZE  AND  COMPOSITION  OF  THE  HOUSE 

A report  addressing  the  size  and  composition  of 
the  House  of  Delegates  generated  much  discus- 
sion. Despite  some  concerns  about  inappropriate 
or  inadequate  representation,  the  House  re- 
affirmed the  value  of  specialty  society  representa- 
tion in  the  House  and  said  that  such  societies 
should  continue  to  meet  the  criteria  that  gained 
them  a seat.  In  addition,  the  House  voted  to  estab- 
lish a Hospital  Medical  Staff  section  with  appro- 
priate representation  in  the  House.  Also,  the 
House  voted  to  invite  the  American  Hospital  Asso- 
ciation and  the  American  Dental  Association  to 


° P.  O.  Box  B,  Columbia,  S.  C.  29202 


send  observers  to  AMA  meetings.  However,  the 
House  rejected  recommendations  to  provide  a 
delegate  seat  for  state  society  presidents  and  to 
provide  proportional  representation  to  specialty 
societies. 

JCAH  MANUAL:  PROPOSED  MEDICAL 
STAFF  REVISION 

The  House  considered  four  resolutions  pertain- 
ing to  a proposed  revision  in  the  Medical  Staff 
chapter  of  the  JCAH  “Accreditation  Manual  for 
Hospitals,”  and  voted  to  commend  the  AMA 
Commissioners  to  the  JCAH  for  their  efforts  to 
develop  methods  of  preserving  appropriate  physi- 
cian involvement  in  the  maintenance  of  quality 
patient  care  through  the  process  of  revising  the 
accreditation  manual. 

The  House  also  reaffirmed  a policy  statement 
on  JCAH  hospital  accreditation  which  read  in 
part:  “The  objective  of  hospital  accreditation  is 
primarily  to  evaluate  the  quality  of  patient  care, 
to  provide  recommendations  for  remedying  defi- 
ciencies and  improving  the  quality  of  patient 
care,  and  to  withhold  accreditation  from  those 
institutions  which  do  not  meet  an  acceptable  stan- 
dard of  patient  care;  . . . the  AMA  opposes  ac- 
creditation requirements  which  impose  rigid, 
uniform,  mandatory  administrative  procedures, 
methods  of  operation,  nomenclature,  or  forms  of 
organization  for  the  hospitals; . . . and  recognized 
the  excellence  in  patient  care  is  more  easily  attain- 
able when  the  accreditation  process  is  flexible  and 
is  concerned  with  evaluating  the  quality  of  hospi- 
tal service  and  not  the  administrative  procedures, 
or  forms  of  organization.  ...” 

PEER  REVIEW  IMPROVEMENT  ACT 
OF  1982 

The  House  adopted  a report  which  outlined  the 
major  provisions  of  the  Peer  Review  Improve- 
ment Act  of  1982  and  the  new  peer  review  pro- 
gram. This  report  recommended  that  the  AMA 
support  and  work  to  strengthen  those  elements  of 
the  new  peer  review  program  which  are  consis- 
tent with  present  AMA  policy  on  medical  review, 
and  to  seek  modification  through  regulation  and 
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amendment  of  those  mandatory  elements  which 
are  not  consistent  with  existing  policy.  The  report 
also  called  for  expanded  assistance  to  physicians 
and  medical  societies  in  assuming  a leadership 
role  in  medical  peer  review  and  additional  as- 
sistance in  negotiating  contracts  under  the  new 
program  which  would  retain  professional  direc- 
tion and  control  with  appropriate  emphasis  on 
quality  rather  than  cost.  Should  these  efforts 
prove  unsuccessful,  the  House  directed  that  the 
AMA  should  seek  repeal  of  the  Durenberger  bill 
and  report  back  at  the  1983  Annual  Meeting. 

COMPETITION  IN  MEDICINE 

The  House  considered  two  reports  addressing 
the  issue  of  competition  in  medicine.  One  report 
identified  and  examined  aspects  of  medicine  that 
are  changing  in  response  to  competitive  economic 
pressures.  The  other  report  described  an  AMA 
action  plan  designed  to  help  physicians  deal  with 
changing  market  forces.  This  action  plan  will  help 
physicians  determine  what  kind  of  practice  op- 
portunities are  available,  how  to  organize  practice 
resources  effectively,  and  where  to  obtain  medical 
practice  finances. 

HEALTH  POLICY  AGENDA  FOR  THE 
AMERICAN  PEOPLE 

A progress  report  was  presented  to  the  House  on 
the  major  new  AMA  initiative  called  “Health 
Policy  Agenda  for  the  American  People.”  The 
purpose  of  this  project  is  to  provide  a broad-based 
outline  of  major  concerns  for  the  health  sector. 
The  project  will  give  the  AMA  and  others  in  the 
health  sector  (including  various  levels  of  govern- 
ment) the  opportunity  to  abandon  the  traditional, 
year-by-year,  piecemeal  development  of  policy 
which  responds  only  to  pressures  of  the  moment. 
The  project  is  expected  to  be  of  at  least  three 
years’  duration.  Euta  M.  Colvin,  M.D.,  current 
SCMA  President,  will  represent  the  SCMA  on  the 
Advisory  Committee  to  this  project. 

OTHER  IMPORTANT  ISSUES 

In  response  to  efforts  of  “Nurse  Practitioners” 
regarding  the  independent  practice  of  medicine, 
the  House  urged  “state  medical  associations  to 
oppose  enactment  of  legislation  to  authorize  the 
totally  independent  practice  of  medicine  by  any 
individual  who  has  not  completed  the  state’s  re- 
quirements for  licensure  to  engage  in  the  practice 
of  medicine  and  surgery  in  all  of  its  branches.” 
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The  House  also  reaffirmed  the  definition  of  a 
physician  which  was  adopted  at  the  1972  Annual 
Meeting  which  reads:  “A  physician  is  a person 
who,  having  been  regularly  admitted  to  a medical 
school,  duly  recognized  in  the  country  in  which  it 
is  located,  has  successfully  completed  the  pre- 
scribed course  of  studies  in  medicine  and  has 
acquired  the  requisite  qualifications  to  be  legally 
licensed  to  practice  medicine.”  This  statement 
was  in  response  to  efforts  to  broaden  the  definition 
of  a physician. 

The  House  voted  to  continue  to  oppose  regula- 
tions that  require  parental  notification  when  pre- 
scription contraceptives  are  provided  to  minors 
through  federally  funded  programs,  since  the  reg- 
ulations create  a breach  of  confidentiality  in  phy- 
sician-patient relations.  The  House  encouraged 
physicians  to  provide  comparable  services  on  a 
confidential  basis  where  legally  permissible. 

In  considering  criteria  for  exemption  from 
AMA  dues,  the  House  voted  to  include  in  such 
criteria  members  suffering  financial  hardship 
and/or  disability,  retired  members  aged  65,  and 
members  aged  70  regardless  of  retirement.  All 
dues  exempt  members  are  eligible  to  receive 
American  Medical  News,  JAMA  and  the  AMA 
specialty  journals  at  half  price. 

Several  matters  of  ethics  were  considered,  and 
the  House  adopted  a Judicial  Council  opinion  on 
the  ethical  responsibilities  of  physicians  regarding 
abuse  of  children,  elderly  persons,  and  others  at 
risk.  The  Judicial  Council  also  pointed  out  that  a 
physician’s  obligation  to  comply  with  statutory 
requirements  is  clearly  stated  in  the  Principles  of 
Medical  Ethics,  and  the  ethical  obligation  of  the 
physician  may  exceed  the  statutory  limit.  In  an- 
other report,  the  Judicial  Council  presented  ethi- 
cal guidelines  for  physicians  engaged  in  accredi- 
tation activities.  Standards  should  be  relevant, 
fair,  reasonable,  and  nondiscriminatory,  and  phy- 
sicians should  not  use  accreditation  activities  for 
economic  regulation. 

The  House  opposed  regulations  under  the  Tax 
Equity  and  Fiscal  Responsibility  Act  of  1982 
which  would  interfere  with  and/or  redefine  the 
practice  of  medicine,  substitute  hourly  wages  or 
annual  salaries  for  present  reimbursement  mecha- 
nisms for  physicians’  services,  base  physician  re- 
imbursement on  any  system  which  does  not  give 
recognition  to  knowledge,  skill,  time  and  effort,  or 
otherwise  impinge  significantly  upon  the  practice 
of  medicine.  In  addition,  the  House  opposed 
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changes  in  the  Medicare  and  Medicaid  hospital 
reimbursement  systems  which  result  in  cost  shift- 
ing to  private  patients,  and  agreed  to  publicize  the 
deleterious  effects  on  the  private  sector  of  such 
cost  shifts  in  efforts  to  save  dollars  for  the  federal 
programs. 

CONCLUSION 

AMA  House  meetings  provide  a unique  educa- 
tional opportunity,  and  your  SCMA  Delegation 
would  encourage  you  to  attend  and  participate. 
Any  member  of  the  Association  may  present  testi- 
mony at  the  Reference  Committee  hearings  and, 
of  course,  corridor  discussions  on  the  issues  pro- 
vide ample  opportunities  to  get  your  views  across. 
If  you  plan  to  attend  AMA  meetings,  we  invite 
you  to  drop  by  the  SCMA  hospitality  suite. 

The  SCMA  has  enthusiastically  endorsed  the 


candidacy  of  Stewart  Haskin,  Jr.,  M.D.,  for  the 
AMA  Council  on  Medical  Services;  and  the  can- 
didacy of  Mrs.  Wayne  C.  (Billie)  Brady  for  Presi- 
dent-Elect of  the  AMA  Auxiliary.  We  continue  to 
appreciate  the  work  the  Auxiliary  does  on  behalf 
of  the  Association  and  the  help  they  give  us  during 
AMA  meetings. 

Elsewhere  in  this  issue  is  a report  from  the 
Housestaff  Physicians  Section.  We  are  pleased  to 
have  their  participation,  as  well  as  that  of  the 
students,  in  AMA  activities. 

The  SCMA  Delegates  and  Alternate  appreciate 
the  opportunity  of  continuing  to  represent  you  at 
AMA  meetings.  Let  us  know  your  opinions.  You 
can  also  prepare  a resolution  and  request  that  it  be 
submitted  to  the  House.  We  welcome  your  input 
and  ideas.  □ 


The  great  masquerader 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
311  Jones  Mill  Road  ♦ Statesboro,  Georgia  30458  ♦ JCAH  Accredited  ♦ (912)  764-6236 


Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

♦ anxiety 

♦ chest  pains  of  vague  origin 

♦ gastric  disturbances 

♦ depression 

♦ family  or  job-related  problems 

♦ hypertension 

♦ sleep  disturbances 
Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 
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Burdick  produces  the 
38-second  electrocardiogram. 


In  fact,  only  37.4  seconds  to  record  the  complete  12-lead  electro- 
cardiogram. It’s  the  EK-8,  Burdick’s  first  fully  automatic  single-channel 
electrocardiograph. 

Combined  with  its  unique  mounting  system,  the  EK-8  assures  higher 
ECG  productivity,  substantial  savings  of  time  for  operator  and  staff 
and  important  savings  on  ECG  paper. 

Each  lead  is  recorded  in  proper  sequence  — with  lead  lengths  and 
lead  switching  on  every  lead  automatically  controlled.  With  proper 
technic  there  is  no  stopping  to  move  the  chest  lead,  fewer  overruns, 
less  waste,  more  ECG’s  per  roll.  That  means  additional  savings. 

Important  savings  of  technician  and  staff  time  are  possible  with  the 
EK-8’s  unique  mounting  system.  Leads  are  automatically  identified,  and 
the  complete  12-lead  tracing  is  ready  for  mounting  on  Burdick  self-adhesive 
card  or  folder  formats,  ready  for  filing.  In  the  folder-mode,  with  longer 
leads  for  additional  data,  the  complete  ECG  is  recorded  in  47.1  seconds. 
Manual  override  provides  full  choice  of  lead  lengths  if  desired. 

The  faster  Burdick  EK-8.  Because  time  is  your  valuable  asset  for 
better  patient  service.  For  more  information,  or  a demonstration, 


Burdick* 

A concern  for  cardiac  care, 
rfyszsmxjfy'  SURGICAL  SUPPLY  200  S.  Torrence  St.,  Charlotte,  N.  C.  28204  (704)  372-2240 


WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 

GENERAL  SURGERY 
NEUROSURGERY 
ORTHOPEDIC  SURGERY 
OBSTETRICS-GYNECOLOGY 
OTOLARYNGOLOGY 
PSYCHIATRY 

DIAGNOSTIC  RADIOLOGY 

Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 

AMEDD  Personnel  Counselor 
Eisenhower  Army  Medical  Center 
Fort  Gordon,  GA  30905 
(404)  790-6939 
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AMA  INTERIM  MEETING:  REPORT  ON  THE 
HOUSESTAFF  PHYSICIANS'  SECTION 


SUSAN  F.  JOHNSON,  M.D.* 

J.  STEWART  HASKIN,  JR.,  M.D. 


The  Interim  Meeting  of  the  Resident  Physician 
Section  of  the  American  Medical  Association  was 
held  in  Miami,  Florida,  December  3-6,  1982.  The 
state  of  South  Carolina  is  allowed  four  delegates  to 
the  Interim  Meeting  as  well  as  the  Annual  Meet- 
ing, held  each  June  in  Chicago.  The  number  of 
delegates  allowed  from  each  state  is  based  on 
Housestaff  Physician  membership  in  the  AMA. 
The  delegates  representing  South  Carolina  at  the 
Interim  Meeting  this  year  were  Steven  White, 
M.D.,  a General  Surgery  resident  in  Spartanburg 
and  President  of  the  South  Carolina  Housestaff 
Physicians  Association;  Susan  F.  Johnson,  M.D., 
an  Anesthesiology  resident  in  Charleston  and  Sec- 
retary of  the  South  Carolina  Housestaff  Physi- 
cians Association;  Danny  Mikell,  M.D.,  also  a 
General  Surgery  resident  in  Spartanburg;  and  J. 
Stewart  Haskin,  Jr.,  M.D.,  an  Orthopaedic  Sur- 
gery resident  in  Charleston.  Dr.  Haskin  also  serves 
as  the  RPS  representative  on  the  AMA’s  Council 
on  Medical  Service.  He  has  represented  the  RPS 
and  our  state  as  a full  voting  member  on  the 
Council  for  the  past  three  years. 

Perhaps  the  most  interesting  and  pressing  issue 
discussed  before  the  RPS  at  the  Interim  Meeting 
dealt  with  the  anticipated  physician  glut  and  the 
changing  relationship  between  physicians  and 
hospitals.  During  the  1970’s,  the  medical  practice 
environment  underwent  many  changes.  First,  a 
rapid  increase  in  the  number  of  physicians  began 
which  will  continue  through  the  1980’s.  In  1971, 
there  were  152  physicians  per  100,00  population; 
by  the  close  of  the  decade,  the  number  had  in- 
creased to  1974  physicians  per  100,000  popula- 
tion. Second,  the  structure  of  medical  practice 
shifted.  In  1969,  there  were  approximately  6,300 
medical  group  practices.  By  1980,  the  number  of 
medical  groups  had  increased  to  nearly  11,000 
with  some  88,300  physicians  practicing  in  a group 


° Medical  University  of  South  Carolina,  171  Ashley  Avenue, 
Charleston,  S.  C.  29425. 


176 


setting.  Third,  the  decade  witnessed  the 
emergence  of  multi-hospital  systems,  an  increase 
in  the  number  of  for-profit  hospitals,  and  an  in- 
creasing dependence  on  the  hospital  and  its  tech- 
nologies for  the  delivery  of  medical  care. 

Increasing  numbers  of  physicians  are  entering 
full-time  and  part-time,  or  negotiated  contractual 
arrangements  with  hospitals.  No  other  element  of 
the  health  care  delivery  system  is  likely  to  be  more 
crucial  or  more  subject  to  forced  change  than  the 
relationship  among  physicians,  hospitals  and 
other  health  facilities.  Recent  AMA  surveys  have 
revealed  that  26  percent  of  physicians  have  some 
type  of  contractual  arrangement  with  hospitals. 
According  to  the  recent  GEMENAC  study,  it  is 
projected  that  there  will  be  536,000  available 
physicians  by  1990.  This  same  report  estimates 
that  only  466,000  physicians  will  be  needed  to 
meet  society’s  requirements.  This  trend  could 
make  salaried  positions  in  hospitals,  HMOs,  uni- 
versities, and  other  institutions  more  attractive  to 
physicians  because  of  guaranteed  incomes  and 
benefits.  Under  these  conditions,  physicians  may 
become  more  directly  competitive  in  hospitals, 
and  members  of  the  medical  staff  may  find  com- 
petition affecting  referral  patterns  and  the  scope 
of  privileges. 

There  are  various  financial  and  contractual  ar- 
rangements developing  between  physicians  and 
hospitals.  A physician  may  negotiate  for  a per- 
centage of  departmental  billings,  a fixed  hourly 
salary,  a fixed  annual  salary,  and  other  benefits.  A 
hospital,  through  its  medical  staff,  may  limit  a 
physician’s  privileges.  As  a matter  of  fact,  exclu- 
sive arrangements  with  physicians  to  operate  spe- 
cialty departments  would  not  constitute  restraint 
of  trade  nor  would  they  constitute  unreasonable 
rules  which  violate  the  rights  of  other  physicians 
or  patients. 

As  a result  of  these  thoughts,  facts,  and  con- 
cerns, the  South  Carolina  Housestaff  delegation 
introduced  a Resolution  at  the  Interim  Meeting 
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which  was  passed  by  the  RPS  House  of  Delegates 
calling  for  assistance  for  young  physicians  in  es- 
tablishing and  maintaining  a successful  practice 
of  medicine.  This  concept  was  incorporated  in 
Board  of  Trustees  Report  E (1-82)  outlining  an 
“AM A Action  Plan”  which  will  soon  implement 
designs  to  provide  young  physicians  with  an  infor- 
mational data  base  and  provisions  to  deal  with  the 
rapidly  changing  environment  of  medical  prac- 
tice. Watch  closely  — these  developments  will 
certainly  be  interesting  and  will  surely  affect  the 
young  physician’s  career  choice  and  practice 
methods.  □ 


Danny  Mikell  (right)  and  Steven  White,  M.D.,  participate  in 
the  discussions  of  the  Representative  Assembly  of  the  RPS 
at  the  1982  Interim  Meeting  in  Miami. 


Jack  Ring,  M.D.,  Illinois,  Chairman  of  the  Council  on  Medi- 
cal Service,  and  Stewart  Haskin,  M.D.,  Charleston,  member 
of  the  Council  on  Medical  Service,  review  a Council  Report 
for  the  1982  AMA  Interim  Meeting. 


(Left  to  Right)  Danny  Mikell,  M.D.,  Susan  F.  Johnson,  M.D., 
and  Stewart  Haskin,  M.D.,  represent  South  Carolina  during 
the  deliberations  of  the  RPS  at  the  AMA  Interim  Meeting. 
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Pediatric  Drops 

100  mg/ml 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^Didista 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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CONVENTION  83 

The  1983  Auxiliary  Convention  welcomes  you  to  Charleston  to  enjoy  “A  SPRINGTIME  SEREN- 
DIPITY” at  the  Charleston- Sheraton,  April  13-17. 

The  itinerary  is  scheduled  below,  but  let  us  tell  you  about  some  of  the  special  events.  The  “CANVAS- 
BACK”  is  a show  and  sale  of  unique  items  to  delight  both  men  and  women  alike,  and  will  be  presented  by 
owners  Frances  Atkinson  of  Florence  and  Rose  Heath  of  Sumter.  They  will  be  showing  different  styles  of 
luggage  for  men,  women  and  children.  They  also  show  a large  selection  of  handbags,  children’s  bags,  travel 
bags,  tennis  bags,  and  others  too  numerous  to  list  — and  all  of  these  in  many  colors  of  canvas  and  nylon  with 
monograms,  appliques,  or  hand  painting  on  any  item. 

Also  on  Thursday  afternoon,  Auxilians  and  their  spouses  are  invited  to  a complimentary  WINE  AND 
CHEESE  RECEPTION  sponsored  by  Southern  Bank  and  Trust  Company.  On  Friday,  a lovely  compli- 
mentary BREAKFAST  is  planned  for  you.  Following  the  House  of  Delegates  meeting  are  PRE- 
LUNCHEON REFRESHMENTS  AND  A LUNCHEON  honoring  Auxiliary  Past  State  Presidents,  during 
which  a FASHION  SHOW  is  an  added  treat. 

On  Friday  evening,  we  honor  our  1982-83  South  Carolina  Medical  Association  President,  Euta  M. 
Colvin,  M.D.,  and  incoming  President  for  1983-84,  Randolph  D.  Smoak,  Jr.,  M.D.,  at  a very  special 
PRESIDENTIAL  BANQUET.  The  SOCPAC  LUNCHEON  is  scheduled  on  Saturday.  Make  your 
reservations  for  these  two  events  directly  through  the  SCMA. 

A bright  yellow  flyer  containing  complete  information  has  been  mailed  to  your  spouses’  offices  and  also 
published  in  SCAN.  PLEASE  PRE-REGISTER.  We  look  forward  to  seeing  you  at  the  Charleston-Sheraton 
APRIL  13-17,  for  CONVENTION  ’83. 

Mrs.  A.  W.  (Ann)  Hursey 
Mrs.  Davis  (Emily)  Moise 
Convention  Co-Chairmen 


S.  C.  M.A.A.  CONVENTION  ITINERARY 


REGISTRATION  HOURS 

Wednesday,  April  13,  1983 
Thursday,  April  14,  1983 
Friday,  April  15,  1983 


3:00  PM-5:00  PM 
8:30  AM-5:00  PM 
8:30  AM-9:30  AM 


HOSPITALITY  CENTER 
Room  213 

(Palmetto  State  Room) 


WEDNESDAY,  APRIL  13,  1983 
3:00  PM-5:00  PM 
3:30  PM 


Registration 

Finance  Committee  Meeting 


(Room  213)  Palmetto  State  Room 


THURSDAY,  APRIL  14,  1983 

8:30  AM-5:00  PM 
9:00  AM-10:00  AM 
10:30  AM-12:30  PM 
11:15  AM 
2:00  PM-6:00  PM 
4:30  PM-6:00  PM 


Registration 

Executive  Board  Breakfast 
Executive  Board  Meeting 
Break 

Canvasback 

Wine  and  Cheese  Reception 

(sponsored  by  Southern  Bank  & Trust  Company) 


(Room  213)  Palmetto  State  Room 

Lord  Proprietors  Suite 

(Room  220)  Charleston  Room 

Room  229 

Cotillion  C 

Cotillion  C 


(continued  next  page) 
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FRIDAY,  APRIL  15,  1983 

8:30  AM-9:30  AM 

Registration 

(Room  213)  Palmetto  State  Room 

8:30  AM-9:30  AM 

House  of  Delegates  Breakfast 

Cotillion  A 

10:00  AM-12Y5  PM 
11:15  AM 

House  of  Delegates  Meeting 
Break 

Cotillion  B 

12:30  PM 

Pre-Luncheon  Refreshments 

Cotillion  A 

1:00  PM 

Luncheon  in  Honor  of  Past  State  Presidents 
& Fashion  Show 

Cotillion  A 

3:00  PM-4:00  PM 
6:30  PM 

Post  Convention  Board  Meeting 
SCMA  Reception 

(Reservations  directly  to  SCMA) 

Lord  Proprietors  Suite 

7:30  PM 

SCMA  President’s  Banquet 

(Reservations  directly  to  SCMA) 

Cotillions  A,B,C 

SATURDAY,  APRIL  16,  1983 

1:00  PM-2:30  PM 

SOCPAC  Luncheon 

(Reservations  directly  to  SCMA) 

Cotillions  A & B 

6:30  PM-7:30  PM 

SCMA  President’s  Reception 

Cotillion  A 

CLASSIFIED 

SOUTH  CAROLINA:  Ultra  modern  250  bed  hospital 
located  within  15  minutes  of  metropolitan  area  needs 
full-time  emergency  physicians.  Full  complement  of 
acute  care  techniques  and  ancillary  services.  Excellent 
medical  staff  back-up.  27,000  ED  visits  annually.  12 
hour  shifts  with  double  coverage  during  peak  hours. 
Flat  hourly  compensation  with  malpractice  provided. 
Write  or  call:  Coastal  Group,  Inc.,  P.  O.  Box  15697, 
Durham,  NC  27704,  (919)  471-6482;  inside  NC  (800) 
672-1665,  Outside  NC  (800)  334-1630. 

SOUTH  CAROLINA  — HCA’s  Professional 
Relations  Office  offers  a free,  no  obligation  physician 
placement  service.  We  are  aware  of  private  practice 
opportunities  for  many  medical  specialties  in 
communities  served  by  HCA  hospitals.  For  more 
information,  address  confidential  inquiries  to 
Saundra  Lee;  Manager,  Professional  Relations; 

HCA;  P.  O.  Box  1575;  Nashville,  TN  37202  or  call 
toll-free:  1-800-251-1537. 

SUMMER  CME  CRUISE/CONFERENCES  ON 
LEGAL-MEDICAL  ISSUES  — Alaskan,  Caribbean, 
Mediterranean.  10  & 14  days  in  July  and  August. 
Approved  for  24  CME  Cat.  1 credits  (AMA/PRA). 
Distinguished  professors.  FLY  ROUNDTRIP  FREE 
ON  CARIBBEAN  AND  ALASKAN  CRUISES. 
Excellent  group  fares  on  finest  ships.  Registration 
limited.  Scheduled  prior  to  12/31/80  — Tax 
deductible  under  1976  Tax  Reform  Act. 

Information:  International  Conferences,  189  Lodge 
Ave.,  Huntington  Station,  N.  Y.  11746.  (516)  549- 
0869. 

EXCELLENT  LOCATIONS  for  pediatric  and  family 
practices  in  new  professional  court  in  fastest  growing 
area  of  Greenville  County.  Please  contact  William  J. 
Wirthlin,  D.D.S.,  121  Edinburgh  Court,  Greenville, 
SC  29607.  Phone  (803)  232-9556. 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


April,  1983 

April  has  arrived — probably  the  mid-point  of  what  appears  will  be  a relatively  long  Legis- 
lative session  for  1983.  The  House  Ways  and  Means  Committee  has  begun  pouring  over  the 
State  Appropriations  Bill  for  the  1983-84  Fiscal  Year.  Still  receiving  spirited  debate 
are  DUI  legislation — over  twenty  bills  have  been  introduced  to  "toughen  up"  the  state's 
drunk  driving  laws,  automobile  liability  insurance,  and  reapportionment  of  the  Senate  is 
now  being  debated  on  the  House  floor. 

OPTOMETRIC  DRUG  BILL  STALLED  - H.2582 


Perhaps  acting  in  a sense  of  fairness,  R<ipK2J>£n£cuti,v(U>  LZoyd  H<indJvLcJz&  [V-RZck Zand),  Jim 
Kinand  [V-Ri,cJiZand) , JmvUngA  McAbee.  (V-McCo/imlcfz) , and  Marion  CaAnoJJi  [V-G^eenwood) 
"objected"  to  H.2582  when  it  came  up  for  early  debate  on  the  House  floor.  An  "objection" 
puts  any  legislation  on  what  is  called  the  "contested  calendar" — usually  substantially 
delaying  the  time  in  which  a matter  is  brought  up  for  debate. 

This  bill,  which  would  allow  optometrists  to  utilize  chemical  drugs  in  the  human  eye  was 
mysteriously  brought  up  unannounced  in  a House  Medical  Affairs  sub-committee  and  passed 
by  the  full  committee  amid  futile  requests  to  be  heard  by  SCMA  and  the  S.  C.  Society  of 
Ophthalmology.  The  bill  is  almost  what  is  called  a "skeleton  bill" — one  that  is  extremely 
general  or  actually  leaves  out  one  or  more  pertinent  matters.  H.2582  does  not  specify  the 
drugs  that  optometrists  would  utilize,  nor  does  it  outline  the  training  and  education  for 
optometrists  to  undertake  such  an  endeavor.  Neither  does  it  have  provisions  regarding  the 
necessity  for  optometric  liability  insurance  or  specifications  regarding  referral  of 
patients  when  diseases  or  pathological  conditions  are  detected.  Usually,  technical 
matters  of  such  a nature  are  completed  in  sub-committee  or  committee  with  only  the  general 
merits  of  a bill  itself  being  debated  on  the  floor  of  either  chamber.  This  bill  is  a rare 
and  glaring  exception  to  the  rule. 

Optometric  supporters  have  been  urging  quick  passage — their  best  argument  being  the  fact 
that  35  states  have  now  passed  a "drug  bill".  Please  contact  your  House  and  Senate  members. 
Let  them  know  that  the  medical  community  absolutely  opposes  the  use  of  prescription  drugs 
in  the  human  eye  by  non-medical  practitioners.  And,  if  indeed  a drug  bill  is  enacted  into 
law,  it  should,  at  the  very  least,  contain  the  safeguards  enumerated  above. 

JUA  BILL  MAKES  HEADWAY  - S.369,  H.2600 

In  early  March  the  Senate  Banking  & Insurance  Committee  considered  the  bill  to  remove  the 
"sunset"  provision  on  the  Joint  Underwriting  Association — basically  making  it  the  permanent 
entity.  At  that  time  the  committee  unanimously  endorsed  this  measure  and  voted  to  make 
S.369  a "committee  bill" — probably  increasing  its  chance  for  passage. 

Later  during  the  month  of  March,  S. 369  received  the  necessary  three  readings  to  pass  the 
State  Senate.  It  was  then  introduced  in  the  House  of  Representatives,  where  it  was 
referred  to  the  Labor,  Commerce  & Industry  Committee.  Now  both  S.369  and  H.2600  (the  House 
version)  are  in  the  House  Labor,  Commerce  & Industry  Committee.  We  are  urging  that  this 
committee  take  prompt  action  on  these  bills. 


PODIATRY  AND  CHIROPRACTIC  PRIVILEGES  IN  HOSPITALS  MANDATED  - H.2550  & H.2775 


Last  month  we  reported  the  introduction  of  H. 2550,  which  would  mandate  that  all  hospitals 
in  the  state  allow  podiatrists  admission  to  hospitals  in  the  same  manner  and  subject  to 
the  same  rules  as  physicians.  The  problem  here  being,  of  course,  that  the  Joint  Commission 
on  Accreditation  of  Hospitals  (JCAH)  guidelines  would  be  made  inoperable,  since  the  JCAH 
treats  podiatrists  slightly  different  than  physicians  in  the  hospital  environment.  The 
end  result  could  be  that  most  hospitals  lose  their  JCAH  accreditation  under  such  legisla- 
tion with  the  resultant  loss  of  many  government  benefits,  i.e.,  Medicaid. 

During  the  last  days  of  March  a very  similar  bill  was  introduced  in  the  House  (H.2775), 
which  would  mandate  that  chiropractors  "be  permitted  staff  privileges  and  the  use  of 
facilities  at  all  hospitals  in  this  state  in  the  same  manner  and  subject  to  the  same  rules 
that  licensed  physicians  are."  While  SCMA  does  have  significant  problems  with  H.2550 
(podiatrists),  mainly  because  of  the  way  it  is  drafted,  there  is  no  way  we  could  accept 
legislation  mandating  hospital  privileges  for  chiropractors — in  any  way,  shape , or  form! 

Both  of  these  bills  are  in  the  House  Medical  Affairs  Committee.  SCMA  officials  have  made 
our  position  clear  to  members  of  that  body.  Contact  your  local  House  member  and  let  him 
know  how  you  feel  about  these  issues. 

BRAIN  DEATH  BILL  MAKES  PROGRESS  - S.330 


SCMA  has,  for  several  years,  supported  the  concept  of  a law  that  would  define  when  death 
occurs.  This  particular  version  basically  stipulates  that,  to  be  adjudged  dead,  the  upper 
part  of  the  brain  plus  the  brain  stem  itself  must  not  be  functioning.  In  the.  March  Update 
we  reported  a scheduled  hearing  on  this  legislation.  On  March  8,  1983  SCMA  officials 
testified  in  favor  of  this  bill,  as  did  two  other  groups.  At  its  next  scheduled  meeting, 
the  Senate  Medical  Affairs  Committee  considered  the  testimony  received  and  voted  to  make 
the  measure  a "committee  bill",  and  S.330  was  then  introduced  in  the  State  Senate.  The 
bill  has  since  passed  the  full  Senate  and  is  now  in  the  House  Medical  Affairs  Committee. 

We  are  cautiously  optimistic  of  final  passage. 

INSURANCE  EQUALITY  LEGISLATION  - H.2737,  H . 27 72 

As  probably  could  be  predicted,  bills  have  now  been  introduced  in  the  House  that  would 
effectively  require  insurance  policies  to  pay  psychologists  ( H.2737 ) and  chiropractors 
(H. 2772)  for  treatments  they  undertake  whenever  physicians  are  paid  for  similar  under- 
takings. Rumor  has  it  that  a similar  bill  will  be  introduced  for  optometrists  within 
the  next  few  days. 

SCMA  has  expressed  its  strong  opposition  to  these  measures.  Legislators,  especially  those 
in  the  House,  should  be  informed  of  the  fact  that  we  increase  health  care  costs  when  arti- 
ficial demand  is  created,  via  legislation  of  this  type. 

Our  consistent  arguments  over  the  last  three  years  against  legislation  such  as  this  have 
been:  1)  Laws  such  as  this  tend  to  run  up  the  costs  of  health  insurance  coverage  by 

getting  more  professionals  vying  for  insurance  dollars.  A patient  must,  oftentimes,  visit 
several  "limited"  specialists  to  attain  complete  health  care;  2)  There  is  no  incentive 
for  the  consumer  to  hold  down  costs  under  such  a law,  since  he  often  doesn’t  equate  expen- 
sive benefits  with  earlier  paid  premiums;  and  more  and  more  employers  are  having  to  under- 
write costs  via  group  plans;  3)  In  addition,  other  professionals’  charges  are  usually 
equal  to  that  of  M.D.  charges;  4)  There  is  a decided  lack  of  controls  on  charges  by  non- 
M.D.  professionals;  and  5)  There  is  no  public  outcry  for  this  type  of  legislation — only 
the  professions  named  in  legislation  desire  this  law. 
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ACS  SOUTH  CAROLINA  PRESIDENT’S  LETTER 


Fellow  Physicians  of  South  Carolina: 

As  President  of  the  South  Carolina  Division  of  the  American  Cancer  Society,  I would  like  to  express  our 
grateful  appreciation  to  the  Editorial  Staff  of  the  South  Carolina  Medical  Association  Journal  for  the 
opportunity  to  participate  in  this  publication.  I especially  want  to  thank  the  members  of  the  American 
Cancer  Society’s  Professional  Education  Committee  and  its  1982  Chairman,  Dr.  Richard  von  Buedingen, 
for  planning  and  selecting  the  papers.  We  hope  this  will  be  the  beginning  of  a fruitful  and  educational 
experience  for  the  medical  readers  of  this  state. 

The  dedicated  professional  volunteers  in  this  Division  are  constantly  seeking  new  avenues  and  means  to 
improve  professional  education  about  cancer.  Each  unit  has  an  active  professional  education  committee, 
usually  chaired  by  a physician,  dentist  or  allied  health  person.  The  state  office  financially  supports  several 
educational  conferences  for  all  health  professionals  each  year.  Many  cancer  publications  such  as  CA  are 
distributed  on  a regular  basis  to  all  doctors.  Funds  from  the  National  American  Cancer  Society  office  are 
made  available  for  fellowships  and  stipends  for  residents  in  cancer  training  programs.  Funds  are  also  made 
available  for  national  conferences  concerning  cancer  and  for  research  projects. 

In  summary,  your  Cancer  Society,  through  volunteer  effort  and  funds  donated,  is  working  diligently  for 
you,  your  patients,  and  the  public  to  wipe  out  cancer  in  your  lifetime. 


Richard  D.  Marks,  Jr.,  M.D. 

1982-83  President,  American  Cancer 
Society,  South  Carolina  Division,  Inc. 


April  1983 
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DEVELOPING  A CANCER  PROGRAM  IN  A 
PRIVATE  COMMUNITY  HOSPITAL 


W.  T.  ROBINSON,  M.D.* 

R.  P.  von  BUEDINGEN,  M.D.** 
LUNETTE  YONCE,  A.R.T.*** 
ALICE  JHANT,  A.R.T.**** 


In  1978  the  staff  of  a 200-bed  private  commu- 
nity hospital  made  a commitment  to  excellence  in 
patient  care  — we  elected  to  establish  a program 
of  continuing  education  and  improvement  in  can- 
cer therapy.  Our  hospital  is  operated  by  the  Hos- 
pital Corporation  of  America  (hopefully  for 
profit)  and  serves  a three-county  area  of  the  Cen- 
tral Savannah  River  Area.  The  Department  of 
Energy’s  Savannah  River  Nuclear  Project  is  a 
central  part  of  our  community;  we  cannot  say  that 
the  decision  to  monitor  the  occurrence  of  cancer 
in  our  community  was  not,  in  part,  motivated  by 
this  fact. 

The  American  College  of  Surgeons  has  been 
interested  in  cancer  control  since  1913  and,  in 
1933,  established  a formal  committee  to  survey 
local  communities  and  improve  cancer  care  at 
that  level;  we,  therefore,  turned  to  them  for  help. 
We  viewed  two  excellent  films  on  the  cancer 
program  and  the  operation  of  the  cancer  registry 
in  larger  hospitals.  Our  review  of  these  films,  and 
our  specific  requirements,  led  us  to  state  our  ob- 
jectives — 

The  establishment  of  a cancer  program  to  pro- 
vide: 

1.  A multi-disciplinary  consultative  service; 

2.  An  educational  forum  for  discussion  of: 

A.  Problems  within  the  hospital  relating  to 
the  cancer  patient. 

B.  Advances  within  any  discipline  of  medi- 
cine which  relate  to  the  cancer  patient. 

C.  Providing  input  to  administrative  and 
paramedical  care  of  the  cancer  patient. 


° Chairman,  Cancer  Control  Program,  Aiken  Community 
Hospital,  Aiken,  S.  C.  29801 

Liaison  Fellow,  American  College  of  Surgeons,  Commit- 
tee on  Cancer,  154  Waterloo  Street,  Aiken,  S.  C.  29801 
0 0 0 Registrar  for  Tumor  Board,  Aiken  Community  Hospital, 
Aiken,  S.  C.  29801 

0 0 0 0 Medical  Record  Librarian,  Aiken  Community  Hospital, 
Aiken,  S.  C.  29801 
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3.  A program  for  reporting  the  incidence  of 
various  tumors,  the  overall  incidence  of  can- 
cer, and  the  results  of  its  treatment  in  our 
community.  (This  incidence  can  be  com- 
pared against  national  norms  and  against  the 
results  of  newer  modes  of  therapy.) 

4.  A system  of  concurrent  review  and  evalua- 
tion of  the  care  of  specific  types  of  cancer. 

To  meet  these  goals,  it  would  be  necessary  to 
establish  formally:  (1)  a Review  Board;  (2)  a Can- 
cer Conference;  and  (3)  a Tumor  Registry. 

Our  cancer  committee  was  estalished  in  the 
hospital  bylaws,  and  utilized  our  in-house  peer 
review  mechanisms  for  retrospective  review  and 
the  Tumor  Registry  for  ongoing  concurrent  re- 
view; it  included  a respesentative  of  every  medi- 
cal and  paramedical  specialty  which  came  into 
contact  with  the  cancer  patient.  (Our  member  list 
became  somewhat  unwieldy  but  everyone  was 
interested,  and,  as  long  as  the  hospital  supplied 
free  lunch,  the  meeting  was  well  attended!!) 
Speakers  warm  to  this  larger  audience  and  ques- 
tions seem  to  flow  freely  from  this  diversified 
body.  Our  pathologist  attends  with  photo  micro- 
graphs of  interesting  cases  and  our  speakers  are 
presenting  slides  — just  like  a real  teaching  cen- 
ter!! Nurses  and  pharmacy  representatives  seem  to 
understand  requirements  of  cancer  patients  bet- 
ter and  are  seeking  additional  information  from 
our  oncologist.  Speakers  are  coming  out  of  the 
woodwork  and  physicians  from  surrounding  com- 
munities are  attending  and  seem  to  go  away  with 
an  improved  perception  of  our  medical  commu- 
nity. The  consultative  and  educational  aspects  of 
the  conference  are  a large  success! 

The  Tumor  Registry  was,  however,  somewhat 
more  difficult.  We  consulted  publications  of  the 
American  College  of  Surgeons  and  the  head  of  our 
medical  records  department  — Ms.  Alice  Jhant. 
We  were  able  to  find  Ms.  Lunette  Yonce,  a medi- 
cal records  technician,  who  is  now  our  present 
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Tumor  Registrar.  The  Medical  University  of 
South  Carolina  and  University  of  South  Carolina 
School  of  Medicine  were  able  to  show  us  their 
programs,  and  allowed  us  to  plagiarize  some  of 
their  forms  which  we  have  modified  to  our  own 
specific  requirements.  The  mysterious  “Tumor 
Registry”  actually  consists  of  a fairly  simple  num- 
ber of  items; 

1.  The  Accession  Book:  a listing  of  cases  by 
number  derived  by  review  of  either  the 
pathological  reports  of  surgical  specimens 
and  biopsies,  or  the  discharge  diagnosis  by 
attending  physicians,  supplemented  by  re- 
ports of  possible  malignancy  from  x-ray  re- 
ports. These  are  then  followed  up  by  the 
registrar,  and  if  indeed  a malignancy  is  diag- 
nosed the  chart  is  abstracted. 

2.  Chart  abstracts  are  filed  by  year  of  diagnosis 
and  site  of  origin  according  to  the  American 
College  of  Surgeons  standard  format. 

3.  A Tickler  File:  allows  us  to  pull  a patient’s 
chart  at  a specific  time  in  the  future  for 
followup  status. 

4.  Followup  Letter:  Since  followup  of  at  least 
90%  is  considered  a minimal  standard,  it 
requires  initiative  and  detective  work  on  the 
part  of  the  registrar  to  locate  and  obtain  the 
current  health  status  of  the  patient.  We  re- 
quest information  first  from  the  physician 
who  treated  the  patient  for  cancer;  only  with 
the  permission  of  the  attending  physician  do 
we  proceed  to  contact  the  patient  directly. 
We  use  a standard  letter  which  asks,  “Since 
your  stay  with  us,  (on  a certain  date)  have 
you  had  any  additional  medical  problems?” 
It  is  surprising  how  often  this  generates  an 
appreciative  response  by  the  patient  that  the 
hospital  cares  for  them.  (Perhaps  we  should 
utilize  this  little  trick  for  the  rest  of  our 
patients!) 

We  have  made  several  observations  and  conclu- 
sions about  our  registry: 

1.  A good  medical  records  technician  will 
make  or  break  the  project. 

2.  The  Tumor  Registry  is  the  foundation  on 
which  your  entire  program  will  stand  or  fall. 

3.  We  have  acquired  about  one  new  malig- 
nancy diagnosis  per  hospital  bed  per  year  — 
as  predicted  by  national  statistics. 

4.  You  will  need  one  medical  records  techni- 
cian full-time  for  each  300  patients  acquired 


per  year.  Our  skilled  registrar  started  off 
spending  about  60%  of  her  time  on  the  regis- 
try, now,  five  years  later,  she  spends  about 
85%  of  her  time  on  the  registry  due  to  in- 
creasing followups.  We  estimate  that  it  will 
be  a full-time  task  when  our  program 
reaches  steady  state. 

Our  treatment  statistics,  when  compared  with 
the  national  averages  for  the  different  tumor 
types  reviewed,  have  left  us  generally  pleased 
with  our  handling  of  community  patients.  When 
improvements  were  needed  they  were  largely  in 
the  area  of  documentation.  Our  spread  of  tumor 
types  was  somewhat  skewed  and  this  concerned  us 
until  we  realized  that  treatment  rendered  locally 
was  a reflection  of  the  specialty  physicians  on  our 
medical  staff.  (In  case  some  of  you  remember  our 
concerns  regarding  the  Savannah  River  Nuclear 
Facility,  we  have  found  no  incidence  of  any  tu- 
mor which  significantly  exceeds  the  national 
norms.) 

At  the  urging  of  the  medical  staff,  we  sought 
accreditation  of  our  program  from  the  American 
College  of  Surgeons  Committee  on  Cancer.  We 
achieved  (after  cleaning  up  our  act  a little)  cer- 
tification on  our  first  evaluation  and  inspection. 

Our  closer  association  with  the  American  Can- 
cer Society  which  assisted  in  the  establishment  of 
our  program  has  led  us  into  several  other  areas  of 
cooperation  — evolving  into  community  ventures 
which  have  benefited  hospital  and  patient. 

The  bottom  line:  “Was  it  worth  it?”  At  the 
Aiken  Community  Hospital,  the  answer  has  been 
a very  definite  “YES!”  □ 

Editor’s  Note:  Aiken  Community  Hospital  is  the  first  proprie- 
tary hospital  of  its  size  in  the  United  States  to  achieve  American 
College  of  Surgeons  accreditation  as  a cancer  treatment  center. 

R.  P.  v B. 
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CANCER  PROGRAMS  APPROVED  BY  ACOS  COMMISSION  ON  CANCER 


State 

City 

Hospital 

SC 

Aiken 

Aiken  Community  Hospital 

SC 

Anderson 

Anderson  Memorial  Hospital 

sc 

Beaufort 

Naval  Hospital 

sc 

Charleston 

Medical  University  of  S.  C. 

sc 

Columbia 

Baptist  Medical  Center  at  Columbia 

sc 

Columbia 

Richland  Memorial  Hospital 

sc 

Columbia 

Veterans  Administration  Medical  Center 

sc 

Florence 

McLeod  Regional  Medical  Center 

sc 

Fort  Jackson 

Moncrief  Army  Hospital 

sc 

Greenville 

Greenville  General  Hospital 

sc 

Greenville 

Greenville  Memorial  Hospital 

sc 

Greenwood 

Self  Memorial  Hospital 

sc 

Orangeburg 

Orangeburg  Regional  Hospital 

sc 

Spartanburg 

Spartanburg  General  Hospital 

sc 

State  Totals: 

Total  Programs:  14 

Winchester  Surgical  Supply  Company 


200  S.  TORRENCE  ST.,  CHARLOTTE,  N.  C.  28204  Phone  No.  704-372-2240 


MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  THIRD  STREET  Phone  No.  704/332-1217 


Winchester-Ritch  Surgical  Company 

421  W.  SMITH  ST.,  GREENSBORO,  N.  C.  27401  Phone  No.  919-273-5581 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 
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CANCER  DETECTION  AND  THE  PRIMARY  CARE 
PHYSICIAN 

JOHN  B.KRIBBS,  M.D.* 


The  primary  care  physician  can  and  should  be 
the  key  figure  in  the  medical  profession’s  effort  to 
decrease  cancer  morbidity  and  mortality.  Millions 
of  health  care  dollars  are  spent  in  the  treatment  of 
advanced  — and  presently  incurable  — malig- 
nancies, but  there  is  a growing  recognition  that 
many  malignancies  can  be  either  prevented,  or 
cured  when  detected  early.  The  sad  fact  is,  how- 
ever, despite  this  recognition,  we  primary  care 
physicians  still  have  not  assumed  our  key  role  in 
prevention  and  early  detection  of  cancer.  We  are 
not  yet  meeting  our  responsibilities  to  our  patients 
in  this  vital  area  of  health  care. 

There  are  many  reasons  for  our  poor  perfor- 
mance in  this  area:  an  episodic,  crisis-oriented, 
disease-oriented  style  of  health  care  delivery;  lack 
of  interest  in  preventive  medicine;  lack  of  confi- 
dence in  cancer  detection  techniques;  office  re- 
cord systems  not  well  suited  to  health  surveillance; 
the  feeling  that  we  shouldn’t  charge  patients  if  we 
aren’t  treating  “real  disease;”  lack  of  time;  and 
fear  that  patients  will  reject  cancer  detection  pro- 
grams. Despite  these  problems,  the  chief  factor 
which  should  motivate  the  primary  care  physi- 
cian to  assume  his  pivotal  role  in  the  cancer  effort 
is  our  undeniable  concern  for  the  health  of  our 
patients.  Motivated  by  this  concern,  and  recogniz- 
ing that  our  efforts  can  make  a difference  to  our 
patients,  most  primary  care  physicians  will  even- 
tually assume  this  responsibility.  If  this  is  to  hap- 
pen, however,  there  are  certain  steps  we 
physicians  will  have  to  take. 

First,  we  must  make  a firm  commitment,  re- 
newed daily,  that  we  will  identify  risk  factors  and 
look  for  cancer  in  all  of  our  patients.  Second,  we 
must  educate  ourselves  in  the  entire  area  of  cancer 
prevention  and  early  detection;  this  includes  an 
understanding  of  potential  environmental  haz- 
ards, the  significance  of  family  history,  the  recog- 
nition of  risk  factors  and,  most  important  of  all, 

Assistant  Professor,  Department  of  Family  Medicine,  USC 

School  of  Medicine,  Richland  Memorial  Hospital,  3301 

Harden  Street,  Columbia,  S.  C.  29203 


understanding  the  rationale  for  the  early  detec- 
tion recommendations  of  the  American  Cancer 
Society.  One  does  not  have  to  agree  with,  or 
indeed  even  utilize,  all  of  these  recommendations, 
but  they  should  serve  as  a basis  for  developing 
each  physician’s  own  screening  program.  Next,  to 
simplify  and  facilitate  this  effort,  the  primary 
care  physician  should  incorporate  into  his  record 
system  the  essential  elements  of  a problem-ori- 
ented approach.  At  the  very  least,  there  should  be 
a Problem  List  and  a Grid  or  Flow  Sheet  which 
indicates  when  various  early  detection  procedures 
should  be  done  (see  Figure  1).  There  are  many 
variations  of  such  records,  and  the  physician 
should  select  the  one  most  suited  to  his  needs. 

Next,  the  physician  should  try  to  incorporate 
early  detection  measures  into  office  visits  as  rou- 
tinely as  possible.  This  will  relieve  much  of  the 
burden  of  guilt  for  charging  patients  for  health 
surveillance  procedures  and  will,  of  course,  cut 
the  cost  to  the  patient  as  well.  Having  the  Health 
Surveillance  Grid  checked  routinely  by  an  office 
assistant  also  helps  to  assure  that  needed  early 
detection  measures  will  be  accomplished. 

In  addition  to  these  steps,  at  any  time  a patient 
is  admitted  to  the  hospital,  the  physician  should 
view  this  as  an  opportunity  to  totally  update  the 
patient’s  data  base  and,  in  particular,  to  do  a 
complete  history  and  physical.  This  would  also 
include  utilizing  the  facilities  of  the  hospital  for 
early  detection  measures  if  they  have  not  been 
done  recently;  e.g.,  obtaining  serial  stools  for 
blood,  doing  a rectal  and  sigmoidoscopic  exam 
and/or  pelvic  exam  and  PAP  Smear,  and  other 
appropriate  measures. 

Another  important,  and  often  neglected  point  is 
our  failure  to  indicate  to  patients  when  they 
should  return  to  the  office  for  subsequent  visits.  A 
patient  should  never  be  told  to  return  to  the  physi- 
cian’s office  “p.r.n.”.  This  places  the  burden  of 
responsibility  on  the  patient’s  shoulders  to  decide 
when  he  needs  to  see  his  physician  next,  and  this 
decision  should  be  made  by  the  physician  rather 
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than  the  patient.  If  we  believe  in  the  need  to  do 
periodic  health  screening,  the  patient  should  be 
educated  in  this  regard  and  always  be  scheduled 
for  a return  visit  to  the  physician’s  office  for 
health  surveillance  purposes.  Brief  yearly  visits  to 
the  physician’s  office  to  update  the  data  base  and 
review  health  history  and  life  style  are  certainly 
appropriate  and  constitute  a good  investment  in 
health  care.  However,  there  is  a difference  of 
opinion  in  this  regard,  and  each  physician  should 
decide  for  himself  how  frequently  such  visits 
should  be  scheduled.  The  physician  should  charge 
appropriately  for  all  services  rendered,  including 
those  services  designed  for  the  education  of  pa- 
tients and  the  early  detection  of  cancer.  If  we 
believe  in  the  value  of  these  measures,  they  cer- 
tainly justify  an  appropriate  charge  in  the  office. 
In  addition,  in  many  patients’  minds  the  monetary 
value  attached  to  these  services  in  some  way  influ- 
ences their  own  belief  in  their  value  as  well. 
Lastly,  and  perhaps  most  importantly,  if  we  rec- 
ognize and  believe  in  the  value  of  an  early  detec- 


tion program,  and  express  those  beliefs  to  our 
patients,  they  will  believe  in  it  as  well.  The  feeling 
that  patients  will  be  resistant  to  many  of  these 
measures  is  largely  unfounded,  and  results  from 
lack  of  communication  with  our  patients  and  a 
reluctance  on  our  part  to  initiate  these  measures. 
When  the  patient  is  educated  about  the  impor- 
tance of  an  early  detection  program,  he  will  ap- 
preciate his  physician’s  concern  and  become  a 
partner  in  his  own  health  care. 

The  primary  care  physician  can,  and  should,  be 
the  central  figure  in  the  comprehensive  care  of  his 
patients.  This  includes  being  the  coordinator  and 
primary  provider  of  health  care  that  is  related  to 
the  prevention  and  early  detection  of  cancer.  It  is 
time  that  we  recognize  the  significance  and  last- 
ing impact  that  we  can  have  on  the  lives  of  our 
patients  by  engaging  in  such  an  effort.  The  re- 
wards are  obvious.  Let’s  make  the  commitment 
and  seize  the  opportunity,  and  privilege,  that  is 
rightfully  ours.  □ 
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FIGURE  I:  Health  Surveillance  Grid  Utilized  in  the  Department  of  Family  Practice  at  Richland  Memorial  Hospital 
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SUMMARY  OF  THE  AMERICAN  CANCER 
SOCIETY'S  GUIDELINES  FOR 
CANCER  RELATED  HEALTH  CHECKUPS 


The  Society  recommends  the  following  protocol  for  the  early  detection  of  cancer  in  asymptomatic 
persons.  These  recommendations,  which  are  continually  being  updated  and  revised,  are  intended  to  help 
individual  physicians  and  patients  select  the  best  early  detection  protocol  for  their  personal  needs. 

• Women  20  and  over,  and  those  under  20  who  are  sexually  active,  should  have  a Pap  test  at  least  every 
three  years,  after  two  initial  negative  tests  a year  apart. 

• Women  20  to  40  should  have  a pelvic  examination  as  part  of  a general  physical  examination  every 
three  years,  and  women  over  40  should  have  a pelvic  examination  every  year. 

• Every  woman  should  have  a pelvic  examination  and  Pap  test  at  menopause.  Those  at  high  risk  of 
endometrial  cancer  should  also  have  an  endometrial  tissue  sample  examined.  High  risk  is  defined  as 
having  a history  of  infertility,  obesity,  failure  of  ovulation,  abnormal  uterine  bleeding,  or  estrogen 
therapy. 

• Women  over  50  should  have  a mammogram  every  year.  Women  under  50  should  consult  their 
personal  physicians  about  the  need  for  mammography  in  their  individual  cases.  All  women  should 
have  a baseline  mammogram  between  the  ages  of  35  and  40. 

• Women  20  to  40  should  have  a breast  physical  examination  every  three  years,  and  women  over  40 
should  have  a breast  physical  examination  every  year. 

• Men  and  women  over  50  should  have  a stool  guaiac  slide  test  every  year. 

• Men  and  women  over  50  should  have  a sigmoidoscopic  examination  every  three  to  five  years  after  two 
initial  negative  examinations  one  year  apart. 

• Men  and  women  over  40  should  have  a digital  rectal  examination  every  year. 

Because  of  these  schedules,  a “cancer-related  health  checkup”  is  recommended  for  all  persons  over  20 
every  three  years,  and  for  all  persons  over  40  every  year.  In  addition  to  including  the  special  tests  and 
procedures  at  the  designated  frequencies,  at  these  checkups  patients  should  obtain  health  counseling 
(including  consultation  about  smoking  and  other  personal  cancer  risk  factors),  have  a pelvic  examination, 
and  be  examined  for  cancers  of  the  thyroid,  testicles,  prostate,  lymph  nodes,  oral  region,  and  skin,  as  well  as 
for  some  nonmalignant  diseases.  The  consultations  offered  at  early  ages  are  considered  especially 
important,  as  it  is  at  this  time  that  many  personal  health  habits  are  established.  □ 
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SIXTY  SECONDS  FOR 
CANCER  DETECTION  IN 
CHILDREN 


H.  BIEMANN  OTHERSEN,  JR.,  M.D.* 

In  the  time  required  to  read  this  article,  a 
cancer  screening  examination  can  be  performed 
on  each  child  who  is  seen  in  your  office. 

The  technique  is  to  have  the  mother  or  your 
nurse  undress  the  child  before  you  enter  the  room; 
then  while  you  are  taking  the  history  before  look- 
ing at  the  child’s  ears,  nose,  throat  or  whatever  is 
bothering  him,  feel  first  the  scalp  and  then  the 
cervical  lymph  nodes,  then  the  supraclavicular 
lymph  nodes,  then  place  the  fingers  of  both  hands 
in  the  axillae  to  feel  the  axillary  nodes;  and  then 
feel  the  abdomen  for  liver  and  spleen  and  then  the 
inguinal  lymph  nodes.  Run  your  hands  then  down 
both  legs  to  feel  for  masses,  and  your  screening 
examination  is  complete. 

Now  proceed  with  your  evaluation  of  the  pri- 
mary complaint.  □ 


° Professor  of  Surgery  and  Pediatrics,  Chief  of  Pediatric  Sur- 
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CANCER. 

NOT 

KNOWING 
THE  RISKS 
IS  YOUR 
GREATEST 
RISK. 

A lot  of  people  think 
cancer  is  unbeatable. 

That  simply  isn’t  true. 
In  fact,  over  two  million 
people  have  had  cancer 
and  survived  to  lead 
happy,  normal  lives. 

And  not  only  can 
cancer  be  beaten,  it  can 
also  be  prevented. 

There  are  definite 
precautions  that  have  been 
proven  to  decrease  your 
risk  of  getting  certain 
cancers. 

Ask  your  local 
American  Cancer  Society 
to  send  you  a free  booklet 
about  cancer  risks. 

Learn  the  facts  about 
cancer. 

And  make  not  know- 
ing the  risks,  one  less  risk. 

jf  AMERICAN  CANCER  SOCIETY 

i How  you  live  may  save  your  life. 
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AN  UPDATE  ON  TISSUE  BIOPSY  PROCEDURES 
FOR  THE  PATHOLOGIC  DIAGNOSIS  OF 
CANCER 


A.  JULIAN  GARVIN,  M.D.,  Ph.D.* 


The  physician  has  traditionally  performed  a 
biopsy  for  the  diagnosis  of  cancer  by  the  surgical 
excision  of  the  mass  or  tissue  in  question,  immer- 
sion of  this  material  in  a fixative  (formalin)  and 
sending  the  specimen  to  the  pathologist  for  micro- 
scopic examination  and  consultation.  Too  fre- 
quently the  size  of  the  specimen  and  the  optimal 
handling  of  the  tissue  are  not  taken  into  account 
(Figure  1),  thus  obscuring  the  diagnosis  or  pre- 
venting ancillary  studies.  With  rapid  develop- 
ment of  new  diagnostic  methods  in  biopsy  speci- 
mens, the  physician  today  must  anticipate  these  in 
order  to  assure  optimal  cancer  diagnosis  and  treat- 
ment. This  brief  update  is  an  attempt  to  inform 
the  practicing  physician  of  these  new  develop- 
ments. 

TISSUE  FOR  BIOCHEMICAL  STUDIES 

A recent  advance  in  the  treatment  of  breast 
cancer  involves  hormonal  manipulation  in  those 
cases  in  which  tumor  growth  is  hormonally  de- 
pendent. Biochemical  assessment  of  hormonal  de- 
pendency is  derived  from  the  estrogen  and/or 
progesterone  receptor  assay.  This  receptor,  a 
cytoplasmic  protein  degraded  at  room  tempera- 
ture, is  essentially  destroyed  with  formalin  fixa- 
tion.1 Any  breast  biopsy  with  a suspicion  of 
carcinoma  should  be  transported  immediately  to 
the  laboratory  on  ice  for  freezing  and  later  bio- 
chemical assay.  In  our  hospital  a frozen  section  is 
performed  to  confirm  the  presence  of  carcinoma 
in  the  tissue  before  submission  for  receptor  assay. 
Tumors  which  produce  hormones  or  ectopic  se- 
cretory products  should  also  be  treated  in  the  same 
fashion. 

TISSUE  FOR  IMMUNOHISTOCHEMICAL 
METHODS 

The  use  of  antibodies  for  the  localization  of 


° Codirector  of  Surgical  Pathology  and  Cytology,  Medical 
University  of  South  Carolina,  171  Ashley  Avenue,  Charles- 
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tissue  antigens  has  long  been  essential  in  the  diag- 
nosis of  non-neoplastic  diseases.  Antibodies  to  tu- 
mor-specific antigens  are  a recent  development  in 
biopsy  diagnosis;  a few  of  these  antigens  are  listed 
in  Table  1.  For  example,  antibodies  to  prostatic 
acid  phosphatase  can  now  be  used  to  determine 
the  origin  of  a metastatic  adenocarcinoma  to 
bone.  The  numerous  applications  of  these  meth- 
ods are  reviewed  elsewhere.2  The  proper  handling 
of  tissue  for  antibody  localization  is  dependent  on 
the  methods  available  to  the  physician.  Tissue  for 
immunofluorescence  should  be  frozen  immedi- 
ately and  as  rapidly  as  possible  (liquid  nitrogen  is 
preferable).  The  immunoperoxidase  technique 
for  antibody  localization  offers  the  advantage  that 
routine  formalin  fixation  and  embedded  material 
can  be  utilized,  however,  optimal  fixation  for 
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antibody  localization  by  immunoperoxidase 
methods  is  best  achieved  by  the  B-5  fixative  made 
from  a mixture  of  formalin  and  mercuric  chlo- 
ride.3 In  our  hospital,  this  fixative  is  kept  in  the 
laboratory  and  tissue  requiring  this  fixation  is  sent 
immediately  in  saline  to  the  laboratory  for  proper 
fixation. 


Table  1 

TUMOR  SPECIFIC  ANTIGENS  FOR 
IMMUNOHISTOCHEMICAL  IDENTIFICATION 


Antigens 


Tumors 


Skeletal  muscle  mysosin 

Myoglobin 

Factor  VIII 

Immunoglobulin 

Lysozyme 

Glial  Fibrillary  Acid  Protein 
Prostatic  Acid  Phosphatase 
Alpha  Fetoprotein 
Chorionic  Gonadotropin 
Heptatitis  B Surface  Antigen 


Soft  Tissue 

Soft  Tissue 

Soft  Tissue 

Lymphoproliferative 

Lymphoproliferative 

Neural 

Prostate 

Germ  Cell 

Trophoblastic 

Hepatic 


TISSUE  FOR  ELECTRON  MICROSCOPY 

The  electron  microscopic  examination  of  tissue 
can  be  an  important  aid  in  the  diagnosis  of  malig- 
nancy; routine  examination  is  generally  expen- 
sive, time  consuming  and  of  little  diagnostic 
significance.  In  selected  cases,  however,  the  defin- 
itive diagnosis  can  only  be  made  by  ultrastruc- 
tural  examination.  For  example,  a metastatic 
carcinoma  to  a lymph  node  can  be  correctly  iden- 
tified as  a melanoma  by  electron  microscopy 
when  light  microscopy  shows  no  evidence  of 
melanin  pigment.  Once  again  the  physician  must 
anticipate  the  need  for  this  technique  and  fix 
tissue  appropriately  in  glutaraldehyde3  for  opti- 
mal results.  Tissue  fixed  in  formalin  or  embedded 
in  paraffin  can  also  be  used  but  the  preservation 
may  be  marginal  under  these  conditions.  Tissue 
for  electron  microscopy  can  be  held  for  long  peri- 
ods of  time  in  the  fixative  or  buffer  until  a decision 
is  reached  as  to  its  relative  contribution  to  the 
diagnosis. 


TISSUE  FOR  CYTOLOGIC  EVALUATION 

Some  types  of  tumors  and  tissue  require  the 
microscopic  evaluation  of  subtle  cytologic  nuclear 
features  for  a diagnosis  of  malignancy.  In  addi- 
tion, some  tumors  are  very  fragile  and  require 
special  handling  to  preserve  their  histologic  fea- 
tures. For  example,  oat  cell  carcinoma  of  the  lung 
is  particularly  fragile  and  we  occasionally  see 
biopsies  which  have  been  crushed  to  the  point  of 
making  a tumor  sample  non-diagnostic.  As  noted 
by  others,4  more  diagnostic  errors  are  made  on 
lymph  nodes  because  of  poor  fixation  than  in  any 
other  tissue.  For  this  reason,  we  encourage  our 
physicians  to  send  us  lymph  nodes  for  suspected 
cases  of  lymphoma  and  Hodgkin’s  disease  fresh  so 
that  we  can  assure  proper  fixation  in  B-5  fixative. 
Any  tissue  which  requires  special  handling  is  best 
sent  fresh  to  a previously  notifed  pathology  staff 
member. 

Since  many  advances  have  been  made  in  cancer 
diagnosis  by  tissue  biopsy,  the  physician  must 
anticipate  the  necessity  for  these  techniques  based 
on  clinical  assessment.  Physicians  performing  bi- 
opsies for  the  diagnosis  of  cancer  have  a habitual 
tendency  to  immediately  place  the  specimen  in 
formalin  without  thinking  about  the  necessity  of 
ancillary  studies  on  the  tissue  such  as  biochemical 
analysis  and  immunohistochemical  evaluation. 
Good  communication  with  the  surgical  pathol- 
ogy staff  involved  in  making  the  diagnosis  is  an 
essential  for  proper  management  of  the  cancer 
patient.  □ 
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SCMA/AMA  MEDICAL  INFORMATION  NETWORK 

Effective  April  1 , the  SCMA  began  intno ducing  to  phy&icianA  tn  South  Carolina  a 
new  concept  whereby  the,  mo&t  current  medical  and  scientific  Information  can  be 
communicated  electronically  to  the  profession. 

Developed  by  the  American  Medical  Association  in  cooperation  with  GTE  Telenet, 
this  Medical  Information  Network  adds  a new  dimension  to  the  fulfillment  of  the 
medical  profession's  two  foremost  goals  --  to  promote  the  art  and  science  of 
medictne  and  the  betterment  o{)  public  health. 

The  SCMA/AMA  Medical  Information  Network,  developed  to  be  cost  efficient  to  the 
solo  practitioner  as  well  as  to  large  groups  and  hospitals,  will  assist  physicians 
in  keeping  abreast  of  the  latest  knowledge  in  their  profession.  Wherever  a 
terminal  ( not  necessarily  a computer  system]  and  telephone  are  available,  a 
physician  can  have  immediate  access  to  medical  information  from  his  office,  home 
or  hospital.  Available  through  the  system  are  drug  information  services,  disease 
and  diagnostic  services,  educational  services,  business  and  professional  ser- 
vices, and  general  medical  information  and  literature.  Soon  to  be  added  will  be 
patient  management  services,  including  poison  control  and  therapy  information. 

After  payment  of  a one-time  subscription  and  user  registration  fee,  additional 
charges  for  usage  will  be  on  an  hourly  basis.  Technical  assistance  and  training 
will  be  provided  by  Blue  Cross  and  Blue  Shield  of  South  Carolina. 

The  system  Is  designed  to  be  computable  with  oven,  lib  different  terminals,  and 
the  availability  date  is  scheduled  for  May  1. 

Watch  for  30-second  advertisements  on  "NBC  Nightly  News,"  "CBS  Evening  News," 
and  "ABC  World  News  Tonight."  GTE  booked  the  ads  for  major  news  shows  and  sports 
events  in  the  coming  months.  Meantime , contact  SCMA  Headquarter 4 in  Columbia 
[151-6311]  for  complete  details  on  the  information  system,  as  well  as  the 
availability  of  terminals. 


******** 


DISABILITY  LIAISON  COMMITTEE 


The  SCMA  Liaison  Committee  with  the  Disability  Determination  Division  of  South 
Carolina  continues  to  seek  information  regarding:  (l)  whether  or  not  a problem 

exists  in  the  performance  of  disability  examinations  for  South  Carolinians  who 
require  such  examinations  from  their  family  physicians  or  appointeed  examiners; 

(2)  whether  or  not  adequate  remunerations  are  received  for  the  extent  and  scope 
of  the  examinations  --  comprehensive  versus  brief;  (3)  whether  or  not  due  com- 
pensation is  received  in  case  of  broken  appointments  or  "no  shows;"  and  (A) 
whether  or  not  there  exists  a problem  in  communication  between  the  examining 
physician  and  the  Disability  Determination  Division  regarding  obtaining  authoriza- 
tion to  form  additionally  needed  data  --  blood  tests,  EKG's,  X-rays,  etc. 

PZeaAe  WAite  youA  expeAteneeA  AegaAdtng  the  above  pAobZem*  to  Belton  S.  Caughman, 
M.  V. , ChaiAman,  Vi^abiJUty  LZaiAon  Committee,  SCMA,  V.  0.  Box  HISS,  CoZumbta 
29211. 


PRO  REVIEW  OF  PHYSICIANS ' OFFICE  PRACTICES 

The  SCMA  Council  has  studied  an  analysis  of  a provision  in  the  new  PRO  law 
which  would  authorize  the  review  of  medical  services  in  physicians'  offices, 
the  inspection  of  such  offices,  review  of  physicians'  records,  and  review  of 
services  before  they  are  performed.  The  AMA  and  the  SCMA  are  in  opposition 
to  this  extension  of  the  law's  original  intent,  feeling  it  could  result  in  an 
improper  intrusion  into  the  physician's  office  and  the  physician/patient  rela- 
t i onsh i p . 

J{)  AeguZattonA  aAe  {)OAmuZated  to  implement  thti  pAovtiton  otf  the  PRO  taw,  the 
CounctZ  haA  agreed  to  take  the  matter  up  with  the  S.  C.  CongAeAAtonaZ  VeZegation 
tn  t'JoAhtngton. 


ROE  FOUNDATION  AWARD  TO  PRACTICING  PHYSICIAN 

The  Editorial  Board  of  The  JouAnaZ  o{)  the  South  CaAoZtna  HedtcaZ  A&&octatZon 
has  selected  two  articles  as  joint  winners  of  the  annual  $5,000  award  from  a 
grant  funded  by  The  Roe  Foundation  of  Greenville,  South  Carolina.  The  award 
was  established  to  honor  the  author(s)  of  the  best  article  by  a practicing 
physician  published  in  The  JouAnaZ  each  year. 

The  winners  for  1982  are  J.  EAneAt  Lathem,  M.V.,  {)0A  hZ?>  aAttcZe  entitled  "M ate 
SexuaZ  Vy& function;”  and  FAancti  G.  MZddZeton,  M.  V.,  and  Willtam  H.  PAtoleau, 
Ja.  , M.  V.,  ft oa  thetA  aAttete,  " PuZmonaAy  CAyptocoeeo&iA:  Revtew  o EZeven 

C<ue&. " 

The  awards  will  be  presented  by  Editor  Charles  S.  Bryan,  M.  D. , and  Chairman 
of  the  Grants  Committee  of  The  Roe  Foundation,  William  H.  Hunter,  M.  D.,  during 
the  House  of  Delegates  session  in  Charleston  this  month. 


OUTPATIENT  SURGERY  PROCEDURE  LIST 


The  Ad  Hoc  Committee  on  Outpatient  Surgery  has  completed  its  work,  and  the  list 
of  procedures  felt  safe  to  perform  in  outpatient  surgical  facilities  and 
physicians'  offices  has  been  approved  by  Council.  Developed  in  cooperation  with 
the  Columbia  Medical  Society,  Spartanburg  General  Hospital,  and  the  surgical 
specialty  societies  throughout  the  state,  the  list  will  now  be  made  available 
to  insurance  carriers,  business  coalitions,  and  other  interested  parties.  The 
SCMA  Committee  on  Cost  Containment,  chaired  by  Jack  L.  Ratlifi M.  V.,  has  been 
charged  with  the  responsibility  for  the  distribution. 

The  list  of  outpatient  surgical  procedures  carries  this  disclaimer:  "This  list 

contain*  *urgical  procedures  which,  in  the  judgment  o\ 5 the  physician*  involved, 
may  be  performed  safely  and  appropriately  on  an  outpatient  basis,  barring  any 
contraindication*.  The  decision  a*  to  where  these  procedure*  can  be  performed 
re*t*  with  the  phy*ician  ba*ed  upon  hi* I her  medical  judgment  o{ 5 the  individual 
patient ."  Contraindication*  which  might  negate  the  u*e  of  an  ambulatory  *etting 
are  al*o  outlined  in  the  disclaimer.  Contact  SCMA  Headquarters  if  you  are 
interested  in  receiving  a copy  of  the  entire  list. 


PRE-HOSPITAL  CRITICAL  CARE  TREATMENT  PROTOCOLS 

The  SCMA  Council,  at  its  March  meeting,  endorsed  pre-hospital  critical  care 
treatment  protocols  developed  by  regional  EMS  Medical  Directors.  The  protocols 
were  reviewed  and  approval  was  recommended  by  the  SCMA  Committee  on  Medical 
Servi ces . 

These  protocols , or  guideline*,  wore  developed  in  *uch  a way  that  the  local 
medical  director*  can  is*ue  them  a*  *tanding  order*  f or  EMS  personnel  and  would 
hopefully  assure  uniform,  optimal  pre-ho*pital  emergency  care  * tatewide.  Council 
ha*  recommended  that  the  Medical  Service*  Committee  continue  to  monitor  the 
effectivenes*  of  the  use  of  the  protocols. 


SPORTS  MEDICINE  TOURS  - 1984  SUMMER  AND  WINTER  OLYMPICS 


On  the  recommendation  of  the  Committee  on  Medical  Aspects  of  Sports,  the  SCMA 
has  endorsed  a proposal  by  Sports  Medicine  Tours  which  plans  to  conduct  con- 
tinuing medical  education  conferences  during  the  1984  Summer  and  Winter  Olympics. 
The  publicizing  and  marketing  of  the  tours  will  be  similar  to  that  of  the  I NTRAV 
trips  the  SCMA  has  sponsored  for  several  years. 

Further  information  will  be  made  available  to  the  membership  when  plan*  are 
finalized. 
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IMPAIRED 

PHYSICIAN 

HOTLINE 

(803)  252-6311 

Or  leave  message  at 

(803)  765-9347 


HINTS  FOR  THE  DOCTOR'S  OFFICE 


J.  .U  J. 


TAKE  THE  CHILL  OFF  YOUR  EXAM  ROOMS 

An  examination  sioom  like  a hypodeAmic  needle:  the  doctor  and  the  patient 
have.  entirely  dififie/ient  view*  ofi  it. 

The  doctor  bustles  in,  fully  dressed,  geared  for  action,  possibly  sweating  in 
the  65°  heat.  The  patient  may  have  been  sitting  around  in  a flimsy  gown  for 
a quarter  hour  or  more,  chilled  in  body  and  spirit. 

Patients  can  grow  bored,  nervous,  even  angry  when  there's  nothing  to  occupy 
mind  or  hands.  A magazine  rack  --  possibly  out  of  the  way  on  the  back  of 
the  exam  room  door  --  can  provide  needed  distraction  from  boredom.  If  a 
patient  is  reading  a magazine  in  the  waiting  room  and  is  called  back,  suggest 
that  he  bring  it  along  to  the  exam  room. 


Anyone  can  feel  forgotten  when  left  alone  too  long.  When  you  bring  a patient 
from  the  waiting  room  just  to  sit  for  as  much  as  a half  hour  in  an  exam  room, 
it  is  putting  him  "in  solitary."  Look  in  on  patients  who've  been  alone  for 
ten  minutes  or  more  --  just  to  let  them  know  you  know  they're  still  alive. 

VoctoAA  and  patientA  do  agn.ee  that  the.  hypodeAmic  needle  iA  a baAically  good 
thing  becauAe  o the  medicine  it  deliveAA.  A fiew  wanming  touches  in  you/ 1 
exam  AoomA  can  make,  them  mon.e  agreeable  to  aJUL  people,  too! 

(C)  1982  The  PoctoA’A  Ofitfice,  24  WeAt  King  St.,  LancaAteA,  PA  17603.  With 
peAmiAAion. 

******** 


CAPSULES. . . 

.. .Wallace  HcNaln,  M.  V.,  HowaJid  B.  Smith,  Jfi. , M.  V . , Lyndell  t'J.  Blackmon, 

M.  V.,  and  J.  Hal  HameAon,  M.  V. , were  awarded  honorary  membership  status  at 
the  March  9 meeting  of  the  SCMA  Council...  Thomas  HeA-bent,  M.  V . , of  Charleston, 
has  been  appointed  by  Council  to  fill  the  unexpired  term  of  the  late  A IbeAt 
KAeutneA,  JA. , M.  V.,  on  the  Medical  Disciplinary  Commission  of  the  State  Board 
of  Medical  Examiners... 

...The  SCMA  Council  has  chosen  J.  Sidney  Fulmer,  M.  V . , Spartanburg,  as  this 
year's  recipient  of  the  A.  H.  Robins'  Physicians'  Award  for  Community  Service... 
and  John  Fleming,  M.  V.,  also  of  Spartanburg,  will  receive  the  1983  President's 
Trophy  for  his  "outstanding  contributions  to  the  medical  profession  in  South 
Carolina."  These  awards  will  be  presented  during  the  1983  Annual  Meeting  in 
Charleston  this  month. 


* * * * 


--  WATCH  FOR  COMPLETE  INFORMATION  REGARDING  THE  135TH  ANNUAL  MEETING 
OF  THE  SCMA  IN  THIS  "NEWSLETTER"  IN  MAY  --  ELECTION  RESULTS, 
RESOLUTIONS  APPROVED,  SPECIAL  GUESTS,  AND  MUCH  MORE  --- 


* * * * 


CAN  THE  NURSE  MAKE  A DIFFERENCE  IN 
CANCER  CARE? 

BARBARA  J.  EDLUND,  R.N.,  M.S.,  M.N.P.* 

MARIAN  F.  KEELS,  R.N.,  M.S.N.** 


CONSIDER: 

Extravasation  of  chemotherapy 
Excoriated  skin  around  a stoma 
Anorexia  and  dysphagia  from  chemotherapy  and  stomatitis 
Depression  associated  with  prolonged  hospitalization 
Isolation  and  loneliness  following  laryngectomy 


A BEGINNING 

Ten  years  ago,  the  National  Cancer  Act 
was  signed  into  law  and  American  medicine 
began  a decade  of  progress  in  cancer  care 
and  research.  Not  only  did  the  Act  provide 
the  necessary  funds  for  research  and  educa- 
tion, but  it  stimulated  a national  concern  for 
the  problem  of  cancer.  The  specialty  of  on- 
cology nursing,  in  a very  real  sense,  had  its 
origins  in  the  initiatives  against  cancer  man- 
dated by  the  National  Cancer  Act.1 

Cancer  nursing  involves  all  areas  of  nursing 
practice  and  encompasses  all  phases  of  cancer  care 
including  prevention,  early  detection,  rehabilita- 
tion, and  terminal  care.  Cancer  nursing  focuses  on 
patients  and  families  affected  by  cancer.  The 
goals  are  to  reduce  the  impact  of  cancer  and  to 
help  the  patient  and  family  adjust  to  their  own 
particular  circumstances. 

The  profession  requires  that  cancer  nurses  pro- 
vide specialized  care  to  patients  and  families  and 
mandates  that  cancer  nurses  educate  others  in 
order  to  provide  better  care.2  The  dimensions  of 
practice,  education,  and  research  are  thus  inher- 
ent in  the  definition  of  cancer  nursing  with  each 
nurse  contributing  to  these  dimensions  “in  a way 
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of  South  Carolina,  171  Ashley  Avenue,  Charleston,  South 
Carolina  29425 
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South  Carolina  29425 

The  authors  are  listed  in  alphabetical  order  to  reflect  equal 
contributions  in  preparation  of  this  paper. 


that  is  compatible  with  role  and  type  of 
preparation.”3 

PRACTICE 

The  team  approach  is  necessary  so  that  unified, 
unfragmented  care  may  be  provided  for  the  can- 
cer patient.  The  patient  and  family  are  the  team’s 
focal  point,  with  each  member  contributing  spe- 
cial knowledge  and  expertise.  This  collaborative 
effort  is  necessary  to  effectively  deal  with  the 
variety  of  problems  that  may  be  encountered  and 
to  provide  for  comprehensive  care.  Within  the 
team,  nurses  work  closely  with  physicians  and 
others  as  they  assess  and  initiate  nursing  care  for 
their  patients. 

The  nurse  may  be  involved  with  a variety  of 
treatment  techniques.  These  include  administra- 
tion of  chemotherapy  or  blood  products,  monitor- 
ing of  radiation  therapy  or  hyperthermia,  and  the 
management  of  stomas,  feeding  tubes,  or  skin 
problems.  The  nurse  who  assumes  these  respon- 
sibilities must  have  an  in-depth  knowledge  of 
many  forms  of  cancer  and  treatment  regimens. 
The  nurse  must  recognize  and  manage  side  effects 
and  complications  that  may  occur  because  of 
treatment  or  from  the  disease  itself. 

Nurses  may  also  participate  with  physicians  in 
cancer  screening  and  detection.  According  to 
Richard  and  Holcombe,4  nurses  who  participate 
in  these  activities  are  more  highly  valued  and 
accepted  by  physicians  and  patients.  In  some 
cases,  the  nurses  are  trained  in  physical  assessment 
by  individual  physicians.  Others  participate  in  an 
in-depth  physical  assessment  course  or  complete  a 
nurse  practitioner  program.  In  this  setting,  the 
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nurse  not  only  physically  screens  the  individual 
but  also  educates  the  patient  in  cancer  detection 
and  general  health  care. 

The  psychological  needs  of  the  patient  and 
family  are  as  important  as  the  physical  needs  for 
they  can  influence  the  patient’s  ability  to  cope 
with  the  disease  and  its  treatments.  Following  an 
evaluation  of  the  psychological  status  of  the  pa- 
tient and  family,  the  nurse  is  able  to  offer  emo- 
tional support  specific  to  the  needs  identified.  The 
support  given  by  the  nurse  may  involve  counsel- 
ing the  patient  and/or  family  or  may  simply  mean 
being  concerned,  readily  available  or  just  taking 
the  time  to  listen.  Support  may  also  entail  mobiliz- 
ing additional  services  or  resources. 

Through  her  familiarity  with  available  re- 
sources, the  nurse  is  able  to  provide  assistance  with 
finances,  home  needs,  prosthetic  devices,  equip- 
ment, medication,  special  feedings,  or  transporta- 
tion. After  assessment  of  a particular  situation,  the 
nurse  may  initiate  a referral  to  social  services,  the 
American  Cancer  Society,  a home  health  agency, 
a dietitian  or  a Hospice  program.  Occupational 
therapy  can  also  be  an  invaluable  aid  in  establish- 
ing a diversional  therapy  program,  particularly 
for  the  patient  with  a disease  such  as  leukemia 
who  may  experience  a long  hospitalization. 

The  nurse  may  also  be  involved  in  coordinating 
the  patient’s  treatments  and  return  visits  so  that 
unnecessary  trips  to  the  hospital  and  physician’s 
office  can  be  avoided.  Communication  with  the 
home  health  nurse  is  necessary  so  that  the  patient’s 
status  may  be  monitored  and  problems  identified. 
As  patient  rapport  is  established,  the  nurse’s  role 
of  liaison  and  interpreter  becomes  important.  The 
nurse  realizes  that  the  ill  individual  may  not  al- 
ways hear  or  understand  what  the  physician  has 
said  in  relation  to  the  diagnosis,  treatment  or 
prognosis,  and  in  addition  may  be  reluctant  to 
approach  the  physician  with  questions  or  con- 
cerns. 

According  to  figures  from  the  American  Can- 
cer Society,  over  three  million  persons  are  living  in 
the  United  States  with  a diagnosis  of  cancer  and 
two-thirds  of  these  have  had  the  diagnosis  for 
more  than  five  years;  many  living  with  no  evi- 
dence of  disease.5  Because  of  this,  nurses  are  now, 
more  than  ever,  trying  to  help  the  cancer  patient 
focus  on  living  and  being  useful  rather  than  on 
simply  existing.  There  are  multiple  ways  in  which 
nurses  may  be  involved  in  this  process.  The  nurse 
may  organize  a patient  or  family  group  within  the 
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hospital  setting  or  provide  for  individual  and  fam- 
ily counseling.  Established  support  groups  also 
exist  to  which  patients  and  families  can  be  re- 
ferred. Reach  to  Recovery,  the  Ostomy  Club,  and 
the  Laryngectomy  Club  are  sponsored  by  the 
American  Cancer  Society  and  conducted  by  re- 
covered cancer  patients.  Numerous  other  support 
groups  also  exist  for  cancer  patients  and  their 
families.  These  include:  Living  with  Cancer, 
SHARE,  TOUCH,  CANSURMOUNT,  and  “I 
Can  Cope.’’  The  common  sharing  of  problems 
and  experiences  can  provide  immeasurable  sup- 
port to  those  who  participate.  The  knowledge  that 
one  is  not  alone,  and  that  others  have  experienced 
the  same  difficulties  can  be  comforting. 

EDUCATION 

In  the  area  of  education,  the  nurse  can  assess 
needs  and  help  the  patient  understand  the  disease, 
its  limitations,  and  the  effects  it  may  have  on  work 
or  lifestyle.  The  patient  undergoing  treatment  for 
cancer  will  appreciate  the  extra  time  spent  by  the 
nurse  to  explain  how  the  treatment  will  be  given, 
the  equipment  that  will  be  used,  the  schedule  or 
protocol  that  will  be  followed,  and  what  may  be 
done  to  lessen  or  prevent  side  effects.  The  patient 
who  understands  the  treatment  and  knows  what 
to  expect  appears  to  accept  it  more  readily,  adjust 
to  it  more  easily,  and  to  tolerate  it  better.  Excellent 
professional,  patient,  and  public  educational  ma- 
terials are  available  free  of  charge  from  the  Amer- 
ican Cancer  Society  and  the  National  Cancer 
Institute. 

Education  may  also  include  assisting  the  pa- 
tient to  recognize  signs  and  symptoms  of  possible 
recurrence  of  disease,  particularly  since  cancer 
patients  are  at  greater  risk  for  developing  another 
malignancy.  The  nurse  not  only  educates  the  pa- 
tient and  family,  but  is  responsible  for  increasing 
the  health  knowledge  of  the  general  public, 
friends,  and  other  professionals.  Schools,  church- 
es, clubs,  and  professional  organizations  offer  the 
opportunity  to  stress  the  importance  of  regular 
health  examinations,  clarify  misconceptions, 
point  out  those  who  may  be  at  high  risk  for  a 
malignant  disease,  and  acknowledge  the  aware- 
ness of  questionable  health  habits.  The  example 
set  by  the  nurse  and  other  health  care  providers  is 
one  of  the  most  important  educational  tools 
available. 

There  are  many  changes  which  may  occur  as  a 
result  of  having  the  chronic  disease  of  cancer. 
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Roles  may  change,  body  image  may  be  altered; 
there  may  be  a loss  of  control  of  the  future.  Ac- 
cording to  Bouchard-Kurtz  and  Speese-Owens,6 
adequate  information  provided  to  the  patient  fos- 
ters independence,  confidence,  a feeling  of  being 
in  control,  a readiness  to  face  each  new  crisis,  and 
the  ability  to  set  individual  and  family  goals.  Even 
if  the  patient  has  been  given  information  by  other 
health  care  providers,  repetition  fosters  learning 
and  facilitates  self-management. 

RESEARCH 

“Nurses  have  played  a major  role  in  supportive 
care  for  cancer  patients  participating  in  treatment 
research  and  in  recent  years  have  assumed  a major 
role  in  the  performance  of  clinical  trials.”7  This 
longstanding  involvement  of  cancer  nurses  in 
medical  research  has  given  them  many  advan- 
tages over  other  nursing  groups  and  has  stimu- 
lated the  development  and  implementation  of 
clinical  research  by  nurses. 

Nursing  research  is  an  essential  component  of 
nursing  practice.  Research  guides  practice.  It  fa- 
cilitates the  identification  of  care  problems  and 
provides  for  the  development  and  testing  of  inno- 
vations designed  to  alleviate  or  eliminate  these 
problems.  Research  contributes  to  the  develop- 
ment of  a body  of  knowledge,  a scientific  base  that 
guides  the  practice  of  nursing  in  caring  for  cancer 
patients.  Research  enhances  education.  Through 
education,  research  findings  are  discussed  and  the 
techniques  and  methods  for  improving  care  are 
taught.  As  with  practice  and  education,  the  role 
and  level  of  preparation  of  nurses  influence  the 
way  in  which  they  participate  in  research  ac- 
tivities. Guidelines  provided  by  the  American 
Nurses’  Association  specify  the  responsibilities  of 
nurses  with  regard  to  research.8 

There  are  a growing  number  of  research  studies 
initiated  by  cancer  nurses  which  focus  on  the 
management  of  clinical  care  problems.  For  exam- 
ple, symptoms  of  fatigue,  nausea,  and  vomiting 
associated  with  systemic  chemotherapy  and  radi- 
ation therapy  have  been  investigated  to  deter- 
mine effective  ways  to  alleviate  these  side  effects. 
Other  studies  have  dealt  with  systematic  oral  care 
regimens  to  treat  stomatitis  and  reduce  the  dis- 
comfort and  infections  experienced  by  this  group 
of  patients.  Nurses  are  also  investigating  ways  to 
manage  complications  caused  by  drug  extravasa- 
tion and  have  been  leaders  in  the  evaluation  of 


central  venous  catheters  for  long-term  venous 
access. 

Patient  education  has  also  served  as  a research 
subject  for  cancer  nurses.  Studies  have  not  only 
focused  on  the  nature  of  the  content  to  be  taught, 
but  also  on  the  most  effective  methods  for  present- 
ing the  information.  Investigators  have  explored 
the  benefits  of  structured  versus  unstructured 
learning,  group  versus  individualized  instruction 
as  well  as  the  use  of  audiovisual  materials  to 
enhance  learning.  The  involvement  of  nurses  in 
nursing  research  as  well  as  in  interdisciplinary 
research  contributes  to  the  goal  of  better  under- 
standing and  managing  of  patients’  problems. 

COMING  OF  AGE 

The  growth  of  cancer  nursing  over  the  past 
decade  has  been  enormous.  This  growth  has  re- 
sulted in  the  establishment  of  the  Oncology  Nurs- 
ing Society  in  1975  and  its  official  publication, 
Oncology  Nursing  Forum.  The  Oncology  Nurs- 
ing Society  currently  has  a membership  of  over 
4,000  nurses  with  representation  from  all  areas  of 
oncology  nursing.  Chapters  of  the  Society  have 
also  been  established  throughout  the  United 
States.  This  Society  exists  for  the  following 
purposes: 

1.  to  further  efforts  that  will  generate  new 
knowledge  applicable  to  the  care  of  persons 
at  risk  or  diagnosed  with  cancer, 

2.  to  transmit  the  knowledge,  so  learned,  to 
nurses  and  others  interested  in  prevention  of 
and  the  care  of  persons  with  cancer, 

3.  to  encourage  communications  with  others 
studying  the  malignant  processes  in  man, 

4.  to  promote  educational  experiences  for 
those  interested  in  oncology  nursing,  and 

5.  to  identify  resources  within  the  group.9 

The  Society  has  been  responsible  for  the  develop- 
ment of  Outcome  Standards  for  Cancer  Nursing 
Practice  and  Outcome  Standards  for  Cancer 
Nursing  Education  at  the  fundamental  level.  In 
addition,  Outcome  Standards  for  Cancer  Patient 
Education  and  Public  Education  are  now  being 
finalized.  Oncology  Nursing  Forum,  and  a sec- 
ond independent  journal,  Cancer  Nursing  — An 
International  Journal  for  Cancer  Care,  provide 
information  about  cancer  and  cancer  nursing  and 
reflect  the  dimensions  of  practice,  education  and 
research. 
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Cancer  nursing  has  indeed  grown  over  the  last 
decade  and  continues  to  grow  through  the  enthu- 
siasm, dedication  and  commitment  of  nurses  who 
believe  in  the  value  and  importance  of  their  work. 
Can  nurses  make  a difference  in  cancer  care?  We 
believe  they  can!  □ 
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"I  tdd  him  to  get  help 
for  his  drinking  He 
tdd  me  to  go  to  hell." 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.’' 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self- growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro- 
blem with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall. 


JCAH  ACCREDITED.  BLUE  CROSS/CHAMPUS  PROVIDER. 
MOST  PRIVATE  INSURANCE  ACCEPTED. 


FENWICK  HALL 

John  H.  Magill,  Executive  Director 
RO.  Box  688,  Johns  Island,  South  Carolina  29455  (803)559-2461 
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The  mandate  stated  in  the  National  Cancer  Act 
of  1971  addresses  cancer  as  a “complex,  chronic 
disease  that  has  an  impact  on  the  potential  and 
actual  patient,  the  patient’s  family,  multiple 
health  care  professionals,  and  society  as  a whole.  ”1 
The  goals  of  this  mandate,  which  formed  the 
Division  of  Cancer  Control  and  Rehabilitation 
(1974),  are  to  identify  and  prevent/treat  cancer’s 
impact  both  physiologically  and  psychologically. 
This  interest  in  behavioral  and  social  dimensions 
of  cancer  care  has  helped  generate  an  increase  in 
clinical  programs  and  research  efforts  for  (1)  the 
identification  of  psychosocial  factors  in  the  course 
of  neoplastic  diseases,  and  (2)  the  patient’s  re- 
habilitation, adaptations  to  the  disease,  and  re- 
lated medical  treatments.  The  present  paper 
addresses  the  needs  of  the  practitioner  in  recog- 
nizing and  addressing  psychological  and  social 
complications  frequently  encountered  by  cancer 
patients. 

Since  the  early  seventies  there  has  been  a rapid 
acceleration  in  research  to  identify  the  types  and 
frequencies  of  psychosocial  oncology-related 
problems.  Holland2  has  suggested  that  diagnosis 
and  recurrences  of  malignancies  is  stressful 
enough  to  produce  abnormal  behavior  in  cancer 
patients.  Several  recent  studies  have  examined 
more  specifically  some  of  the  psychosocial  needs 
of  the  cancer  patient.  Gordon,  et  al.  (Note  1) 
interviewed  and  administered  psychosocial  tests 
to  cancer  patients  from  a major  metropolitan 
medical  center.  The  authors  reported  that  those 
patients  who  complained  more  often  of  daily 
problems  (financial,  medical,  physical  rehabilita- 
tion) had  a higher  number  of  affective  problems 

° Cancer  Clinic,  Medical  University  of  South  Carolina,  171 
Ashley  Avenue,  Charleston,  S.  C.  29425 
Southern  Pines  Psychiatric  Hospital,  Charleston,  S.  C. 
29405 

0 0 0 Department  of  Psychiatry  and  Behavioral  Sciences,  Medi- 
cal University  of  South  Carolina,  171  Ashley  Avenue, 
Charleston,  S.  C.  29425 


(particularly  anxiety  and  depression).  In  addition, 
while  certain  psychosocial  problems  occurred 
more  frequently  with  a particular  site  of  disease, 
there  were  no  such  corresponding  relationships  of 
psychopathology  and  cancer  site.  Thus  no  type  of 
cancer  patient  population  was  spared  psychoso- 
cial problems. 

In  a second  study,3  133  newly  diagnosed  cancer 
patients  were  given  a battery  of  psychological  and 
social  tests  and  interviewed.  These  procedures 
were  performed  five  times  over  six  months  during 
the  patient’s  course  of  treatment.  The  authors 
reported  that  many  of  the  patients  who  would 
later  display  many  psychosocial  needs,  including 
having  mood  disturbances,  had  early  in  the  study 
displayed  difficulties  in  resolving  day-to-day 
problems.  They  concluded  that  individuals  suf- 
fering with  some  degree  of  reduced  self-esteem 
were  more  susceptible  to  stress  effects  that  are 
imposed  by  a chronic  and  potentially  life-threat- 
ening disease.4 

Early  recognition  of  patient  problems  and  emo- 
tional reactions  to  the  diagnosis  of  cancer  is  essen- 
tial to  providing  the  necessary  emotional  support 
and/or  social  counseling.  The  Medical  University 
Hospital  psychosocial  cancer  team  members  have 
found  that  whatever  the  response,  most  patients 
benefit  from  counseling  when  given  early  in  the 
course  of  cancer  treatment.  Patients  and  families 
who  receive  counseling  have  clearer  perceptions 
of  their  illness,  less  anxiety  and  depression,  a bet- 
ter self-image,  and  a better  quality  of  life  after 
diagnosis  than  patients  who  are  not  given  the 
opportunity  to  have  counseling.  Timely  referrals 
to  the  appropriate  agency  or  program  will  prevent 
more  severe  problems  later  in  the  treatment. 

Good  communication  between  patient  and 
physician  is  of  great  importance  and  is  perhaps 
the  most  difficult  goal  to  achieve.  In  our  patient/ 
physician/counselor  relationships,  we  find  that 
patients  are  reluctant  to  discuss  negative  thoughts 
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and  feelings  with  their  physicians.  An  explanation 
seems  to  be  that  they  feel  somewhat  in  awe  of 
their  doctors  and  feel  they  cannot  speak  the  doc- 
tor’s language,  or  that  they  do  not  know  suitable 
words  to  transmit  their  thoughts.  We  encourage 
the  patient  to  talk  by  asking  how  he  or  she  feels 
about  what  has  been  said,  or  we  make  an  observa- 
tion about  the  patient’s  response:  “You  seem  very 
quiet.  I wonder  what  you  are  thinking.”  If  the 
patient  perceives  from  the  physician’s  choice  of 
words,  tone,  etc.  that  there  is  genuine  encourage- 
ment to  talk,  the  barrier  may  be  broken. 

A very  natural  concern  blocking  communica- 
tion is  the  physician’s  fear  of  a lack  of  time  to  deal 
with  the  potentially  numerous  concerns  that  the 
patient  may  have.  A simple  guideline  is  to  get 
enough  response  from  the  patient  to  briefly  assess 
the  problem.  The  physician  could  then  make  a 
comment  to  the  effect  that,  “It  sounds  as  though 
you  have  some  concerns.  I am  thinking  that  you 
would  benefit  from  talking  to  someone  about 
these  feelings/problems.”  A physician’s  endorse- 
ment of  the  use  of  counseling  agencies  for  normal 
counseling  needs  can  do  a great  deal  to  eradicate 
the  stigma  of  mental  health  and  counseling  cen- 
ters. The  stigma  still  exists  that  these  centers  are 
for  people  who  are  mentally  ill  or  who  cannot  take 


care  of  their  own  problems.  It  is  this  stigma  which 
has  often  kept  patients  from  getting  the  help  they 
need  at  a time  that  it  would  be  most  beneficial. 

The  following  chart  lists  some  of  the  services 
offered  to  the  public  in  South  Carolina.  We  de- 
scribe some  of  these  services  as  they  specifically 
relate  to  the  cancer  patient,  due  to  the  nature  of 
the  article.  Services  vary  in  type  and  scope  in  each 
community.  For  information  about  what  is  avail- 
able or  potentially  available  in  a specific  area,  call 
the  central  office  of  that  agency  listed  on  the 
chart.  For  those  programs  (e.g.  support  groups) 
desired  but  not  in  existence  locally,  we  would  like 
to  point  out  that  some  successful  groups  have  been 
started  by  the  support  of  an  interested  physician. 
Long-term  commitment  and  time  on  the  part  of 
the  physician  is  not  necessary  if  good  core  facilita- 
tors, such  as  a volunteer  counselor,  social  worker, 
or  nurse  from  the  community,  are  interested  and 
present  at  group  meetings. 

We  hope  that  this  chart  will  prove  helpful  in  the 
daily  practice  of  the  South  Carolina  physician. 
For  any  further  information  desired  regarding 
American  Cancer  Society  programs,  please  call  or 
write:  American  Cancer  Society,  South  Carolina 
Division,  Inc.,  2442  Devine  Street,  Columbia, 
S.  C.  29205,  Phone:  256-0245.  □ 


Organization 


General  Description 


Statewide  Agencies  for: 

Emotional,  Medical,  Financial, 

Psychological  Physical  Employment  b 

b Educational  Support,  b Transportation 

Support  Home  Care  Assistance 


American  Cancer  Society 
S.  C.  Division,  Inc. 

2442  Devine  St. 
Columbia,  S.  C.  29205 
Phone:  256-0245 

Sponsored  by  A.C.S.: 
Candlelighters 


CanSurmount 


Offers  information  and  counseling,  transportation  for  treatment, 
pain-relieving  drugs,  dressings,  prosthetic  appliances,  loan  closet 
items  (e.g.  wheelchairs). 


A parent  group  which  offers  emotional  support  to  families 
of  children  with  cancer  or  who  have  died  from  cancer. 
Parents  meet  to  discuss  mutual  problems  and  concerns  and 
ways  of  dealing  with  them. 

Provides  a trained  volunteer  who  has  had  the  same  diag- 
nosis, to  visit  the  newly  diagnosed  cancer  patient.  New 
patients  get  support  and  encouragement  from  this  valuable 
interaction.  Patients  and  volunteers  are  matched  for  age 
and  lifestyle  whenever  possible. 
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Statewide  Agencies  for: 


Emotional, 

Medical, 

Financial, 

Psychological 

Physical 

Employment  b 

b Educational 

Support,  b 

Transportation 

Organization 

General  Description 

Support 

Home  Care 

Assistance 

I Can  Cope 


Laryngectomy  Club 


Ostomy  Club 


Reach  to  Recovery 


SHARE 


American  Red  Cross 
2425  Park  Road 
Charlotte,  N.  C.  28236 
Phone  (704)  376-1661 

Compassionate  Friends 
National  Headquarters 
P.  O.  Box  1346 
Oak  Brook,  IL  60521 
Phone:  (312)  323-5010 

County  Health  Centers 
Contact  your  County 
Health  Department 


Div.  Economic  Opportunity 
1712  Hampton  Street 
Columbia,  S.  C.  29201 
Phone:  758-3191 


Employment  Security  Comm. 
1550  Gadsden  St. 

Columbia,  S.  C.  29202 
Phone:  (803)  758-2246 


An  educational  program  to  help  the  patient  deal  with 
physiological  and  psychosocial  changes  secondary  to  the 
cancer  diagnosis.  Patients  learn  about  maintaining  good 
nutrition,  self-esteem,  relaxation,  problem-solving,  etc. 

Provides  the  cancer  patient  with  the  unique  support  of 
being  involved  in  an  education/support  group  with  others 
who  have  had  laryngectomies.  Patients  help  each  other 
deal  with  the  shock  of  loss  of  voice,  learning  esophageal 
speech,  and  adjusting  to  altered  social  conditions  as  a result 
of  this  physical  limitation. 

Offers  support,  education  and  information  to  patients  who 
have  had  ostomy  surgery.  Volunteers  visit  new  patients  in 
the  hospital  as  well  as  attend  meetings  to  support  group 
members. 

Rehabilitative  program  for  women  who  have  had  breast 
surgery;  the  group  helps  new  patients  meet  their  physical, 
psychological  and  cosmetic  needs.  A trained  visitor  will  call 
on  patients  in  the  hospital  and  will  bring  a kit  containing 
information  and  a temporary  breast  form. 

An  example  of  one  of  the  many  cancer  support  groups  in 
S.  C.  Satisfies  the  need  which  cancer  patients  have  to 
gather  with  a qualified  professional  (counselor,  social 
worker,  nurse)  to  discuss  mutual  psychosocial  concerns  and 
feelings.  A therapeutic,  learning  and  personal  growth  expe- 
rience for  cancer  patients. 

Offers  a home  nursing  course  designed  to  prepare  families 
to  care  for  the  homebound  patient.  Teaches  simple  nursing 
skills  and  personal  care.  More  specialized  training  (e.g. 
ostomy  care)  available  based  on  interest  and  need. 

A self-help  organization  which  offers  friendship  and  un- 
derstanding to  bereaved  parents,  promotes  and  aids  par- 
ents in  positive  resolution  of  grief  experienced  upon  the 
death  of  a child,  and  fosters  the  physical  and  emotional 
health  of  bereaved  parents  and  siblings. 

Provide  visiting  nurses.  Home  Health  aides  and  Medical 
Social  Workers  for  patients  who  are  partially  or  totally 
housebound.  Gives  patients  the  professional  care  and  sup- 
port needed  between  visits  to  physician  and/or  hospital. 

Provides  direct  assistance  towards  utility  bills,  emergency 
heating,  emergency  cooling,  and  home  weatherization  im- 
provements for  those  eligible.  Other  services  vary  from 
community  to  community,  (e.g.  nutrition  program  for  the 
elderly  and  medication,  transportation). 

Offers  employment  counseling  for  employable  patients 
after  hospital  discharge  and  Unemployment  Compensa- 
tion for  those  eligible. 


* 


* 


* 


* 


* 


* 


* 


* 
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Statewide  Agencies  for: 


Emotional, 

Medical, 

Financial, 

Psychological 

Physical 

Employment  6 

6-  Educational 

Support,  & 

Transportation 

Organization 

General  Description 

Support 

Home  Care 

Assistance 

Family  Counseling  Centers 
Consult  yellow  pages  for 
individual  listings  & agencies 

Family  Service  Agencies 
Offices  in  Columbia, 
Charleston,  Greenville  and 
Spartanburg 


Hospice 

Contact 

Youna  Ruff,  R.N. 

Hospice  of  S.  C.,  Inc. 

1519  Marion  Street 
Columbia,  S.  C.  29220 
Phone:  771-5002 

Independent  Cancer  Programs 


Independent  Home  Health  Serv. 


Legal  Services  Assn,  of  S.  C. 

P.  O.  Box  7187 
Columbia,  S.  C.  29202 
1-800-922-2730 

Leukemia  Society  of  America 
Leukemia  Soc.  of  America,  Inc. 
S.  C.  Chapter 
2927  Devine  Street 
Columbia,  S.  C.  29205 
Phone:  (803)  254-4078 

Lifeline 

Lifeline  Regional  Office 
Atlanta,  Georgia  or  contact 
your  local  hospital 
Phone  (404)  979-3220 


Mental  Health  Clinics 

Div.  SC  Dept.  Mental  Health 
Centers 

2414  Bull  Street 
Columbia,  S.  C.  29202 
Phone:  758-7385 


Provides  counseling  and  psychosocial  support  to  indi- 
viduals and  families  through  various  sponsorships  (e.g. 
community  centers,  churches,  private  practice). 

Provides  individual,  marital,  family  and  financial  counsel- 
ing for  patients  who  need  help  with  psycho-social  problems 
and  life  changes.  Through  individual  and  group  counsel- 
ing, and  Family  Life  Enrichment  Programs,  patients  de- 
velop skills  to  deal  with  problems  and  crises.  Accredited  by 
the  Council  on  Accreditation  of  Services  for  Families  and 
Children,  Inc. 

Hospice  concept  focuses  on  preserving  the  dignity,  integ- 
rity and  personal  choices  of  the  patient;  provides  physical, 
social,  psychological  and  spiritual  support  for  terminally  ill 
patients  and  their  families,  usually  through  home  care. 


Some  counties  offer  social  and  rehabilitative  services  to 
eligible  cancer  patients  through  private  programs.  Check 
your  yellow  pages  or  American  Cancer  Society  for 
direction. 

Many  private  home  health  service  agencies  have  opened 
throughout  the  State.  These  services  vary  from  agency  to 
agency,  but  offer  general  and  specialized  care  and  service 
to  the  cancer  patient  in  the  home.  Check  your  yellow  pages 
for  more  information. 

Provides  legal  services  and  counseling  to  eligible  clients. 
Legal  counseling  is  available  regarding  wills,  domestic, 
consumer,  and  health  care  law. 

Serves  patients  with  leukemia,  Hodgkins  Disease,  and 
other  lymphomas.  Services  include  limited  financial  as- 
sistance for  medical  transportation,  X-ray  therapy,  blood 
transfusions,  drugs,  and  insurance  deductibles. 


Lifeline  is  a personal  emergency  response  program  pro- 
vided as  a community  service  through  several  hospitals 
throughout  the  State.  This  service  has  proven  to  be  an 
effective  response  program  for  both  medical  and  environ- 
mental emergencies,  and  is  particularly  useful  to  frail, 
elderly  and  handicapped  people  who  live  alone. 

Offer  counseling  and  psychotherapy  to  patients  and  fami- 
lies who  demonstrate  inadequate  coping  behavior  or  who 
exhibit  a need  for  counseling.  Care  ranges  from  outpatient 
to  more  intensive  daily  services.  Programs  of  stress  man- 
agement, relaxation  techniques,  and  structured,  intensive 
programs  of  crisis  stabilization  are  available.  Psychiatrist 
on  staff. 


* 


* 


* 


* 


* 


* 


* 
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Statewide  Agencies  for: 


Emotional, 

Medical, 

Financial, 

Psychological 

Physical 

Employment  ir 

ir  Educational 

Support,  ir 

Transportation 

Organization 

General  Description 

Support 

Home  Care 

Assistance 

National  Cancer  Institute  Develops  and  distributes  special  information  about  cancer 

Office  of  Cancer  Communications  to  health  professionals,  cancer  patients,  and  the  public. 
Bldg.  31,  Room  4B  39  Programs  include  Smoking  Prevention  and  Cessation, 

Bethesda,  MD  20205  Breast  Cancer,  and  Coping  with  Cancer. 

Phone:  (301)  496-6792 


Available  Through  N.C.I.: 
Cancer  Information  Service 
1-800-638-6694 


“Taking  Time” 

by  Joan  B.  Hartman 


Salvation  Army 

Divisional  Commander 
1051  E.  Morehead  Street 
Charlotte,  N.  C.  28204 
Phone:  (704)  375-9881 


A toll  free  telephone  inquiry  system  which  supplies  infor- 
mation about  cancer  and  resources  available  to  cancer 
patients,  their  families,  the  general  public,  and  health 
professionals. 

An  excellent  informative  and  supportive  booklet  for  cancer 
patients  and  families.  Covers  such  topics  as:  sharing  the 
diagnosis  with  other  family  members,  what  spouses  can  do, 
coping  within  the  family,  rebuilding  mind  and  body,  living 
each  day.  To  order  copies  write  N.C.I. 

Emergency  relief  services  are  available  for  persons  in  crisis 
without  money  for  basic  needs,  (e.g.  food,  clothing,  fuel). 
This  program  is  designed  as  a transitory  relief  program 
until  more  permanent  services  can  be  obtained,  (e.g.  Food 
Stamps,  SSI  Disability). 


Social  Security  Administration  Provides  benefit  payments  for  the  elderly,  families  of 

Consult  your  Yellow  Pages  workers  who  have  died  and  the  disabled.  Also  provides 

hospital  insurance  for  the  elderly  under  the  Medicare 
Program  and  Supplemental  Security  Income  (SSI)  for  the 
blind,  disabled,  and  elderly.  They  assist  the  public  in 
Medicare,  retirement,  survivors  and  disability  claims.  Un- 
der the  SSI  program,  persons  who  are  blind,  disabled,  and 
elderly  may  qualify  for  assistance  from  the  program  rather 
than  Social  Security,  or  until  they  become  eligible  for  Social 
Security. 


SC  Commission  on  Aging 
915  Main  Street 
Columbia,  S.  C.  29201 
Phone:  758-2576 


Programs  vary  from  county  to  county.  Examples  of  ser- 
vices include  information  and  referral,  escort  services, 
telephone  reassurance,  friendly  visiting,  legal  services, 
minor  home  repairs,  nutrition  programs,  ombudsmen,  day 
care,  housing  information,  transportation,  home  health 
services,  employment  services,  meals  on  wheels,  recreation 
and  volunteer  opportunities.  Senior  Citizens  Programs  are 
often  funded  through  this  commission. 


SC  Comm.  Alcohol  & Drug  Abuse 
3700  Forest  Drive 
Columbia,  S.  C.  29204 
Phone:  758-2521 


Provides  a full  range  of  services  including  early  detection, 
education  and  prevention,  detoxification,  individual, 
group  and  family  therapy,  professional  consultation,  and 
referrals  to  other  substance  abuse  programs  in  South 
Carolina. 


SC  Dept,  of  Social  Services  Provides  miscellaneous  welfare  services  through  investiga- 

Consult  your  Yellow  Pages  tion  and  determination  of  eligibility  for  dependency  claims 

including  Aid  to  Families  with  Dependent  Children 
(AFDC),  General  Assistance  (GA),  Medicaid  Nursing 
Home  Assistance  (MAO),  Optional  Supplement  for  Board- 
ing Home  Placement  (SSI-OS),  Food  Stamps,  and  SSI- 
Medicaid.  Social  services  are  also  provided  including 
Homemaker  Services,  Medicaid  Transportation,  Adult  and 
Child  Protective  Services,  Foster  Care  Services  and  Emer- 
gency Caretaker  Services. 


* 


* 


* 


* 


* 


* 


* 


* 


* 


* 


* 
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Statewide  Agencies  for: 
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Medical, 

Financial, 

Psychological 

Physical 

Employment  b 

b Educational 

Support,  b 

Transportation 

Organization 

General  Description 

Support 

Home  Care 

Assistance 

State  Aid  Cancer  Fund 
Div.  of  Cancer  Control 
S.  C.  Dept,  of  Health  & 
Environmental  Control 
J.  Marion  Sims  Building 
2600  Bull  Street 
Columbia,  S.  C.  29202 
Phone:  758-5647 


The  S.  C.  State  Aid  Cancer  Fund  sponsors  several  cancer 
treatment  clinics  throughout  state.  The  clinics  provide 
outpatient  diagnosis  and  treatment  for  indigent  cancer 
patients.  Services  include  medical  exam,  lab  work,  X-rays, 
radiation  therapy,  and  chemotherapy.  A physician’s  refer- 
ral is  required.  Applications  can  be  obtained  by  writing  to 
address  provided. 


Telephone  Counseling 


United  Way 


Vocational  Rehabilitation  Dept. 
P.  O.  Box  4945 
Columbia,  S.  C.  29240 
Phone:  758-2338 


24-hour-a-day  telephone  counseling  — crisis  intervention 
provided  by  trained  volunteers.  Persons  experiencing  a 
crisis  of  a new  diagnosis  of  cancer  or  problems  living  with 
cancer  can  benefit  from  this  generalized  counseling  ser- 
vice. Located  in  several  communities  under  names  such  as 
“Hotline. 

A community  agency  which  plans,  monitors,  and  raises 
funds  for  health  and  service  organizations  in  the  commu- 
nity (e.g.  Family  Service,  American  Red  Cross).  Offers  a 
Community  Information  and  Referral  Service  and  some 
emergency  services. 

Provides  vocational  evaluations,  re-training,  selective 
placement,  guidance  counseling  and  work  adjustment  ser- 
vices. For  those  who  meet  criteria,  funding  for  artificial 
appliances  necessary  for  patients  to  meet  their  job  objective 
is  available. 


Widowed  Persons  Service  Program 
NRTA/AARP 
1909  K Street,  N.W. 

Washington,  D.  C.  20049 
Phone:  (202)  872-4200 


A national  organization  that  helps  individuals  cope  with 
adjustment  to  widowhood.  Services  include  free  publica- 
tions, “On  Being  Alone”  and  “Retirement  Widowhood 
Guide.”  Also  offers  consultation  regarding  developing  a 
local  support  group  for  widowed  persons. 


* 


* 


* 


* 


* 


* 


* 


* 


* 
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RETIREMENT 


0011*  t Trip  Over  the  Sep! 


Let’s  say  you  want  to  set  up  a Keogh  Program,  but  you  feel  the  contributions  for  your 
employees  might  be  too  much  of  a monetary  drain.  If  this  is  the  case,  then  you  should 

look  into  setting  up  an  S.E.P. The  SEP  allows  you  to  put  up  to  $15,000  in  deductions 

($30,000  starting  in  1984),  without  including  your  employees SEP’s  are  IRA’s  with 

higher  contribution  limits,  but  do  not  limit  your  ability  to  set  up  a separate  IRA 

Here  are  some  pertinent  facts  of  a SEP  versus  a Keogh: 

(1)  Who  may  establish  this  plan? 

SEP  Keogh 


Corporations 
Sub  Chapter  C 

Corporations 
Partnerships 
Self-employed 
Sole  Proprietorships 
Non-profit  organizations 


(2)  When  must  contributions  be  made? 
SEP  Keogh 


Self-employed  partnerships 
Sole  proprietorships 
Partnerships 


April  15,  funded 
April  15,  established 


April  15,  funded 
December  31,  established 


(3)  How  is  the  plan  established? 

SEP  Keogh 


Completion  of  IRA 
application 


Adoption  of  prototype  plan 


(4)  What  is  the  limit  on  contributions  to  the  plan? 

SEP  Keogh 

Annual  contributions  of  Annual  contributions  of 
15%,  up  to  $15,000  15%,  up  to  $15,000 

($30,000  in  1984)  ($30,000  in  1984) 

(5)  Is  the  employer  a fiduciary? 

SEP  Keogh 

No  Yes 


FINANCIAL  CHECK  UP  continued 


If  you  are  interested  in  more  information,  or  in  setting  up  an  SEP,  call  or  write 
to  me. 


TAX  SHELTERS 

Some  Notes  on  recent  IRS  activity  in  the  area  of  Direct  Investments: 

(1)  The  IRS  has  "attached"  two  multiple  write-off  shelters:  The  Food  Storage 
Container  program,  and  the  video/audio  cassette  deal.  If  you  have  invested 
in  either  of  these  programs,  see  your  tax  advisor. 

(2)  The  IRS,  via  the  Justice  Department,  is  going  after  the  "Family  Trust"  tax 

shelter:  The  "Family  Trust"  shelter  is  created  when  you  transfer  your  assets 

and  income  to  the  trust  which  then  pays  you  living  expenses.  The  idea  is  to 
avoid  paying  taxes.  Again,  if  you  have  set  up  a "Family  Trust",  see  your  tax 
advisor . 

If  you  have  any  questions  about  Tax  Shelters  (Direct  Investments) , do  not  hesitate  to 
call  or  write  to  me. 

INVESTING-MUNICIPAL  BONDS 
Think  You're  Sitting  Pretty? 

Remember  when  you  invested  in  those  high  yielding  municipal  bonds  and  thought  you  "made 
out  like  a bandit"!  And,  you  now  feel  real  good!  Well,  think  again!  Those  bonds  might 

not  be  around  after  1992.  The  reason:  Prerefunding Prerefunding  simply  means  the 

issuer  of  the  bonds  buys  U.S.  Treasury  securities.  These  securities  are  held  in  trust, 
with  the  interest  going  to  pay  the  interest  on  those  bonds  you  own  (in  fact,  the  issuer 
sometimes  makes  money  because  the  Treasurees  might  earn  more  than  the  money  needed  to 

buy  them) But,  beware,  since  the  bonds  will  now  mature  (at  a slight  premium)  much 

sooner  than  you  thought.  You  have  to  take  a "hard  look"  at  your  asset  and  look  at  the 
alternatives  you  now  have.  Don't  delay!!!  If  you  have  questions  about  your  bonds  and 
your  alternatives,  call  me. 

HARD  ASSETS 

The  Panning  For  Gold 

If  you  feel  you  must  have  some  gold  in  your  pockets  (by  taking  delivery) , you  might  want 

to  consider  gold  coins  versus  buying  the  bullion Why?  Here  are  some,  but  not  all,  of 

the  reasons: 

(1)  Although  gold  coins  generally  cost  more  per  ounce  (minting  charge  and  collectors 
value),  you  may  receive  virtually  the  same  premiums  back  upon  sale. 

(2)  There  is  an  Over-The-Counter  market  for  gold  coins  as  opposed  to  a once-a-day 
trade  time  for  the  bullion. 

(3)  There  are  generally  no  assay  charges  upon  sale;  only  the  need  to  authenticate 
the  coin  and  its  condition. 

Ask  you  broker  for  information  on  his  firm's  gold  coin  accumulation  program. 

*********** 

The  information  contained  herein  has  been  obtained  from  sources  believed  reliable  but  is 
not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed  are  subject  to 
change  without  notice.  Neither  the  information  presented  nor  any  opinion  expressed  con- 
stitutes a representation  by  us  or  a solicitation  of  the  purchase  or  sale  of  any  securities 
South  Carolina  Medical  Association  and  E.F.  Hutton  and  Co.,  Inc.  1982. 


DR.  COLLINS  ISN’T  PAYING  HIS 
MALPRACTICE  INSURANCE  PREMIUM 

THIS  YEAR. 


But  he’ll  still  be  covered.  Because  the  Army  covers  it.  Jack  Collins  is  an  Army 
surgeon.  And  he  doesn’t  have  to  burden  himself  with  the  details  of  running  a civilian 
surgical  practice.  The  Army  does  the  worrying  for  him. 


It  works  out  better  for  Dr.  Collins.  And  for  the  Army.  He  has  a relatively  trouble-free 
practice.  And  the  Army  has  a first-rate  surgeon. 

Every  Army  physician  is  commissioned  as  a Captain  or  higher.  He  earns  30  days  paid 
vacation  a year.  And  his  noncontributory  retirement  benefits  are  substantial. 


Jack  Collins  joined  the  Army  to  practice  surgery.  . .not  bookeeping,  typing, 
accounting,  or  hiring  office  help.  Army  medicine  is  as  free  from  nonmedical 
distractions  as  it  is  possible  for  any  practice  to  be. 

The  Army  Medical  Department  has  positions  available  or  projected  requirements  for 
physicians  trained  in  the  following  specialties  in  the  Southeastern  United  States. 

GENERAL  SURGERY 
NEUROSURGERY 
ORTHOPEDIC  SURGERY 
OBSTETRICS-GYNECOLOGY 
OTOLARYNGOLOGY 
ADULT  PSYCHIATRY 
CHILD  PSYCHIATRY 
DIAGNOSTIC  RADIOLOGY 
FAMILY  PRACTICE 


If  you  desire  an  attractive  alternative  to  civilian  practice  for  a reasonable  net  amount 
of  money  and  want  to  spend  a reasonable  amount  of  time  with  your  family,  then 
maybe  you  should  find  out  more  about  Army  Medicine. 


To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits,  write  or  call 


AMEDD  Personnel  Counselor 
Eisenhower  Army  Medical  Center 
Fort  Gordon,  GA  30905 
(404)  790-6939 
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Where  to  Call  Locally  for  Help  for  Cancer  Patients 

(This  is  not  intended  to  be  a complete  list  of  all  services  available.  For  further  information  about  these  or  any  other  support  services  for  cancer  patients 
please  call  your  local  office  of  the  American  Cancer  Society.)  Chart  compiled  by  the  American  Cancer  Society. 


County 

ACS  Office 

Reach  to  Recovery 
(Mastectomy  Visitation 
and  Support) 

Ostomy  Association  Chapter 
(Visitation  and  Support; 

Call  the  number 
given  or  the  ACS  Office) 

Laryngectomy  Club 
(Visitation  and  Support; 
Call  the  number 
given  or  the  ACS  Office) 

Information  and  Guidance 

Medication  Assistance 

Transportation  Assistance 

Loan  Closet 

(Medical  Equipment,  etc.) 

Candlelighters 
(Support  for  Parents  of 
Children  with  Cancer) 

1 CAN  COPE 

(ACS  Patient  Education  Course) 

CanSurmount 
(ACS  Patient  Support 
and  Visitation) 

Abbeville 

(Anderson) 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

Aiken 

648-1208 

ACS-Ofc. 

648-1208 

ACS-Ofc. 

648-1208 

ACS-Ofc. 

648-1208 

ACS-Ofc. 

648-1208 

ACS-Ofc. 

648-1208 

ACS-Ofc. 

648-1208 

ACS-Ofc. 

648-1208 

ACS-Ofc. 

648-1208 

Allendale 

(Orangebg.) 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

Anderson 

225-4136 

ACS-Ofc. 

225-4136 

226-1777 

226-5476 

ACS-Ofc. 

225-4136 

ACS-Ofc. 

225-4136 

ACS-Ofc. 

225-4136 

ACS-Ofc. 

225-4136 

ACS-Ofc. 

225-4136 

Bamberg 

(Orangebg.) 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

Barnwell 

(Orangebg.) 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

Beaufort 

524-9109 

ACS-Ofc. 

524-9109 

524-6496 

ACS-Ofc. 

524-9109 

ACS-Ofc. 

524-9109 

ACS-Ofc. 

524-9109 

ACS-Ofc. 

524-9109 

ACS-Ofc. 

524-9109 

ACS-Ofc. 

524-9109 

Berkeley 

(Chastn.) 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

Calhoun 

(Orangebg.) 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

Charleston 

723-3618 

ACS-Ofc. 

723-3618 

873-9117 

552-0832 

ACS-Ofc. 

723-3618 

ACS-Ofc. 

723-3618 

ACS-Ofc. 
723-3618 
Also  - 
554-5584 

ACS-Ofc. 

723-3618 

ACS-Ofc. 

723-3618 

ACS-Ofc. 

723-3618 

ACS-Ofc. 

723-3618 

Cherokee 

(Sptnbg.) 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

(Sptnbg.) 

ACS-OTc. 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

Chester 

(Rk.  Hill) 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

Chesterfield 

(Florence) 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

Clarendon 

(Cola.) 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

Colleton 

(Orangebg.) 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

Darlington 

(Florence) 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

393-4644 

or 

ACS-Ofc. 

(Florence) 

ACS-Ofc. 

669-6349 

Dillon 

(Myrtle  B.) 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

Dorchester 

(Chastn.) 

723-3616 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

(Chastn.) 

ACS-Ofc. 

723-3618 

Edgefield 

(Aiken) 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

Fairfield 

(Cola.) 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Orc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

Florence 

669-6349 

ACS-Ofc. 

669-6349 

ACS-Ofc. 

669-6349 

ACS-Ofc. 

669-6349 

ACS-Ofc. 

669-6349 

ACS-Ofc. 

669-6349 

ACS-Ofc. 

669-6349 

ACS-Ofc. 

669-6349 

393-4644 

or 

ACS-Ofc. 

ACS-Ofc. 

669-6349 

Georgetown 

(Myrtle  B.) 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

WHERE  TO  CALL  LOCALLY 


Other  Support  Groups 

Hospice 

Independent  (Non-ACS) 
Cancer  Society 

State  Aid  Cancer  Clinic 

Department  of  Social 
Services  — County 

Vocational  Rehabilitation 

County  Councils  On  Aging 
(Transportation,  Group  Meals, 
Home-delivered 
Meals,  Legal  Services,  other) 

American  Red  Cross  (blood, 
sometimes  Home  Nursing 
Course,  sometimes 
Transportation) 

Home  Health  Services 

Health  Department 

Mental  Health  Clinics 

459-5481 

(Anderson) 

224-6391 

459-451 1 

(Anderson) 

225-8666 

225-8667 

459-2131 

459-2131 

(Grnwd.) 

223-8331 

649-1 1 1 1 

648-2070 

648-3221 

648-5447 

648-4291 

648-1364 

648-8344 

648-1364 

648-0481 

584-2181 

538-3116 

584-2306 

584-4350 

584-3475 

584-3818 

584-3818 

(Beaufort) 

524-3378 

Anderson 
Mem.  Hosp. 
261-1295 

224-3827 

224-6391 

224- 2595 
or 

225- 3370 

225-8666 

225-8667 

225-3731 

225-3731 

224-3513 

245-5587 

(Orangebg.) 

534-4473 

245-4704 

793-4686 

245-5176 

or 

245-5271 

245-5176 

259-7161 

(Aiken) 

648-2070 

648-3221 

259-3738 

259-3032 

259-3661 

259-3661 

(Aiken) 

648-0481 

524-4922 

538-3116 

524-8418 

524-1787 

or 

524-8079 

524-4444 

or 

524-1050 

524-4444 

524-3378 

899-2156 

(Chastn.) 

744-5670 

899-7916 

(Chastn.) 

723-8385 

899-2441 

899-2441 

899-7835 

874-3384 

(Orangebg.) 

5344939 

874-1270 

874-3027 

or 

874-2317 

874-3027 

Bosom  Buddies  - 
556-4470 

SHARE  - 792-3271 

577-0186 

Medical 
Univ.  Hosp. 
792-3347 

792-7346 

744-5670 

571-6390 

792-7476 

722-4127 

723-8385 

733-9251 

723-9251 

792-7547 

487-5801 

(Spartn.) 

585-0144 

489-3868 

489-6066 

489-8126 

489-8126 

377-8131 

(Rk.  Hill) 
327-7106 

377-4822 

377-4820 

385-6152 

385-6152 

(Rk.  Hill) 
327-2012 

623-2147 

(Florence) 

662-8114 

623-2280 

537-3847 

623-2117 

or 

623-6781 

623-2117 

435-8139 

(Sumter) 

469-2960 

435-2883 

435-2565 

425-8168 

425-8168 

549-1012 

538-3116 

538-3151 

549-7642 

or 

549-5331 

549-7338 

549-1516 

549-1516 

(Beaufort) 

524-3378 

Compassionate 
Friends  - 395-0505 

393-5451 

(Florence) 

662-8114 

332-2262 

393-8521 

393-1811 

332-9557 

393-451 1 
or 

393-3581 

393-451 1 

774-2434 

(Florence) 

662-8114 

774-6681 

774-9041 

774-561 1 

774-561 1 

563-4037 

538-3116 

871-5053 

(Chastn.) 

723-8385 

577-201 1 

577-201 1 

(Chastn.) 

792-7547 

637-3125 

(Aiken) 

648-2070 

637-5326 

637-5384 

637-3159 

637-3159 

(Grnwd.) 

223-8331 

635-5502 

(Cola.) 

758-3381 

635-3015 

635-4631 

635-6481 

635-6481 

Lifespring  - 665-5041 
Comp.  Frds.  - 395-0505 
Bosom  Buddies  - 667-9312 
Grief  Spt.  Grp.  - 662-7061 

667-9312 

McLeod  Reg. 
Med.  Ctr. 
667-2004 

669-3354 

662-8114 

669-6761 

662-8121 

662-5281 

662-5281 

546-2591 

(Conway) 

248-2235 

546-8539 

540-5429 

546-5593 

546-5593 

WHERE  TO  CALL  LOCALLY 


County 

ACS  Office 

Reach  to  Recovery 
(Mastectomy  Visitation 
and  Support) 

Ostomy  Association  Chapter 
(Visitation  and  Support; 

Call  the  number 
given  or  the  ACS  Office) 

Laryngectomy  Club 
(Visitation  and  Support; 
Call  the  number 
given  or  the  ACS  Office) 

Information  and  Guidance 

Medication  Assistance 

Transportation  Assistance 

Loan  Closet 

(Medical  Equipment,  etc.) 

Candlelighters 
(Support  for  Parents  of 
Children  with  Cancer) 

1 CAN  COPE 

(ACS  Patient  Education  Course) 

CanSurmount 
(ACS  Patient  Support 
and  Visitation) 

Greenville 

233-3948 

ACS-Ofc. 

233-3948 

879-3135 

ACS-Ofc. 

233-3948 

ACS-Ofc. 

233-3948 

ACS-Ofc. 

233-3948 

ACS-Ofc. 

233-3948 

ACS-Ofc. 

233-3948 

ACS-Ofc. 

233-3948 

ACS-Ofc. 

233-3948 

Greenwood 

229-7373 

ACS-Ofc. 

229-7373 

833-2575 

ACS-Ofc. 

229-7373 

ACS-Ofc. 

229-7373 

ACS-Ofc. 

229-7373 

ACS-Ofc. 

229-7373 

ACS-Ofc. 

229-7373 

ACS-Ofc. 

229-7373 

Hampton 

(Orangebg.) 
534-i  1 72 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

(Orangebg.) 

ACS-Ofc. 

534-1172 

Horry 

(Myrtle  B.) 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

248-9568 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

448-3763 

or 

ACS-Ofc. 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

Jasper 

(Beaufort) 

524-9109 

(Beaufort) 

ACS-Ofc. 

524-9109 

(Beaufort) 

ACS-Ofc. 

524-9109 

(Beaufort) 

ACS-Ofc. 

524-9109 

(Beaufort) 

ACS-Ofc. 

524-9109 

(Beaufort) 

ACS-Ofc. 

524-9109 

(Beaufort) 

ACS-Ofc. 

524-9109 

(Beaufort) 

ACS-Ofc. 

524-9109 

(Beaufort) 

ACS-Ofc. 

524-9109 

Kershaw 

(Cola.) 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4556 

Lancaster 

(Rk.  Hill) 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

Laurens 

(Grnwd.) 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

Lee 

(Cola.) 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

Lexington 

(Cola.) 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

McCormick 

(Aiken) 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

(Aiken) 

ACS-Ofc. 

648-1208 

Marion 

(Myrtle  B.) 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

Marlboro 

(Florence) 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

(Florence) 

ACS-Ofc. 

669-6349 

Newberry 

(Cola.) 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

Oconee 

(Anderson) 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

(Anderson) 

ACS-Ofc. 

225-4136 

Orangeburg 

534-1172 

ACS-Ofc. 

534-1172 

534-4699 

ACS-Ofc. 

534-1172 

ACS-Ofc. 

534-1172 

ACS-Ofc. 

534-1172 

ACS-Ofc. 

534-1172 

ACS-Ofc. 

534-1172 

ACS-Ofc. 

534-1172 

Pickens 

(Grnvl.) 

233-3948 

(Grnvl.) 

ACS-Ofc. 

233-3948 

(Grnvl.) 

ACS-Ofc. 

233-3948 

(Grnvl.) 

ACS-Ofc. 

233-3948 

(Grnvl.) 

ACS-Ofc. 

233-3948 

(Grnvl.) 

ACS-Ofc. 

233-3948 

(Grnvl.) 

ACS-Ofc. 

233-3948 

(Grnvl.) 

ACS-Ofc. 

233-3948 

(Grnvl.) 

ACS-Ofc. 

233-3948 

Richland 

(Cola.) 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

755-3143 

254-6126 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

(Cola.) 

ACS-Ofc. 

771-4656 

782-1944 

or 

ACS-Ofc. 

(Cola.) 

ACS-Ofc. 

771-4656 

Saluda 

(Grnwd.) 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

(Grnwd.) 

ACS-Ofc. 

229-7373 

Spartanburg 

585-0309 

ACS-Ofc. 

585-0309 

579-4563 

583-2301 

ACS-Ofc. 

585-0309 

ACS-Ofc. 

585-0309 

FACT- 

582-0771 

ACS-Ofc. 

585-0309 

FACT- 

582-0771 

ACS-Ofc. 

585-0309 

FACT- 

582-0771 

576-5133 

or 

ACS-Ofc. 

ACS-Ofc. 

585-0309 

Sumter 

775-4595 

ACS-Ofc. 

775-4595 

775-6555 

ACS-Ofc. 

775-4595 

ACS-Ofc. 

775-4595 

ACS-Ofc. 

775-4595 

ACS-Ofc. 

775-4595 

ACS-Ofc. 

775-4595 

ACS-Ofc. 

775-4595 

Union 

(Sptnbg.) 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

(Sptnbg.) 

ACS-Ofc. 

585-0309 

Williamsburg 

(Myrtle  B.) 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

(Myrtle  B.) 
ACS-Ofc. 
448-2562 

York 

(Rk.  Hill) 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Orangebg.) 

534-4699 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

(Rk.  Hill) 
ACS-Ofc. 
327-1278 

WHERE  TO  CALL  LOCALLY 


Other  Support  Groups 

Hospice 

Independent  (Non-ACS) 
Cancer  Society 

State  Aid  Cancer  Clinic 

Department  ot  Social 
Services  — County 

Vocational  Rehabilitation 

County  Councils  On  Aging 
(Transportation,  Group  Meals, 
Home-delivered 
Meals,  Legal  Services,  other) 

American  Red  Cross  (blood, 
sometimes  Home  Nursing 
Course,  sometimes 
Transportation) 

Home  Health  Services 

Health  Department 

Mental  Health  Clinics 

242-7770 

Cancer  Soc. 
of  Grnve. 
County 
232-8439 

Greenville 
Gen.  Hosp. 
242-7098 

232-8703 

297-3066 

242-6862 

242-1746 

271-8222 

242-6160 

242-6160 

227-4134 

Self.  Mem. 
Hospital 
227-4186 

229-6674 

229-5827 

223-0164 

229-3102 

223-8488 

223-8488 

223-8331 

943-3641 

538-3116 

943-5262 

943-3034 

943-3878 

943-3878 

(Beaufort) 

524-3378 

(Conway) 

248-7323 

365-5565 

(Conway) 

248-2235 

248-9818 

(Myrtle  B.) 
448-5377 

248-6381 

or 

248-9823 

248-6381 

726-3959 

538-3116 

524-8418 

784-2838 

726-8796 

726-8121 

726-8121 

(Beaufort) 

524-3378 

432-7676 

(Cola.) 

758-3381 

432-8173 

432-3383 

432-1426 

432-1426 

285-6914 

(Rk.  Hill) 
327-7106 

285-6956 

283-4072 

283-9948 

283-9948 

(Rk.  Hill) 
327-2012 

984-0551 

(Grnve.) 

297-3066 

984-4572 

984-4222 

984-6587 

984-6587 

(Grnwd.) 

223-8331 

484-5376 

(Sumter) 

469-2960 

484-6212 

484-5341 

484-6612 

485-6612 

"We  Care” 
748-2255 

359-8270 

(Cola.) 

758-3381 

(Cola.) 

252-7734 

256-2301 

791-3580 

791-3580 

465-2125 

(Grnwd.) 

229-5827 

465-2626 

465-2700 

465-251 1 
or 

637-3159 

465-251 1 

(Grnwd.) 

223-8331 

423-6421 

(Florence) 

662-8114 

423-4391 

423-3376 

423-4312 

423-4312 

479-7181 

(Florence) 

662-8114 

479-9951 

479-4459 

479-6801 

479-6801 

276-361 1 

(Grnwd.) 

229-5827 

276-8266 

276-1263 

276-4155 

276-4155 

(Grnwd.) 

223-8331 

638-5882 

(Anderson) 

224-6391 

638-3918 

224- 2595 
or 

225- 3370 

638-5619 

638-3639 

638-3639 

(Anderson) 

224-3513 

Orangebg. 
Reg.  Hosp. 
533-2435 

531-3101 

534-4939 

536-4473 

531-4663 

534-5735 

534-7990 

or 

536-4451 

534-7990 

868-2913 

(Grnvl.) 

297-3066 

878-4254 

843-2275 

859-4603 

878-2478 

878-2478 

(Anderson) 

224-3513 

“We  Care” 
532-6821 

771-5002 

Bapt.  Hosp. 
758-3198 
Rich.  Hosp. 
758-3659 

256-4200 

758-3381 

758-5287 

(Cola.) 

252-7734 

(Cola.) 

256-2301 

748-4970 
765-701 1 
758-5776 

748-4970 

445-2139 

(Grnwd.) 

229-5827 

445-2176 

685-531 1 

445-2141 

445-2141 

(Grnwd.) 

223-8331 

"Make  Today  Count" 
(FACT- 
582-0771) 

573-6785 

FACT 

582-0771 

Sptnbg. 
Gen.  Hosp. 
573-6152 

596-3036 

585-0144 

585-3693 

596-3910 

583-8000 

596-3337 

or 

596-3347 

596-3337 

773-1300 

778-1451 

469-2960 

775-9013 

775-2363 

773-551 1 

773-551 1 

427-8401 

(Spartn.) 

585-0144 

427-3119 

(Spartn.) 

583-8000 

427-5604 

427-5604 

Bosom  Buddies 
448-2562 

354-541 1 

(Sumter) 

469-2960 

354-7834 

354-9330 

354-9927 

354-9927 

York 

County 

Cancer  Assoc. 
324-4200 

684-2315 

(Rk.  Hill) 
327-7106 

(Rk.  Hill) 
327-6694 

(Rk.  Hill) 
327-3104 
(York) 
684-2957 

684-9977 

684-9977 

(Rk.  Hill) 
327-2012 

Pinworms  work 
the  night  shift 


Artist’s  interpretation: 

The  nocturnal  egg-laying  of  the 
female  pinworm  causes  acute 
perianal  itch. . .making  children 
shift  sleeplessly  through  the  night. 


Pul  pinworms 
out  of  work... 


Promptly  paralyzes 
pinworms  and  roundworms 

Antiminth®  (pyrantel  pamoate) 
has  a unique,  rapid  immobilizing 
effect  on  worms.  Unlike  meben- 
dazole, which  blocks  glucose 
uptake — slowly  “starving” 
helminths  to  death — Antiminth 
quickly  acts  on  the  neuro- 
muscular junction  to  promptly 
paralyze  parasites. 

97%  efficacy 
with  a single  dose 

A single  dose  of  Antiminth 
delivers  rapid  clinical  and  parasi- 
tological cures,  “Single  doses. . . 
showed  high  overall  efficacy 
against  Enter obius  vermicularis 
(97.2%)  and  Ascaris 
lumbricoides  (97.5%).”1 

Simple, 

well  tolerated  therapy 

Antiminth  offers  ease  of  adminis- 
tration and  patient  tolerance. 

“. . . when  compared  to  the  other 
single  dose  agents  available, 
[Antiminth]  has  the  advantage  of 
being  non-staining  and  may  be 
better  tolerated.”2 

The  dosage  form 
children  like 

Antiminth  is  available  as  a pleas- 
ant tasting,  caramel-flavored 
oral  suspension.  Effective  in  just 


one  dose  against  pinworm  and 
roundworm — in  both  children 
and  adults — Antiminth  is  easy- 
to-administer  and  easy-to-take. 


Respected 

around-the-world 


In  some  parts  of  the  world,  large 
populations  are  afflicted  with 
helminthic  infections.  Physicians 
in  endemic  areas  have  become 
experts  on  parasitic  diseases — 
and  have  come  to  rely  on  Anti- 
minth for  the  rapid  cure  of  infes- 
tations. Antiminth  is  recom- 
mended as  an  agent  of  first  choice 
for  pinworm  and  roundworm  by 
leading  medical  authorities. 3 


Warnings 

Usage  in  Pregnancy  Reproduction  studies 
have  been  performed  in  animals  and  there  was 
no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who 
have  received  this  drug. 

The  drug  has  not  been  extensively  studied  in 
children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be 
considered. 

Precautions 

Minor  transient  elevations  of  SGOT 

have  occurred  in  a small  percentage  of  patients. 

Therefore,  this  drug  should  be  used 

with  caution  in  patients  with  pre-existing  liver 

dysfunction. 

Adverse  Reactions 

The  most  frequently  encountered  adverse  reac- 
tions are  related  to  the  gastrointestinal  system. 
Gastrointestinal  and  hepatic  reactions:  anorexia, 
nausea,  vomiting,  gastralgia,  abdominal  cramps, 
diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration 
Children  and  Adults  Antiminth  Oral  Suspen- 
sion (50  mg  of  pyrantel  base/ml)  should  be 
administered  in  a single  dose  of  11  mg  of  pyran- 
tel base  per  kg  of  body  weight  (or  5 mg/lb.); 
maximum  total  dose  1 gram.  This  corresponds 
to  a simplified  dosage  regimen  of  1 ml  of 
Antiminth  per  10  lb.  of  body  weight.  (One 
teaspoonful  = 5 ml. ) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension 
may  be  administered  without  regard  to  ingestion 
of  food  or  time  of  day,  and  purging  is  not  neces- 
sary prior  to,  during,  or  after  therapy.  It  may  be 
taken  with  milk  or  fruit  juices. 

References  1.  Pitts  NE,  MigliardiJR:  Clinical 
Pediatrics  13:87,  1974.  2.  Modell  W:  Drugs  of 
Choice  1980-1981.  C.  V.  Mosby  Co.,  St.  Louis, 
1980,  p.  362.  3.  Goodman  LS,  Gilman  A:  The 
Pharmacologic  Basis  of  Therapeutics,  6th 
edition,  MacMillan  Publishing  Co. , Inc. , New 
York,  1980,  p.  1032. 


Piipharmecs  Division 

Pfizer  Inc.  New  York,  N.Y.  10017 


Prescribe  A I*  Suspension 

■ VI HI  I HIH  H Vf H I 50  mg  pyrantel  base; 

“ ^ (pyrantel  pamoate) 

Cures  pinworm  and  roundworm  fast.. .with  a single  dose 
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THE  FAMILY  PHYSICIAN  AND  LONG-TERM 
CANCER  MANAGEMENT 


james  a.  McFarland,  m.d.* 

Quite  obviously,  the  family  physician’s  role  in 
caring  for  the  cancer  patient  can  vary  widely 
according  to  the  patient’s  circumstances  and  the 
specific  nature  of  the  ongoing  treatment  program 
being  carried  out  by  the  oncologic  specialists.  The 
patient’s  circumstances  may  vary  from  the  situa- 
tion in  which  he  or  she  is  felt  likely  to  have  been 
cured  by  the  initial  therapy  to  that  patient  who 
has  progressive  disease  and  is  receiving  supportive 
and  palliative  therapy.  Factors  impacting  on  all  of 
these  treatment  plans  are  financial  resources, 
transportation  capabilities,  distance  from  the 
treatment  center,  family  and  social  support  and 
relationship  to  the  primary  physician.  The  treat- 
ment programs  may  likewise  vary  from  vigorous 
attempts  at  curative  therapy  with  combined  treat- 
ment modalities  to  those  directed  at  supporting 
the  patient  through  the  terminal  phases  of  an 
illness. 

The  family  physician,  to  offer  maximum  en- 
hancement to  the  patient’s  care,  must  remain 
actively  supportive  and  involved.  This  requires  a 
bidirectional  effort  on  the  part  of  both  the  oncolo- 
gist and  the  family  physician.  The  oncologist  must 
emphasize  to  the  patient  that  the  patient’s  own 
physician  will  continue  to  be  involved  in  a very 
active  fashion  and  must  keep  the  primary  physi- 
cian fully  informed  as  to  the  ongoing  treatment 
program  and  the  patient’s  progress.  The  family 
physician  must  continue  to  be  the  patient’s  coun- 
selor and  source  of  overall  care. 

The  primary  physician  has  much  to  offer  the 
patient  with  cancer  in  assuring  the  patient  that  he 
or  she  is  willing  to  deal  with  new  problems  as  they 
arise  and  to  make  a judgment  as  to  whether  the 
problem  is  something  directly  due  to  the  malig- 
nant disease  or  therapeutic  program  and  thereby 
to  answer  the  question  as  to  the  degree  of  need  for 
the  oncologist’s  involvement.  This  function  is  of 
increasing  importance  with  increasing  distance 
from  the  oncology  treatment  center.  Much  of  the 
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need  for  this  kind  of  assurance  and  support  arises 
from  the  emotional  impact  of  the  malignant  dis- 
ease and  the  well-recognized  tendency  to  suspect 
immediately  that  any  new  medical  problem  is  due 
in  some  fashion  to  the  cancer.  Patients  will  almost 
invariably  do  this;  their  family  members  do  also, 
and  their  physicians  often  do  the  same. 

The  kind  of  support  just  described  implies  that 
the  family  physician  is  kept  fully  informed  as  to 
the  opinions  and  therapeutic  maneuvers  of  the 
oncologist,  as  previously  mentioned.  It  also  im- 
plies the  necessity  for  the  physician  to  be  in- 
formed to  a reasonable  degree  as  to  the  nature  of 
the  drugs  being  used  and  their  possible  interac- 
tions with  other  drugs,  as  to  the  character  and 
behavior  of  the  disease  in  question  and  as  to  the 
psychosocial  needs  of  persons  with  malignant  dis- 
ease. This  information  does  not  always  come 
easily  and  for  a busy  physician  can  be  a dismaying 
task.  But  the  problem  can  be  dealt  with  and  again 
in  a bidirectional  fashion.  The  oncologist  can  an- 
ticipate some  of  these  questions  and  provide  sug- 
gestions early,  and  can  and  must  be  available  to 
the  primary  physician  and  the  patient.  Teaching 
programs  should  be  offered  in  the  oncology  treat- 
ment center  and  in  the  local  communities.  In  turn, 
the  primary  physician  must  avail  himself  of  op- 
portunities at  all  of  these  levels. 

These  comments  are  offered  in  what  is  un- 
doubtedly too  brief  and  too  general  a fashion, 
since  space  requirements  and  the  forebearance  of 
the  readers  do  not  permit  a detailed  discussion  of 
all  facets  of  the  topic.  Therefore,  let  me  summa- 
rize it  all  by  saying  that  the  family  physician  and 
the  oncologist,  with  the  support  of  nurses,  social 
service  counselors,  dietitians  and  others,  must 
function  as  a team  in  caring  for  the  patient.  As 
competent  and  conscientious  physicians  with  re- 
spect for  each  other’s  roles,  we  can  accomplish  this 
end.  □ 
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HOSPICE  CARE  AND  THE  TERMINAL  CANCER 
PATIENT 


CHARLES  G.  SASSER,  M.D.* 

The  first  Hospice  in  South  Carolina  began  oper- 
ation at  the  Baptist  Hospital  in  Columbia,  in  1979. 
There  are  now  nine  active  Hospices  in  the  state 
(Columbia,  Greenville,  Spartanburg,  Greenwood, 
Beaufort,  Charleston,  Florence,  Sumter,  and  Con- 
way) with  three  more  in  various  stages  of  plan- 
ning. These  Hospices  vary  widely  in  structure, 
from  hospital-based  to  community-based,  with  an 
average  patient  census  of  15  to  45.  The  state 
Hospice  organization,  in  anticipation  of  the 
Hospice  Medicare  law  which  will  go  into  effect  in 
November,  1983,  is  actively  assisting  a legislative 
committee  in  the  formulation  of  guidelines  for 
state  licensure.  The  basic  requirements  necessary 
to  be  considered  a Hospice  provider  are  as  follows: 

1.  Principles  of  care  which  focus  on  pain  con- 
trol, attention  to  the  personal  needs  of  the 
patient  and  family,  and  spiritual  support. 

2.  Home  or  in-patient  care  coordinated  with  a 
central  hospice  administration. 

3.  The  patient/family  regarded  as  the  unit  of 
care. 

4.  Care  by  an  interdisciplinary  team  that 
would  include  the  patient’s  personal  physi- 
cian and  volunteers. 

5.  Admission  to  hospice  based  on  need  rather 
than  the  ability  to  pay. 

6.  Services  available  on  a 24-hour-a-day,  7- 
day-a-week  on-call  basis. 

7.  Follow-up  bereavement  care. 

The  purpose  of  this  article  is  to  provide  a brief 
overview  of  hospice  care  and  to  distinguish  it  as 
clearly  complementary  and  supportive  to  the  ex- 
isting health  care  structure. 

HISTORY 

The  Hospice  concept  is  anything  but  new.  In- 
stitutions specifically  dedicated  to  the  sick  and 
dying  existed  in  the  11th  and  12th  centuries 
among  the  knights  of  the  Hospitallers,  an  organi- 
zation of  soldier  — priests  who  originated  in  Jeru- 
salem as  a monastic  order  dedicated  to  the  care  of 
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the  destitute.  They  later  fought  in  the  crusades; 
then,  when  forced  out  of  Jerusalem,  they  moved 
on  to  Cyprus,  stormed  and  conquered  Rhodes  in 
the  1300’s  and,  being  increasingly  wealthy,  held 
that  city  for  two  centuries.  Although  they  became 
ever  more  materialistic  and  militaristic,  they  re- 
tained their  dedication  to  the  care  of  the  sick  and 
wounded.  It  was  here  that  incurables  were  sepa- 
rated from  the  other  sick  for  the  first  time  and 
instead,  placed  with  travelers  with  whom  they 
shared  a common  bond  as  pilgrims,  stopping  for  a 
moment  of  respite  prior  to  proceeding  with  their 
journey.  Hundreds  of  similar  hospice-hotels 
sprung  up  over  middle  Europe  as  way  stations  for 
weary  pilgrims  and  crusaders  travelling  to  and 
from  the  east.  It  is  interesting  that  the  original 
word  in  Latin  — Hospes  — was  a word  used  for 
both  hosts  and  guests  — emphasizing  a process  of 
equal  interaction  where  both  gave  and  both 
received. 

For  several  centuries  the  words  hospice  and 
hospital  were  interchangable  as  places  where  the 
sick  and  dying  received  care.  In  the  last  400  years, 
however,  the  concepts  have  gradually  become 
separate  as  the  result  of  several  influences.  The 
reformation  in  the  16th  century  led  to  the  closing 
of  monasteries  in  England  where  much  Hospice 
activity  was  conducted.  Protestant  preaching  in 
subsequent  periods  emphasized  a relationship  be- 
tween sin  and  disease,  especially  among  the  poor, 
with  a view  of  the  dying  as  sinful,  undeserving 
wretches.  The  Industrial  Revolution  aggravated 
this  caste  system,  relegating  the  poor  to  die  in 
work  houses  in  the  most  horrible  conditions 
imaginable. 

The  medical  profession  likewise  contributed  to 
this  divergence.  Although  it  was  a period  in  which 
great  strides  were  made  in  medical  knowledge,  it 
was  also  a dark  period  in  the  history  of  medicine 
during  which  the  survival  rate  of  those  hospi- 
talized was  less  than  30%  and  public  opinion  alone 
pressured  doctors  to  dissociate  themselves  from 
incurables  as  quickly  as  possible,  often  discharg- 
ing them  to  die  in  the  streets.  And  so  the  idea  of 
Hospice  as  a place  where  hospitality  flourished,  a 
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house  “for  the  ayde  and  comforte  of  the  poore, 
sykke,  blynde,  aged,  and  impotent  person  . . . 
whereyn  they  may  be  lodged,  cheryshed,  and 
refreshed”  (16th  century  definition),1  began  to 
die  out.  It  its  place  was  found  the  “hospital,” 
which  reflected  the  desires  of  society  for  effi- 
ciency and  order,  research  and  economy.  The 
changing  meaning  of  other  terms  exemplifies  the 
changing  trends  in  the  thinking  of  these  times. 
One  ancient  Greek  word  for  love  — caritas  — 
came  to  mean  cold  and  condescending  charity, 
carefully  meted  out  by  the  righteous  to  the  se- 
lected few  who  were  clearly  deserving.  Another 
word  for  love  — dilectio  — became  diligence,  or 
industriousness,  reflecting  the  growing  idea  of 
man  as  a machine.2 

In  spite  of  Hospice  being  forced  underground 
during  this  time,  threads  of  true  caring  emerged 
here  and  there  in  stories  of  the  Catholic  Sisters  of 
Charity  in  France  and  England  and  in  the  exploits 
of  Florence  Nightingale.  In  the  late  19th  century 
one  of  the  sisters  of  Charity  founded  a place  of 
shelter  for  the  incurably  ill  in  Dublin  and  called  it, 
for  the  first  time  in  English,  a hospice.  A number 
of  other  hospices  followed,  among  which  was  St. 
Joseph’s  Hospice  in  London,  founded  in  1906.  St. 
Joseph’s  continues  in  full  operation  today  as  a 
combination  nursing  home  and  hospice,  and  it 
was  here  in  the  fifties  and  sixties  that  Cicely 
Saunders  gained  insight  and  expertise  in  the  care 
of  the  dying  which  led  to  the  founding  of  St. 
Christopher’s  Hospice  in  1967.  It  is  from  St. 
Christopher’s  and  Dr.  Saunders,  a unique  com- 
bination of  nurse,  social  worker,  and  physician, 
that  the  modern  Hospice  movement  in  England 
and  the  United  States  received  its  start. 

PHILOSOPHY 

The  Philosophy  of  Hospice  care  is  best  under- 
stood by  contrasting  it  with  the  philosophy  of 
traditional  hospital-based  care.  The  hospital  is 
highly  structured,  designed  specifically  to  take 
care  of  bodily  organs  as  efficiently  as  possible.  In 
spite  of  the  increasing  recognition  of  and  sympa- 
thy for  the  needs  of  the  whole  person,  the  hospital 
is  limited  in  the  degree  of  flexibility  it  can  muster. 
Patients  admitted  to  a hospital  undergo  a process 
of  depersonalization,  where  they  are  stripped  of 
their  identity,  autonomy,  control  and  other  char- 
acteristics that  distinguish  individuals.  Further- 
more, hospital  care  is  focused  on  the  cure:  the 
hospital  is  at  war  with  death,  which  represents  a 
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failure  of  the  system.  Indeed,  the  emotions  of  guilt 
and  shame  experienced  by  doctors  and  nurses  as  a 
result  of  this  perceived  failure,  and  their  inability 
to  resolve  these  emotions,  lead  ultimately  to  an 
isolation  of  the  dying.3 

Hospice  is  not  an  alternative  system  of  health 
care  in  competition  with  the  hospital.  Indeed,  if 
you  have  a diseased  organ  that  is  treatable,  there  is 
no  better  place  to  be  than  in  a U.  S.  hospital.  The 
problem  is  that  the  modern  hospital  does  not  have 
much  to  offer  the  dying.  All  the  technology  avail- 
able for  the  cure  of  the  ill  only  serves  to  make  life 
more  uncomfortable  for  the  dying  and  offers  no 
benefit.  It  is  at  this  point  that  Hospice  comes  into 
the  picture. 

Where  the  hospital  says:  “We  will  keep  you  as 
comfortable  as  our  schedule  allows,  recognizing 
that  our  first  priority  is  the  scheduling  of  diagnos- 
tic tests  and  therapeutic  procedures  in  systematic 
fashion,”  Hospice  can  say:  “Tests  are  no  longer  of 
significance;  the  most  important  thing  is  that  you 
are  provided  comfort.”  Where  the  hospital  would 
say:  “We  must  be  careful  that  you  receive  no  more 
pain  medicine  than  is  absolutely  necessary  for  fear 
of  creating  drug  dependency,”  Hospice  can  say: 
“Take  your  narcotic  regularly,  before  you  begin 
to  hurt,  so  that  every  day  can  be  lived  to  its 
fullest.”  The  hospital  will  tell  its  patients:  “We 
must  restrict  visitation  to  protect  the  patients,” 
but  Hospice  responds:  “Bring  on  the  dog,  the  cat, 
the  goldfish,  the  grandchildren,  anything  that  will 
make  you  feel  loved  and  at  peace.”  The  hospital 
removes  the  patient’s  control  along  with  his 
clothes  and  transfers  responsibility  for  his  welfare 
to  the  doctor,  nurses,  and  other  therapists  — all 
those  involved  in  treating  the  sick  organ  — on 
their  schedule.  Hospice  says:  “You  tell  us  what 
your  needs  are,  when  you  want  to  get  up,  to  eat,  to 
take  your  medicine,  and  we  will  work  to  accom- 
modate you.”  The  hospital  serves  as  a parenthesis 
in  one’s  life.  When  the  body  malfunctions,  it  is 
admitted  to  the  hospital  where  it  undergoes  tests, 
receives  treatments,  and  is  discharged,  where- 
upon the  hospital’s  responsibility  ends.  Hospice 
works  hard  to  coordinate  care  so  that  there  is 
continuity  without  gaps  from  home  to  hospital  to 
nursing  home  to  home  again  as  the  need  indicates. 
Finally,  Hospice  offers  a choice  of  location  for 
dying,  so  that  if  home  is  preferable,  Hospice  can 
provide  the  kind  of  home  support  that  would 
make  that  choice  possible.  These  are  four  areas 
then:  comfort,  control,  continuity,  and  choice,  in 
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HOSPICE 


which  Hospice  philosophy  differs  strikingly  from 
the  hospital  setting. 

THE  HOSPICE  TEAM 

Hospice  is  holistic  in  its  approach  to  the  care  of 
the  dying.  The  health  care  team,  which  provides 
the  kind  of  wide-based  support  necessary  to  be 
called  Hospice  Care,  may  be  made  up  of  a physi- 
cian, nurse,  hospice  coordinator,  social  worker, 
minister,  and  several  volunteers.  All  contribute 
equally  to  the  care  of  the  dying  person  who,  with 
his  family,  becomes  the  focal  point  of  care.  The 
coordinator’s  responsibility  is  to  insure  commu- 
nication among  the  other  team  members.  The 
volunteer’s  role  is  to  provide  moral  and  physical 
support  to  the  family,  which  includes  assisting  in 
simple  housekeeping  tasks.  Volunteer  training 
focuses  on  developing  an  awareness  of  one’s  own 
feelings  about  dying  to  reduce  anxieties  and  im- 
prove the  quality  of  sensitive  support. 

The  radical  change  in  the  physician’s  role  offers 
challenges  in  several  areas:  (1)  Open  and  honest 
communication  and  a sharing  of  responsibility 
with  other  team  members,  (2)  Sharing  control  of 
care  with  the  patient  and  his  family,  which  also 
requires  a greater  degree  of  frank  and  honest 
communication,  (3)  A change  in  perspective  with 
regard  to  the  use  of  narcotics  for  chronic  pain 
control.  All  of  these  are  foreign  to  traditional 
medical  education  and  require  a degree  of 
retraining. 


WHY  THE  PHYSICIAN  NEEDS  HOSPICE 

The  Hospice  movement  is  a predictable  human 
response  to  rapid  technological  development.  It  is 
an  attempt  to  reverse  the  increasing  trend  toward 
mechanistic  health  care  so  apparent  in  the  last 
decade.  With  the  extension  of  dying  created  by 
advances  in  health  care,  care  of  the  dying  will 
become  an  increasing  burden  to  the  medical  pro- 
fession; it  is  an  emotional  burden  that  can  no 
longer  be  shouldered  by  individuals.  A team  that 
can  provide  multifaceted  support  to  patients  and 
families  as  well  as  to  itself  is  now  essential  if 
isolation  or  abandonment  of  the  dying  on  one 
hand,  and  burn  out  of  the  professional  on  the 
other,  are  to  be  avoided.  Shifting  gears  from  cura- 
tive to  palliative  care  is  always  stressful  for  physi- 
cians. The  physician  needs  help,  often  from 
involved  nonphysicians,  in  deciding  when  it’s 
okay  to  let  go,  accompanied  by  the  reassurance 
that  he  has  not  failed  as  a physician.  Finally, 
Hospice  offers  an  emotional  environment  which 
facilitates  the  confrontation  of  the  physician  with 
his  own  fears  of  dying,  helping  to  reduce  his  own 
stress  and  anxiety  and  improve  his  effectiveness  in 
the  care  of  the  terminally  ill.  □ 
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Guest  editorials  reflect  the  opinions  of  the  authors  and  do 
not  necessarily  represent  the  opinions  of  the  Editorial  Board 
and  the  South  Carolina  Medical  Association. 


GUEST  EDITORIAL:  “LIES,  DAMNED  LIES,  AND  STATISTICS” 


“Cancer”  is  a generic  term  applied  to  over  200 
different  diseases,  each  with  its  own  natural  his- 
tory and  prognosis.  It  may  be  applied  to  diseases 
which  have  little  more  than  nuisance  value  or  to 
those  for  which  medical  science  has  little  to  offer 
and,  therefore,  merit  the  fear  the  word  brings 
many  of  our  patients. 

Yet,  by  and  large,  this  is  a unreasoning  fear 
which  often  prevents  timely  diagnosis,  adequate 
treatment,  and  promotes  the  panaceas  of  char- 
latans and  quacks.  It  is  by  the  use,  or  rather 
misuse,  of  statistical  information,  gathered  by  le- 
gitimate scientific  bodies  to  produce  useful  infor- 
mation whereby  we  may  measure  success  or 
failure  of  treatment  methods,  that  the  unscrupu- 
lous and  the  opportunistic  confound  and  play 
upon  the  fears  of  our  patients. 

Case  in  point  — the  recent  national  “news” 
story  on  the  extremely  high  incidence  of  poly- 
cythemia rubra  vera  in  South  Carolina  counties 
immediately  adjacent  to  the  Savannah  River 
Plant.  Overzealous  reporters  searched  the  statisti- 
cal data  and  confused  the  incidence  of  new  cases 
reported  yearly  with  the  prevalence  of  the  disease 
and  reported  a near  twenty-fold  “increase”  of 
“Polycythemia”  around  the  plant.  Nor  was  dis- 
tinction made  between  polycythemia  vera  and 
the  benign  compensatory  polycythemia  associ- 
ated with  respiratory  ailments.  This  misuse  of 
statistics  prompted  several  national  news  stories 
and  television  commentaries  without  a single  cor- 
rection of  these  two  glaring  errors.  While  this  may 
have  sold  newspapers  and  increased  television 
ratings,  it  was  a significant  disservice  to  our  pa- 
tients, present  and  future. 

Similar  misinterpretation  of  published  statistics 
is  common  by  persons  untrained  to  interpret 
them.  Cancer  mortality  statistics  are  published  in 
a form  that  is  uncorrected  for  age.  A 50%  five- 


year  survival  rate  in  a cancer  having  its  peak 
incidence  in  the  third  decade  of  life  is  a much 
more  serious  threat  than  one  which  occurs  in  the 
seventh  decade  where  death  from  other  causes 
will  bias  the  statistics  downward. 

In  this  age  of  mass  media,  we  as  physicians  must 
take  the  responsibility  to  carefully  educate  our 
patients  and  the  public  as  to  the  true  risks  of 
cancer.  The  true  risks  today  lie  in  the  failures  of 
our  patients  to  heed  sound  advice  regarding  smok- 
ing and  other  significant  environmental  contribu- 
tors to  cancer  and  in  the  failure  of  diagnosis  and 
prompt  institution  of  conventional,  proven,  treat- 
ment methods. 

Furthermore,  we  must  not  allow  statistics  to  sap 
the  hope  of  our  stricken  patients;  remember  that 
five-year  statistics  which  we  quote  today  are  those 
of  treatment  methods  seven  years  old  at  the  mini- 
mum. Our  newer  methods  are,  we  hope,  an  im- 
provement. Statistical  data  represent  average 
experience  of  hundreds  of  cases.  Not  one  of  our 
patients  is  50%  dead  in  five  years;  his  chances  can 
only  be  zero  or  100%.  His  approach  to  the  disease, 
as  well  as  his  own  many  health  and  social  factors, 
alters  his  individual  prognosis. 

I conclude  with  a bit  of  my  own  misapplied 
statistics  — “Statistically,”  in  two  patients  of  the 
same  age  and  sex,  one  given  the  generic  diagnosis 
of  cancer  and  one  given  the  generic  diagnosis  of 
hypertension,  the  former  will  outlive  the  latter. 
By  taking  a lesson  from  the  media  and  special- 
interest  politicos,  this  bit  of  fractured  statistical 
reporting  helps  to  allay  the  irrational  fears  of  my 
patients  and  their  families.  (It,  incidentally,  also 
helps  to  promote  the  compliance  of  the  hyperten- 
sive patient.) 

Richard  P.  von  Buedingen,  M.D. 

154  Waterloo  Street 

Aiken,  S.  C.  29801 
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AUXILIARY 

REPORT  OF  THE  PRESIDENT,  1982-1983 


Because  of  space  limitations,  this  is  a greatly  condensed  report  of  the  activities  of  over  1,500  South 
Carolina  Medical  Association  Auxiliary  Volunteers  during  this  past  year  that  I have  served  as  their 
President.  It  has  indeed  been  a full  year  of  activities  and  accomplishments,  and  I am  very  proud  of  the 
efforts  put  forth  by  each  auxilian. 

I have  visited  23  of  the  25  auxiliaries  in  South  Carolina,  witnessing  physician  spouses  donating  countless 
hours  to  make  their  communities  healthier  and  safer.  Health  Education,  particularly  of  our  young  people, 
has  been  a major  project  for  county  auxiliaries  throughout  the  state. 

On  a statewide  level,  the  Long  Range  Planning  Committee,  under  the  leadership  of  Chairman  Nellie 
Claire  Brown,  has  been  extremely  active,  working  to  develop  long  term  goals  in  the  areas  of  Health 
Education,  Health  Projects  and  in  Membership.  As  a result,  a Speaker’s  Bureau  has  been  established,  with 
resource  persons  available  in  such  areas  as  child  abuse,  foster  care  and  adoption,  emergency  shelters,  drugs 
and  alcohol  and  substance  abuse,  legislation,  physical  fitness,  aging  and  long  term  care,  and  teen 
pregnancy  — to  name  only  a few.  This  Committee  also  developed  the  criteria  for  selecting  the  recipients 
of  the  SCMAA  scholarships. 

Under  the  direction  of  Chairman  Margaret  Ellen  Cline,  the  Bylaws  Committee  successfully  revised  the 
Bylaws  and  developed  new  “Standing  Rules  of  the  Executive  Board”  which  were  adopted  by  the  Board 
last  October.  The  new  Bylaws  and  Standing  Rules  will  be  considered  by  the  House  of  Delegates  at  our 
April  Convention. 

Legislative  Chairmen,  Skippy  Adkins  and  Mary  Ivester,  have  continued  their  endeavors  with  a very 
effective  legislative  program  for  the  Auxiliary.  Auxilians  attended  the  Council  Retreat  held  in  Greenville 
and  participated  on  panels  dealing  with  ways  to  increase  state  legislative  effectiveness  and  SOCPAC 
participation.  Representatives  have  attended  all  SCMA  Legislative  Committee  meetings  and  all  SOCPAC 
Board  meetings,  and  the  Auxiliary  has  continued  to  add  to  the  Key  Contact  Auxilian  list  for  SCAPELL. 
Our  response  to  AMA  Legislative  Alerts  concerning  FTC  legislation  resulted  in  many  letters,  telegrams 
and  telephone  calls  to  our  Congressional  Delegation,  and  you  are  all  aware  by  now  of  our  successful  efforts 
to  urge  passage  of  the  Child  Restraint  Bill  in  the  S.  C.  legislature.  And  as  if  these  accomplishments  were  not 
enough,  our  own  Skippy  Adkins  and  Mary  Ivester  participated  on  a panel  entitled  “Alliance  for  Legislative 
Action”  at  the  AMA  National  Leadership  Conference  in  Chicago.  Also,  you  read  on  this  page  in  February 
about  the  Auxiliary  “Capital  Adventure,”  where  we  met  with  our  legislators  last  month. 

Our  interest  and  support  in  the  area  of  Child  Protection  continues  under  the  leadership  of  Elise  Cain, 
Chairman  of  the  S.  C.  Child  Protection  Advisory  Committee.  A workshop  was  held  in  October  and  a Child 
Abuse  Conference  was  conducted  this  spring.  The  Auxiliary  co-sponsored,  along  with  the  S.  C.  Depart- 
ment of  Education,  the  Second  Annual  S.  C.  School  Nurse  Workshop,  which  was  most  successful,  with  over 
250  school  nurses  participating. 

Other  activities  have  included  participation  with  the  SCMA  in  the  ETV  Telethon  to  record  pledges  to 
the  Educational  Television  Network  Endowment  Program.  Membership  organization  and  recruitment 
have  continued  under  the  Chairmanship  of  Linda  Smith,  and  have  resulted  in  one  new  county  auxiliary 
being  organized  in  Laurens,  with  the  possibility  of  another  auxiliary  soon  to  be  organized  in  Hilton  Head. 
In  addition,  the  state  auxiliary  now  has  over  180  Resident  Physician  and  Medical  Student  spouse 
members,  through  the  efforts  of  Chairman  Hope  Grayson. 

It  is  appropriate  in  this  issue  of  The  Journal,  which  you  will  receive  as  our  Convention  concludes,  that  I 
comment  on  the  outstanding  efforts  of  Convention  Chairmen  Anne  Hursey  and  Emily  Moise,  who 
coordinated  all  the  Convention  events  for  information  and  pleasure. 

No  organization  is  any  stronger  than  its  links,  and  we  certainly  have  the  talent  in  our  SCMA  Auxiliary  to 
keep  one  step  ahead.  Let’s  keep  on  working  and  moving. 

Mrs.  S.  Perry  (Sheila)  Davis,  President 


April  1983 


245 


THE  DOCTORS 
WHO  LED  THE  WAY 


Roche  salutes 

the  history  of  South  Carolina  medicine 


Four  major  developments  in  medicine,  all  achieved 
within  a relatively  short  time  and  all  by  physicians  associated  with 
one  state,  represent  a remarkable  record  of  accomplishment — a proud 
chapter  in  the  story  of  medicine  in  South  Carolina. 


Dr  John  King 


Dr  James  Marion  Sims 


Surgical  gynecology  took  a major  step  into  the  future 
in  1816,  when  Dr.  John  King,  of  Edisto  Island,  South 
Carolina,  saved  the  lives  of  both  a mother  and  her 
infant  by  performing  an  operation  for  abdominal  preg- 
nancy. He  incised  the  vaginal  wall,  exerted  abdominal 
pressure  from  above  and  removed  the  fetus  with  for- 
ceps. His  volume  of  observations,  published  in  1818, 
was  the  first  book  on  the  subject.' 


Dr  Josiah  Clark  Nott 

Dr.  Nott's  wide-ranging  medical  interests  included 
pioneering  gynecological  studies  as  well  as  one  of  the 
first  (1848)  theories  suggesting  the  relationship 
between  mosquitoes  and  the  transmission  of  yellow 
fever.  Nott  was  one  of  the  first  to  describe  coccygo- 
dynia,  and  he  wrote  extensively  on  ethnology.1 


Born  in  South  Carolina,  Dr.  Sims  achieved  a firm 
historical  position  in  the  specialty  of  gynecology  and 
obstetrics  through  his  development  of  the  Sims  posi- 
tion and  the  Sims  speculum,  the  prototype  for  which 
was  his  use  of  a bent  kitchen  spoon.  Sims  also  devised 
a special  urinary  catheter,  a suture  of  silver  wire  and 
new  techniques  for  vesicovaginal  fistula  surgery 12 


Dr  Theodore  Gaillard  Thomas 

In  1868,  Dr.  Theodore  Gaillard  Thomas,  also  from 
Edisto  Island,  published  a widely  praised  treatise  on 
the  diseases  of  women  which  was  translated  into 
several  major  European  and  Oriental  languages.  Two  years 
later,  Thomas  became  the  first  to  perform  a vaginal 
ovariotomy,  thus  assuring  his  place  in  medical  history.1 


References:  1.  Garrison  FH:  An  Introduction  to  the  History  of  Medicine,  4th  ed. 
Philadelphia,  W.  B.  Saunders  Company,  1929,  p.  511.  2.  Lyons  AS,  Petrucelli  RJ  II: 
Medicine:  An  Illustrated  History.  New  York,  Harry  N.  Abrams,  Inc.,  1978,  p.  523. 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


May,  1983 

The  full  House  is  in  the  process  of  putting  the  finishing  touches  on  the  General  Appro- 
priations Bill  for  the  year  1983-84.  Debate  has  been  spirited,  given  the  fact  that 
programs  are  being  cut,  state  employees  need  raises,  and  it  is  apparent  that  many 
programs  will  be  underfunded.  The  State  Senate  is  enmeshed  in  debate  on  Reapportionment 
of  that  body.  Legislative  leaders  are  predicting  adjournment  by  late  June,  while  others 
say  that  final  adjournment  will  not  come  until  August.  The  latter  seems  a better  bet. 

MEDICAID 


In  a move  that  surprised  many,  but  had  to  be  considered  a success  from  the  medical/ 
hospital  lobby,  the  House  Ways  and  Means  Committee  added  $3.8  million  to  the  current 
Medicaid  budget,  This  addition  has  tentatively  been  approved  at  this  time  by  the  full 
House.  As  per  this  action,  the  total  funding  for  the  physicians’  section  of  the  budget 
was  raised  from  $21.1  million  to  $23.1  million. 

This  money  could  go  towards  increasing  the  amount  going  to  M.D.’s  per  Medicaid  visit  or 
increasing  the  number  of  visits,  or  it  could  be  a combination  increase  in  both  areas. 
The  Senate  Finance  Committee  is  expected  to  begin  debating  the  Appropriations  Bill 
around  mid  to  late  May. 

OPTOMETRIC  DRUG  BILLS  - H.2582  & S.531 


The  House  version  of  an  Optometric  Drug  Bill  is  still  stalled  on  the  floor  of  the  House 
of  Representatives,  where  it  is  way  back  on  the  "contested  calendar".  On  May  3,  1983 
8.537  was  introduced  by  Senator  Vavtd  TuAntpAeed  [V-Spa/itanbuOigJ . The  bill,  which  is 
identical  to  the  House  version,  was  referred  to  the  Senate  Medical  Affairs  Committee 
for  study.  No  action  has  been  taken  by  that  committee  as  of  this  writing. 

An  Optometnte  Vhjuuq  SiZZ  may  not  get  conAtdoAed  thZA  yea/ i by  the.  iuZZ  Holla e,  and  it  ka 6 
even  ZeAA  ekanee  \on  AubAtanttaZ  debate  tn  the.  State,  Senate. 

Sentiment  among  several  influential  legislators  is  that,  should  a drug  bill  even  pass 
the  S.  C.  Legislature,  it  LOiZZ  be  fia/i  dZ^e/ient  {/iom  the  pneAent  VQAAtonA,  which  have 
very  little  in  the  way  of  parameters  on  the  various  drugs  that  an  optometrist  can  use, 
the  additional  education  to  perform  this  function,  and  no  requirements  for  referral  of 
patients  with  pathological  problems,  malpractice  insurance,  etc.  SCMA  officials  are 
working  hard  to  prevent  passage  of  these  measures,  along  with  the  ophthalmological 
community. 

SOCIAL  WORKERS'  BILL  - H.2310  & S.186 


As  reported  in  the  March  Update , bills  were  introduced  in  the  House  and  Senate,  respec- 
tively, to  require  that  social  workers  be  "licensed".  Social  workers  are  only  required 
now  to  be  "registered"  prior  to  engaging  in  that  profession  in  South  Carolina. 


Last  month  the  Senate  Medical  Affairs  Committee,  acting  in  response  to  strong  concerns 
expressed  by  the  SCMA  and  the  S.  C.  Hospital  Association,  voted  to  amend  the  Senate 
bill  substantially  from  its  original  form.  Both  associations  had  expressed  fears  of 
increased  labor  problems  and  increased  cost  of  health  care  delivery,  chiefly  in  the 
hospital  setting.  The  bill,  as  amended  in  the  Senate,  now  stipulates  that  "no  regular 
employee  of  a licensed  hospital  in  this  state  may  be  required  to  be  licensed  under  this 
chapter  as  a condition  of  employment  by  such  hospital  or  as  a condition  for  performance 
of  such  services  as  a social  worker  while  employed  in  such  hospital." 

The  Senate  version  has  now  passed  the  Senate  and  has  been  sent  to  the  S.  C.  House  of 
Representatives,  where  it  was  referred  to  the  House  Medical  Affairs  Committee.  The 
House  version  of  the  Social  Workers’  Bill,  H.2310 , has  been  stalled  on  the  House  floor 
by  objections  to  its  consideration. 

Should  the  Senate  bill  (S.186),  as  amended,  pass,  it  should  effectively  prevent  *ocial 
workers  {)Siom  increasing  their  *tatu/ le  and  pay  at  the  expense  o{\  the  pubtlc  and  without 
any  additional,  education  oh.  training.  This  legislation  may  not  pass  this  year,  however, 
even  in  its  current  "watered-down"  version,  as  several  House  members  have  objected  to 
various  other  aspects  of  this  legislation. 

HOSPITAL  COST  COMMISSION  - H.2093 


On  May  14,  1983  Representative*  Irene  Rudnick  [V- Aiken) , Alex  Harvin  [V-Ctarendon] , and 
W.  H.  Jone*  (V-Aiken)  introduced  H. 2903,  which  would  create  the  S.  C.  Hospital  Commis- 
sion. Basically,  this  bill  is  a cost  containment  measure  designed  to  make  studies  of 
the  services,  revenues,  costs,  etc.  of  hospitals  and  review  and  approve  hospital  budgets 
via  the  specially-created  commission.  The  legislation,  therefore,  has  many  of  the 
characteristics  of  a full-fledged  "cost  containment"  bill,  such  as  the  one  President 
Carter  attempted  to  pass  during  his  administration. 

SCMA  has  written  the  House  Medical  Avoirs  Committee,  where  the  bill  ha*  been  referred, 
*trongly  objecting  to  it*  pa** age  and  a* king  to  be  heard  prior  to  debate . 

BILL  TO  DELETE  M.D.  REQUIREMENT  FOR  DMH  COMMISSIONER  - H.2864 

On  May  13,  1983  H.2864  was  introduced  in  the  House  and  referred  to  the  House  Medical 
Affairs  Committee  for  study.  The  bill  deletes  the  requirement  that  the  State  Commis- 
sioner of  Mental  Health  be  a licensed  "medical  doctor".  In  its  place,  the  bill  provides 
only  that  the  "State  Commissioner  must  be  a person  of  proven  executive  and  administrative 
ability  with  appropriate  education  and  substantial  experience  in  the  field  of  mental 
illness . " 

The  SCMA  and  the  S.  C.  R*ychiatric  A**ociation  have  objecXed  *trongly  to  the  bill  and 
have  a*ked  to  be  heard  before  the  MedicaZ  A fifiairs  Committee.  The  authors  are  apparently 
looking  for  an  administrative  type  person  to  run  this  large  institution,  but  they  have 
overlooked  the  fact  that  a physician  is  needed  to  supervise  the  type  and  degree  of 
health  care  that  is  given  in  mental  hospitals — not  a Ph.D.  type,  social  worker,  or 
psychologist  who  arguably  knows  much  less  about  treatments  necessary  for  medically-ill 
persons. 

DOCTOR  OF  THE  DAY  PROGRAM 


Since  it  appears  that  the  S.  C.  Legislature  will  be  meeting  at  least  through  the  month 
of  June,  volunteers  for  the  Doctor  of  the  Day  Program  are  needed  to  fill  some  vacant 
days  in  June  and,  possibly,  July.  If  you  could  donate  a Tuesday  or  Thursday  in  June, 
or  a Tuesday,  Wednesday  or  Thursday  in  July,  please  contact  Kay  Douglass  at  the  SCMA 
Headquarters  in  Columbia  (252-6311). 
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RADIOACTIVE  MICROSPHERES:  A USEFUL 
TOOL  IN  THE  INVESTIGATION  OF 
MYOCARDIAL  ISCHEMIA* 


HARVEY  I.  PASS,  M.D. 

FRED  A.  CRAWFORD,  JR.,  M.D. 

Man’s  fascination  with  rheology  has  prompted 
him  to  search  for  accurate  methodology  in  the 
determination  of  blood  flow  patterns.  Probably 
the  earliest  experimental  means  to  accomplish  this 
was  exsanguination  with  collection  of  blood  over  a 
given  time  interval.  Indicator  injections  became 
popular  in  the  twentieth  century,  and  a new  hori- 
zon was  reached  with  the  development  of  the 
electromagnetic  flow  probe.  None  of  these  tech- 
niques, however,  could  give  accurate  quantitation 
of  both  regional  and  transmural  flow  distribution 
patterns. 

Pohlman,  in  1909,  was  the  first  to  use  “parti- 
cles” (starch  granules)  to  trace  flow  patterns.  Since 
that  time,  numerous  particles  have  been  used  in 
blood  flow  experimentation,  such  as  glass  micro- 
spheres, radioactive  sodium  and  albumin  micro- 
aggregates.  Radionuclide  labeled  plastic 
microspheres  (carbonized  plastic  tracer  micro- 
spheres) have  been  used  for  experimental  mea- 
surement of  blood  flow  patterns  since  1967.  These 
spheres  range  from  2 to  50  microns  in  diameter  in 
size  and  can  be  labeled  with  nine  different 
nuclides,  either  as  gamma  or  beta  emitters.  The 
microspheres  are  distributed  to  various  organs 


° From  the  Division  of  Cardiothoracic  Surgery',  Medical  Uni- 
versity of  South  Carolina,  171  Ashlev  Avenue,  Charleston, 
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depending  upon  the  cardiac  output.  By  sampling 
the  radioactivitiy  in  a section  harvested  from  any 
specific  organ,  flow  can  be  determined.  Multiple 
interventions  are  possible  under  various  phys- 
iologic conditions,  and  this  characteristic  of  the 
microspheres  along  with  the  ability  to  measure 
both  transmural  and  regional  blood  flow  distribu- 
tion make  this  an  ideal  rheologic  tool  for  coronary 
blood  flow. 

The  Microsphere  Technique 

The  microsphere  technique  is  a relatively  sim- 
ple physiologic  tool  but  certain  principles  must  be 
strictly  adhered  to.  These  principles  involve  (1) 
size  of  the  spheres;  (2)  injection  site;  (3)  adequate 
mixing  of  the  microspheres;  (4)  sufficient  tissue 
sampling;  and  (5)  the  reference  sample  tech- 
nique.1 

Size  of  the  Microspheres 

For  optimal  determination  of  coronary  blood 
flow  it  has  been  shown  that  8-10  micron  micro- 
spheres should  be  used.  When  samples  of  blood 
flow  to  the  subendocardium  as  well  as  the  sub- 
epicardium  (transmural  flow)  are  investigated, 
accurate  distribution  without  non-entrapment 
can  be  determined  with  this  size  of  microspheres. 
Larger  spheres  (greater  than  15  microns)  may  not 
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accurately  reflect  subendocardial  flow,  and  be- 
cause the  number  of  injected  spheres  must  be 
reduced,  the  error  of  the  technique  increases. 

Injection  Site  and  Microsphere  Mixing 

Microspheres  are  delivered  from  the  manufac- 
turer (Nuclear  Products  Division  of  the  3M  Com- 
pany, St.  Paul,  Minnesota)  suspended  in  Dextran 
and  Tween  80  to  prevent  clumping  of  the  spheres. 
Non-uniform  distribution  of  the  beads  will  occur 
when  the  spheres  stick  to  each  other,  and  this 
aggregation  can  be  prevented  by  vortex  shaking 
of  the  microsphere  vial  just  before  injection.  The 
microspheres  can  be  injected  either  into  the  left 
atrium  or  directly  into  the  left  ventricle. Some 
investigators  use  a specifically  designed  glass  vial 
hooked  to  the  injection  line  to  further  assist  in 
mixing. 

Sufficient  Tissue  Sampling 

The  degree  of  error  in  the  microsphere  tech- 
nique will  depend  upon  the  number  of  micro- 
spheres injected  and  the  weight  of  the  tissue 
sample  counted  for  radioactivity.  The  greater  the 
number  of  microspheres  injected,  the  less  will  be 
the  limits  of  variability,  and  it  has  been  shown  that 
at  least  384  microspheres  must  be  present  in  each 
sample  to  decrease  error.  Thus,  an  adequate 
quantity  of  tissue  containing  this  number  of  mi- 
crospheres must  be  counted.  Injection  of  up  to 
300,000-500,000  microspheres  can  be  given  with- 
out significant  hemodynamic  alteration. 

The  Microsphere  Sample  Technique 
The  determination  of  blood  flow  to  any  given 
organ  by  the  microsphere  technique  is  performed 
with  the  use  of  the  reference  sample  technique. 
Blood  is  withdrawn  from  a peripheral  artery  at  a 
known  rate  QR  during  the  injection  of  the  micro- 
spheres and  this  QR  serves  as  the  flow  to  an  artifi- 
cial organ.  After  injection  of  microspheres,  the 
blood  in  the  QR  is  counted  for  radioactivity  (Rc). 
After  completion  of  the  protocol,  the  organ  for 
which  flow  is  desired  is  harvested,  divided  into 
portions  and  counted  for  radioactivity(Tc).  It  is 
now  a simple  matter  to  determine  flow  in  the 
unknown  tissue  (Qx)  using  the  following  equation: 

Qt  = flrl 

Re 

Using  a specially  written  computer  program,  a 
number  of  determinations  of  flow  can  be  per- 
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formed  and  the  relative  contribution  of  overlap 
between  nuclides  in  the  tissue  sample  calculated 
with  the  use  of  the  reference  sample.  Of  course, 
one  needs  a Nuclear-Chicago-Well-Scintillation 
Counter  to  pursue  this  technique  and  it  does  not 
hurt  to  have  access  to  computer  programmers! 

Studies  of  Acute  Myocardial  Ischemia  Using  the 
Microsphere  Technique 

In  the  early  1970’s,  many  investigators  were 
concerned  with  interventions  to  increase  flow  to 
the  myocardium  during  periods  of  acute  isch- 
emia. It  was  known  that  subendocardial  flow  is 
usually  10%  higher  than  subepicardial  flow  in 
normal  animals  and  that  it  suffered  the  greatest 
insult  to  flow  during  periods  of  acute  myocardial 
ischemia.  Using  xenon  clearance  techniques,  it 
was  shown  that  there  was  improvement  in  coro- 
nary collateral  flow  24-36  hours  after  coronary 
occlusion.  These  early  experiments,  however, 
could  not  delineate  to  which  portion  of  the  myo- 
cardium the  collateral  flow  developed  and  did  not 
plot  out  a true  time  course  of  its  development.  The 
microsphere  technique,  a new  tool  at  that  time, 
was  recognized  as  an  excellent  means  to  document 
nutrient  flow  to  the  heart  and  also  to  study  the 
rheologic  evolution  of  an  acute  myocardial  infarc- 
tion. The  first  order  of  business,  however,  was  to 
plot  the  time  course  of  development  of  coronary 
collateral  blood  flow  during  myocardial  isch- 
emia.2 The  microsphere  technique  allowed  this  to 
be  performed  in  trained,  unanesthetized  animals 
which  was  clearly  superior  to  open  chest  tech- 
niques which  were  subject  to  artifactual  responses 
secondary  to  exogenous  pharmacologic  agents. 
Two  weeks  after  a previously  performed  left  thor- 
acotomy, at  which  time  a peri-arterial  balloon 
occluder  was  placed  around  the  left  anterior  de- 
scending coronary  artery  and  a left  atrial  catheter 
was  inserted,  24  animals  were  studied.  Suben- 
docardial and  subepicardial  blood  flows  were 
measured  from  a central  and  a “marginal”  zone  of 
myocardial  infarction  before,  immediately  after, 
and  6,  12,  18  and  24  hours  following  occlusion  of 
the  left  anterior  descending  by  extrathoracic  in- 
flation of  the  balloon  (Fig.  1).  This  study  docu- 
mented the  development  of  significant  coronary 
collateral  flow  to  the  marginal  subendocardium 
and  subepicardium  beginning  6-12  hours  after 
acute  myocardial  ischemia  and  also  later  develop- 
ment of  flow  to  the  central  epicardium  (Fig.  2). 
The  central  subendocardium  suffered  the  greatest 

The  Journal  of  the  South  Carolina  Medical  Association 


RADIOACTIVE  MICROSPHERES 
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Time  Post  - Occlusion 


1.  The  four  regions  of  myocardial  infarction  studied  with 
microsphere  flow  to  determine  the  time-course  of  collat- 
eral development  and  future  projects. 

ischemic  insult  and  collateralized  poorly. 

The  natural  outgrowth  of  this  study  was  to 
investigate  various  interventions  in  order  to  (1) 
increase  collateral  flow  earlier  or  (2)  redistribute 
collateral  flow  to  the  more  ischemic  areas.  Using  a 
similar  model  as  in  the  first  study,  we  compared 
heparin  therapy,  low  molecular  weight  dextran, 
and  intra-aortic  balloon  pumping  as  to  their  effect 
on  the  development  of  collaterals.3  Microspheres 
were  injected  six  and  twenty-four  hours  after 
acute  extrathoracic  coronary  occlusion  and  these 
interventions  were  compared  with  a control  group 
of  animals.  These  studies  revealed  a significant 
increase  in  collateral  coronary  flow  to  the  margi- 
nal zone  of  infarction  (both  subendocardium  and 
subepicardium)  with  intra-aortic  balloon  pump- 
ing. Low  molecular  weight  dextran  affected  only 
the  marginal  subepicardium  at  six  hours  but  not  to 
the  extent  that  intra-aortic  balloon  pumping  did. 
Heparinization  did  not  increase  collateral  flow. 
These  data  provided  evidence  that  the  size  of  a 
myocardial  infarction  could  be  reduced  if  appro- 
priate measures  were  employed  acutely  to  in- 
crease coronary  collaterals. 

In  the  late  70  s,  more  interest  was  turned  to  the 
use  of  various  pharmacologic  agents  to  reduce  the 
size  of  a potential  infarction  and  limit  the  amount 
of  myocardial  oxygen  expenditure.  Various  in- 
otropic agents  (dopamine,  dobutamine,  digoxin), 
chronotropic  agents  (isoproterenol),  and  vas- 
odilating agents  (nitroglycerin,  nitroprusside) 
were  investigated.  Various  investigators  theorized 
that  combination  therapy  of  a vasodilator  and  an 
inotropic  agent  may  offload  the  heart  while  in- 
creasing coronary  blood  flow.  Using  the  micro- 


2.  Distribution  of  collateral  blood  flow  in  acute  myocardial 
infarction.  C,  Control.  IPO,  Immediately  postocclusion. 

sphere  technique,  a combination  treatment  of  a 
vasodilator  and  an  inotropic  agent  was  used  in  a 
model  of  myocardial  ischemia  to  document 
changes  in  myocardial  blood  flow  and  myocardial 
oxygen  consumption.4  In  a group  of  awake,  un- 
anesthetized animals,  a combination  of  nitro- 
prusside and  epinephrine  significantly  increased 
blood  flow  to  the  marginal  subendocardium  and 
subepicardium  surrounding  a central  area  of  isch- 
emia (Fig.  3).  This  occurred  without  a significant 
change  in  the  determinants  of  myocardial  oxygen 
consumption  (i.e.,  heart  rate,  mean  blood  pres- 
sure). In  another  group  of  anesthetized  animals 
with  acute  coronary  ligation,  the  combination 
therapy  significantly  increased  coronary  sinus 
and  myocardial  blood  flow  without  changing 
myocardial  oxygen  consumption  or  stroke  work 
index.  This  indicated  that  the  combination  of  a 
vasodilator  and  a vasopressor  may  favorably  alter 
the  ratio  of  oxygen  supply  and  oxygen  demand 
during  periods  of  acute  myocardial  ischemia. 

The  question  remained  as  to  what  would  hap- 
pen in  a model  of  cardiogenic  shock.  This  was 
investigated  by  using  a model  which  consisted  of 
sequential  coronary  ligation  in  dogs  until  the  car- 
diac index  was  50%  of  the  control  cardiac  index.5 
Microspheres  were  injected  after  development  of 
cardiogenic  shock  during  nitroprusside  infusion 
alone  and  in  combination  with  epinephrine.  Ni- 
troprusside-epinephrine  infusion  significantly  in- 
creased coronary  flow  and  cardiac  index  in  this 
model  of  cardiogenic  shock,  but  did  not  increase 
the  rate  pressure  product  significantly  over  the 
preligation  values,  thus  not  overtaxing  the  myo- 
cardial oxygen  demand.  Since  these  studies,  there 
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CENTRAL  MARGINAL  NORMAL 

3.  Significant  increase  in  subendocardium  and  subepicar- 
dium  of  the  marginal  zone  and  normal  area  with  nitro- 
prusside-epinephrine  (N-E)  intervention  in  acute  coro- 
nary ligation  (IPO). 

have  been  numerous  clinical  reports  of  the 
efficacy  of  combination  therapy  in  congestive 
heart  failure  and  acute  myocardial  ischemia.6’  7>  8 
The  ultimate  in  myocardial  ischemia  occurs 
when  there  is  cardiac  arrest  and  the  heart  must  be 
supported  by  some  sort  of  external  or  internal 
compression.9  Since  the  modern  era  of  external 
cardiac  compression  for  cardiopulmonary  arrest 
was  begun  in  the  1950’s,  there  have  been  ongoing 
questions  about  the  efficacy  of  external  massage 
as  opposed  to  internal  massage  in  supporting  the 
circulation.  Conflicting  data  because  of  inap- 
propriate methodology  could  not  clearly  answer 
this  question.  The  microsphere  technique,  how- 
ever, served  as  an  excellent  means  of  comparing 
blood  flow  patterns  to  various  organs  in  an  animal 
model  of  cardiopulmonary  resuscitation  due  to 
ventricular  fibrillation.10  Ten  anesthetized  intu- 
bated mongrel  dogs  were  subjected  to  ventricular 
fibrillation  and  coronary  blood  flow  was  mea- 
sured by  the  microsphere  technique  prior  to  the 
arrest,  during  external  massage  and  during  inter- 
nal massage  (Fig.  4).  Systolic  blood  pressure  was 
maintained  during  the  resuscitative  period  at  80 
mm  Hg  and  the  rate  of  massage  was  kept  the  same 
during  these  two  periods.  Samples  for  blood  flow 
were  taken  from  the  anterior  papillary  muscle, 
posterior  papillary  muscle,  septum  and  right  ven- 
tricle. In  all  cases  it  was  found  that  external  mas- 
sage was  associated  with  a significantly  lower 
coronary  blood  flow  to  all  these  regions  (Fig.  5). 
Internal  massage  not  only  significantly  increased 
the  amount  of  coronary  blood  flow  over  external 
massage,  but  did  not  significantly  vary  from  the 
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4.  Experimental  protocol  for  comparing  external  and  inter- 
nal massage  with  microspheres. 


pre-arrest  coronary  blood  flows. 

In  eight  additional  dogs,  ameroid  constrictors 
were  placed  around  the  circumflex  coronary  ar- 
tery at  an  initial  thoracotomy,  and  6-8  weeks  later 
the  experiment  was  repeated.  Significantly  higher 
flows  to  the  areas  supplied  by  collateral  vessels 
(because  of  the  previous  coronary  obstruction) 
occurred  during  internal  massage  compared  with 
external  massage.  There  was  a relative  under- 
perfusion of  the  subendocardium  during  external 
massage.  This  collateralized  subendocardium  is 
more  likely  to  be  present  in  patients  who  develop 
cardiac  arrest  (Fig.  6).  These  data  using  the  micro- 
sphere technique  indicated  that  in  ischemic  and 
normal  animals,  internal  massage  was  able  to  sig- 
nificantly increase  coronary  blood  flow  compared 
to  external  massage. 

In  summary,  the  microsphere  technique  has 
been  used  to  document  blood  flow  changes  in 
acute  myocardial  ischemia,  pointing  out  the  selec- 
tive under-perfusion  of  the  subendocardium.  Col- 
lateralization of  the  subendocardium  without 
exogenous  support  occurs  at  18  hours  after  the 
onset  of  ischemia.  Pharmacologic  and  mechanical 
interventions  can  increase  the  collateral  flow  thus 
reducing  the  size  of  a potential  infarction  in  the 
laboratory  animal  and  these  techniques  have  been 
applied  successfully  in  clinical  trials.  Finally,  the 
microsphere  technique  has  been  used  to  point  out 
the  shortcomings  of  external  massage  in  maintain- 
ing coronary  blood  flow  during  periods  of  arrest. 
The  importance,  therefore,  of  the  microsphere 
technique  is  that  it  has  served  as  a vital  linkage 
between  the  laboratory  animal  and  the  human 
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CORONARY  BLOOD  FLOW 
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5.  Significant  increases  in  coronary  flow  with  internal  mas- 
sage over  external  massage  to  all  regions  of  the  myocar- 
dium are  noted. 


MYOCARDIAL  FLOW 


#p<.05  from  Control 
+ p<.05  from  EM 

6.  Internal  massage  significantly  increased  flow  to  collat- 
eralized zones  (PP  endo)  over  external  massage. 

with  insufficient  coronary  flow,  and  has  helped  us 
to  investigate  therapeutic  modalities  to  ameliorate 
situations  of  coronary  insufficiency.  □ 


REFERENCES 

1.  Heymann,  M.A.,  Payne,  B.D.,  Hoffman,  J.I.,  and 
Rudolph,  A.:  Blood  Flow  Measurements  with  Radi- 
onuclide-Labeled Particles.  Prog.  Cardiovasc.  Dis. 
20:55-79,  1977. 

2.  Cox,  J.L.,  Pass,  H.I.,  Wechsler,  A.S.,  and  Oldham,  H.N.: 
Coronary  Collateral  Blood  Flow  in  Acute  Myocardial  In- 
farction. J.  Thorac.  Cardiovasc.  Surg.  69:  117-125,  1975. 

3.  Cox,  J.L.,  Pass,  H.I.,  Wechsler,  A.S.,  Oldham,  H.N.,  and 
Sabiston,  D.C.:  Augmentation  of  Coronary  Collateral 
Blood  Flow  in  Acute  Myocardial  Infarction.  Surgical 
Forum,  26:233,  1975. 

4.  Pass,  H.I.,  Crawford,  F.A.,  Turner,  M.D.,  and  Neely, 
W.A.:  Nitroprusside-Epinephrine  Therapy  in  Acute  Myo- 
cardial Ischemia.  Surgical  Forum,  29:310,  1978. 

5.  Yee,  H.,  Pass,  H.I.,  Crawford,  F.A.,  and  Neely,  W.A.: 
Nitroprusside-Epinephrine  Therapy  in  Cardiogenic 
Shock.  Surgical  Forum,  30:24,  1979. 

6.  Stemple,  D.R.,  Kleeman,  J.H.,  and  Harrison,  D C.:  Com- 
bined Nitroprusside-Dopamine  Therapy  in  Severe 


Chronic  Congestive  Failure.  Am.  J.  Cardiol.  42:267-275, 
1978. 

7.  Miller,  C D.,  Stinson,  E.B.,  Oyer,  P.E.,  Derby,  G.C.,  Rietz, 
B.A.,  and  Shumway,  N.E.:  Postoperative  Enhancement  of 
Left  Ventricular  Performance  by  Combined  Inotropic- 
Vasodilator  Therapy  with  Preload  Control.  Surgery 
88:108-117,  1980. 

8.  Sturm,  J.T.,  Fuhrman,  T.M.,  Sterling,  R.,  Turner,  S.A.,  Igo, 
S.R.,  and  Norman,  J.C.:  Combined  use  of  Dopamine  and 
Nitroprusside  Therapy  in  Conjunction  with  Intra-aortic 
Balloon  Pumping  for  the  Treatment  of  Postcardiotomy 
Low-output  Syndrome.  J.  Thorac.  Cardiovasc.  Surg. 
82:13-17,  1981. 

9.  Redding,  J.S.:  Abdominal  Compression  in  Cardiopulmo-  __ 
nary  Resuscitation.  Anes.  and  Analg.  Curr.  Res. 
50:668-675,  1971. 

10.  Byrne,  D.E.,  Pass,  H.I.,  Neely,  W.A.,  Turner,  M.D.,  and 
Crawford,  F.A.:  External  Versus  Internal  Cardiac  Massage 
in  Normal  and  Chronically  Ischemic  Dogs.  American  Sur- 
geon 46:657-668,  1980. 


May  1983 


263 


WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
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rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 

AMEDD  Personnel  Counselor 
Eisenhower  Army  Medical  Center 
Fort  Gordon,  GA  30905 
(404)  790-6939 
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CHAIN  SAW  INJURIES  IN  SOUTH  CAROLINA* 


TERRANCE  P.  McHUGH,  M.D. 
F.  P.  CRAIG  MINER,  M.D. 


Because  of  the  energy  crisis,  more  and  more 
people  are  using  chain  saws  to  obtain  wood  sup- 
plies for  home  heating.  An  estimated  25-30  mil- 
lion chain  saws  are  sold  each  year  in  the  United 
States.  They  account  for  approximately  50,000 
injuries  that  are  serious  enough  to  require  emer- 
gency medical  care.1  While  these  power  machines 
are  very  efficient  at  cutting  large  amounts  of 
timber,  they  can  be  extremely  dangerous  if  the 
proper  operating  and  safety  precautions  are  not 
strictly  followed.  The  nature  and  frequency  of 
such  injuries  were  the  subjects  of  this  study. 

MATERIALS 

Richland  Memorial  Hospital  is  the  regional 
trauma  center  for  the  Midlands  area  of  South 
Carolina.  The  Emergency  Department  has  ap- 
proximately 140  patient  visits  per  day.  During  the 
18  month  period  from  October  22,  1980,  to  April 
21,  1982,  data  were  collected  from  all  injuries 
involving  chain  saw  accidents.  During  this  period, 
63  patients  were  seen  and  treated  in  the  Emer- 
gency Department.  A standard  survey  form  was 
used  to  collect  the  following  data:  age,  sex,  date  of 
injury,  occupation,  mechanism  of  injury,  type  of 
injury  (bow  vs.  guide  bar),  location  and  extent  of 
injury,  and  treatment.  Attempts  were  made  to 
achieve  follow-up  either  by  return  visits,  phone 
calls,  or  a search  of  medical  records.  In  this  man- 
ner the  outcome  as  well  as  the  development  of  any 
complications  could  be  noted.  Admitted  patients 
were  followed  for  their  length  of  stay,  disability, 
and  time  lost  from  work. 

RESULTS 

The  63  patients  were  all  males  ranging  in  age 
from  18  to  76  with  a mean  age  of  37.3  (see  Figure 
1).  The  peak  incidence  of  chain  saw  injuries  oc- 
curred in  the  months  from  October  to  December. 
This  was  followed  by  a second  smaller  peak  in 
Spring  (see  Figure  2).  Professional  users  com- 


° From  the  Department  of  Emergency  Medicine,  Richland 
Memorial  Hospital,  Columbia,  S.  C.  29203. 


prised  37%  of  the  total  of  the  survey.  Their  injuries 
were  almost  always  confined  to  weekdays.  Among 
the  nonprofessional  users,  53%  of  their  injuries 
occurred  on  weekends. 
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AGE  IN  YEARS 

FIGURE  1 


MONTH 


FIGURE  2 


Nearly  all  patients  were  injiired  under  circum- 
stances that  were  judged  to  be  preventable. 
Kickback  accounted  for  39  injuries  (62%)  and  was 
the  leading  cause  of  injury  (see  Table  I). 
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Table  I 

CIRCUMSTANCES  OF  INJURY 


Mechanism  Number  of  Patients 

1.  Kickback  39 

Chain  saw  struck  a springpole 12 

Chain  saw  binded  in  woodcut 9 

Sawing  a springpole  3 

Chain  saw  struck  embedded  wire 2 

Chain  saw  struck  ground 2 

Chain  saw  struck  a fence 1 

Chain  saw  struck  a vine 1 

Sawing  overhead 1 

Undetermined 8 

2.  One-handed  use  3 

3.  Loose  control  of  chain  saw 3 

4.  Chain  saw  laid  across  thigh 2 

5.  Springpole  pushed  operator  into  saw  2 

6.  Chain  of  saw  flew  off 2 

7.  “Daydreaming” 2 

8.  Injured  while  assisting  operator 2 

9.  Running  and  fell  onto  chain  saw 1 

10.  Grabbed  chain  saw  instead  of  limb 1 

11.  Attempted  suicide 1 

12.  Unknown 5 

Total 63 


Frequency 

61.9% 


4.8% 

4.8% 

3.2% 

3.2% 

3.2% 

3.2% 

3.2% 

1.6% 

1.6% 

1.6% 

7.9% 

100% 


All  injuries  involved  lacerations  of  various  de- 
grees. The  63  patients  had  a total  of  93  lacerations. 
The  majority  of  these  lacerations  involved  either 
the  face  or  the  left  side  of  the  body  (see  Figure  3). 
Nearly  half  of  the  93  lacerations  were  superficial 
and  easily  handled  in  the  Emergency  Depart- 
ment. The  other  half  were  deep  and  usually 
needed  to  be  closed  in  the  operating  room.  Associ- 
ated injuries  with  these  deep  lacerations  included 
the  following:  tendon  injury,  15%;  deep  muscle 
injury,  9%;  neurovascular  injury,  6%;  and  open 
fractures,  14%.  An  additional  2%  involved  digital 
amputations  that  were  also  taken  to  the  operating 
room. 

Lacerations  of  the  face  were  particularly  diffi- 
cult to  treat  in  the  Emergency  Department.  Many 
of  these  long  vertical  lacerations  involved  through 
and  through  lip  lacerations,  eyelid  lacerations, 
and  open  facial  fractures.  A plastic  surgeon  closed 
all  of  these  wounds. 
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Of  the  total  of  63  patients,  24%  required  admis- 
sion to  the  hospital.  The  length  of  hospital  stay 
varied  widely  with  a mean  of  six  hospital  days. 
Days  lost  from  work  ranged  from  three  weeks  to 
11.5  months  in  those  patients  that  had  been 
hospitalized. 

There  were  no  fatalities  in  the  series.  However, 
33%  of  the  patients  developed  some  complication 
during  their  course  of  treatment.  These  included 
the  following:  infection,  13%;  permanent  cos- 
metic deformity,  8%;  persistent  paresthesias,  6%; 
facial  paralysis,  3%;  decreased  joint  mobility,  3%; 
decreased  hand  function,  3%;  amputation,  3%; 
partial  nasal  obstruction,  2%;  and  closed  head 
injury,  2%. 

Of  particular  interest,  one  patient  attempted 
suicide  by  means  of  a chain  saw.  He  laid  his  neck 
across  the  saw  and  sustained  a deep  horizontal 
laceration.  The  paramedics  were  able  to  intubate 
the  patient  directly  through  the  wound.  Only 
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suicidal  nature  of  the  patient  surface.  He  was  then 
able  to  receive  the  appropriate  pyschiatric  care. 

One  patient  not  included  in  the  survey  had  a 
large  splinter  of  wood  deeply  imbedded  in  the 
conjunctiva  and  sclera  of  his  eye.  This  required 
the  skills  of  an  ophthalmologist  to  remove.  Had  he 
been  wearing  the  recommended  safety  eye  pro- 
tection this  injury  would  not  have  occurred. 

DISCUSSION 

MacFarlane2  describes  two  basic  types  of  chain 
saw  injury.  The  first  type  is  a slicing  injury  that 
usually  affects  the  left  side  of  the  body.  The 
second  type  involves  a “kickback”  mechanism. 
Bryant,  et  al,3  give  an  excellent  discussion  on  the 
mechanism  of  kickback.  The  cutting  elements 
come  out  of  the  top  of  the  machine  and  run  away 
from  the  user.  At  the  tip  of  the  saw,  the  teeth  circle 
downward  and  then  run  back  into  the  machine 
along  the  bottom  of  the  guide.  The  tip  of  the  saw  is 
the  most  dangerous  area.  If  it  comes  into  contact 
with  some  hard  or  unyielding  object,  conservation 


of  angular  momentum  causes  the  chain  saw  to  flip 
upwards.  If  the  chain  saw  is  not  being  firmly  held, 
it  can  strike  the  victim’s  shoulder  or  face.  The 
victim  may  reflexly  release  his  left  hand  and  try  to 
protect  his  face.  Thus,  kickback  is  thought  to  be 
responsible  for  most  injuries  to  the  face  or  left 
hand.  Because  bone  slows  down  the  saw,  the  ocu- 
lar globe  is  almost  always  spared  even  though  the 
eyelids  and  orbital  rim  may  be  severely  dam- 
aged.4 

Lacerations  caused  by  chain  saws  tend  to  be 
jagged  and  linear.  There  are  often  several  parallel 
lacerations  where  the  chain  saw  probably 
bounced  against  the  victim’s  skin.  They  are  often 
deep  and  almost  always  contaminated.5  The  ten- 
dency to  involve  the  left  side  of.  the  body  has  been 
previously  described.14 

Deaths  are  unusual  in  most  series.  Hayes1  re- 
ports one  death  in  a series  of  349  patients.  Bryant, 
et  al,3  report  two  deaths  in  an  informal  poll  taken 
at  a large  meeting.  All  deaths  involved  injuries  to 
the  great  vessels  in  the  neck  and  subsequent  ex- 
sanguination.  Most  deaths  in  the  forestry  industry 
involve  closed  head  injuries  sustained  by  either 
falling  from  a height  or  being  struck  by  a falling 
tree.2 

Adequate  treatment  of  chain  saw  injuries  re- 
quires good  clinical  judgement.  Tetanus  toxoid 
should  be  given  as  indicated  by  the  nature  of  the 
wound  as  well  as  the  patient’s  immunizational 
history.  The  wound  is  frequently  contaminated 
with  organic  material  as  well  as  oil.  Irrigation  and 
debridement  are  very  important.  Because  of  the 
high  infection  rates  in  such  circumstances,  some 
clinicians  advocate  secondary  suturing  of  such 
wounds.2  Others  advocate  primary  closure  and 
prophylactic  broad-spectrum  antibiotics.5 

Preventive  engineering  design  changes  will 
help  eliminate  some  injuries.  Such  safety  changes 
include:  tip  guards  to  prevent  the  tip  of  the  chain 
saw  from  coming  into  contact  with  objects,  auto- 
matic braking  devices,  safety  triggers,  and  newer 
saw  chains  that  incorporate  different  cutting  teeth 
at  different  angles.  However,  with  all  the  older 
models  still  in  operation  the  medical  profession 
will  still  see  too  many  of  these  tragic  accidents. 

CONCLUSION 

In  an  18  month  period,  63  patients  were  seen 
with  chain  saw  injuries.  Approximately  one- 
fourth  of  these  patients  required  admission.  Most 
injuries  involved  a kickback  mechanism  that  re- 
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suited  in  injury  to  the  left  side  of  the  body.  All 
accidents  were  preventable.  Newer  technological 
developments  may  eliminate  some  problems  but 
operator  common  sense  and  caution  remains  the 
best  prevention.  □ 
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BRIEF  SUMMARY 

PROCARDIA  "(nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  tor  the 
management  of  vasospastic  angina  confirmed  by  any  ol  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme.  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g . where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and  or  adeguate  doses  of  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
m patients  who  remain  symptomatic  despite  adeguate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  freguency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings. ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subseguent  upward  dosage  adiustment.  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  reguirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  of  fentanyl.  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated . the  physician  should  be  aware  of  these  potential  problems  and 
if  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction. 

Drug  interactions:  Beta-adrenergic  blocking  agents:  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates:  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination. 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%.  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease.  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured. digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  adiust- 
mg,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C.  Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys. 

ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness. 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  of  pa- 
tients. transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0.5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  joint  stiffness,  shaki- 
ness, sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties.  Very  rarely,  introduction  of  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension. 

In  addition . more  serious  adverse  events  were  observed , not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients.  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0.5%  of  patients. 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase. CPK.  LDH.  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy.  The  relationship  to  PROCARDIA  therapy  is 
uncertain.  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature. 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-66).  300  (NDC  0069- 
2600-72).  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59c  to  77°F  (15°  to  25cC)  in  the  man- 
ufacturer's original  container. 

More  detailed  professional  mtormation  available  on  request 
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ANTIBIOTIC  SYNERGY:  CLINICAL 
APPLICATIONS  AND  AN  IN  VITRO  STUDY  OF 
CEFOTAXIME-AMINOGLYCOSIDE 
COMBINATIONS 


HENRY  M.  FARIS,  JR.,  M.D.* 
RICHARD  B.  DRESKIN,  M.D.** 

Clinical  observations  suggest  that  the  use  of 
antibiotic  combinations  found  to  be  beneficial  in 
vitro  may  improve  survival.1  Serious  infections 
due  to  Pseudomonas  aeruginosa  are  often  treated 
with  antibiotic  combinations  in  an  attempt  to 
achieve  in  vivo  synergistic  activity. 

Cefotaxime  is  a third  generation  cephalosporin 
with  an  extended  antibacterial  spectrum  includ- 
ing variable  effectiveness  against  P.  aeruginosa 
strains.  The  demonstration  of  in  vitro  synergy  of 
cefotaxime  or  other  cephalosporin  antibiotics 
with  an  aminoglycoside  in  clinically  appropriate 
concentrations  may  be  an  indication  of  clinical 
usefulness.  Aminoglycosides  may  differ  in  their 
ability  to  show  synergy  for  a particular  strain. 

Synergy  of  antibiotics  is  one  indication  for  mul- 
tiple drug  regimens.  The  implication  that  antibi- 
otic combinations  may  provide  an  effect  greater 
than  the  sum  of  the  individual  effects  is  briefly 
considered  for  several  clinical  conditions. 

MATERIALS  AND  METHODS 

Twenty-six  consecutive  isolates  of  P.  aerugi- 
nosa from  different  patients  at  Greenville  Gen- 
eral Hospital  and  Greenville  Memorial  Hospital 
were  tested.  Susceptibility  of  organisms  to  single 
drugs  and  to  drug  combinations  was  determined 
by  the  agar  dilution  assay  as  frequently  used  for 
reference  susceptibility  testing.2  A checkerboard 
pattern  of  doubling  dilutions  was  used  so  that  each 
concentration  of  cefotaxime  was  combined  with 
each  concentration  of  the  three  aminoglycosides 
tested.  Concentrations  ranged  from  0.125  Mg/ml 
to  256  jag/ml  for  cefotaxime  and  from  0.0625  jag/ 
ml  to  8 Mg/ml  for  the  aminoglycosides.  Plates 


° Henry  Woodward  Clinic,  25  Mills  Avenue,  Greenville, 
S.  C.  29605. 

Greenville  General  Hospital,  100  Mallard  Street,  Green- 
ville, S.  C.  29601. 


were  inoculated  with  test  strains  and  incubated 
for  eighteen  hours. 

Each  organism  was  tested  in  triplicate.  If  results 
of  the  first  two  determinations  differed,  the  result 
of  the  third  testing  was  recorded.  Synergy  was 
regarded  as  present  if  there  was  a fourfold  reduc- 
tion in  the  minimum  inhibitory  concentration 
(MIC)  of  both  antibiotics  when  used  in  combina- 
tion. Figure  1 demonstrates  synergy  for  one  orga- 
nism (strain  #5). 

RESULTS 

Minimum  inhibitory  concentrations  for  the  an- 
tibiotics tested  are  listed  in  Table  I.  Separate  de- 
terminations with  higher  concentrations  of  ami- 
noglycosides were  made  for  five  strains  of  P. 
aeruginosa  which  were  resistant  to  8 jag/ml  of 
amikacin  and  for  one  strain  resistant  to  8 ^g/ml  of 


TOBRAMYCIN  (Mg/ml) 

Figure  1.  Isobologram  demonstrating  synergy  for  Pseudo- 
monas aeruginosa  strain  5 between  tobramycin  and 
cefotaxime.  The  MIC  for  tobramycin  (without  cefotaxime) 
is  1.0  Mg/ml;  the  MIC  for  cefotaxime  alone  is  32  gg/m\.  A 
checkerboard  study  using  combinations  of  the  two  antibiot- 
ics in  different  concentrations  demonstrated  two  points  (°) 
in  which  the  concentration  of  both  agents  needed  to  inhibit 
growth  of  the  organism  is  reduced  by  at  least  fourfold.  The 
dashed  line  indicates  the  expected  interaction  were  the 
effect  merely  “additive”  rather  than  “synergistic.” 
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Table  I 

ANTIBIOTIC  SUSCEPTIBILITIES 

MIC  Mg/ml) 

For  50  % 

For  50  % 

Range  Tested 

of  Strains 

of  Strains 

Cefotaxime  . . 

8 — 256 

32 

64 

Tobramycin  . 

0.25  — 4 

1 

2 

Amikacin  . . . 

2 — 32 

8 

16 

Gentamicin  . . 

1 — 16 

4 

8 

gentamicin.  MICs  of  all  drugs  for  P.  aeruginosa 
ATCC  27853  agreed  with  those  of  reference 
laboratories. 

The  frequency  of  synergy  found  in  the  three 
antibiotic  combinations  tested  was  essentially  the 
same  with  all  three  combinations  showing  a high 
degree  of  synergy.  Results  are  shown  in  Table  II. 
For  two  strains  with  the  cefotaxime-gentamicin 
combination  and  for  one  strain  with  the  cefotax- 
ime-anikacin  combination  results  were  not  re- 
producible. Two  of  the  strains  did  not  show 
synergy  with  any  of  the  three  combinations  of 
antibiotics.  Six  strains  showed  synergy  with  one  or 
two  combinations  but  not  with  all  three.  Three  of 
these  six  strains  were  synergistic  with  amikacin 
and  tobramycin  and  four  with  gentamicin. 

The  four  strains  of  P.  aeruginosa  which  had 
MICs  greater  than  the  proposed  resistence  break- 
point of  32  Mg/ml  of  cefotaxime  are  of  interest. 
Each  of  these  strains  showed  synergy  with  each  of 
the  three  aminoglycosides  within  a potentially 
useful  therapeutic  range. 

DISCUSSION 

The  use  of  antibiotics  in  combination  remains 
controversial.  Some  situations  in  which  their  use  is 
established  include:  (1)  prevention  of  develop- 
ment of  drug  resistence,  particularly  in  the  treat- 
ment of  tuberculosis;  (2)  provision  of  broad 
antimicrobial  coverage  in  seriously  ill  infected 
patients  while  awaiting  cultural  data;  (3)  treat- 
ment of  mixed  bacterial  infections;  (4)  prevention 
of  inactivation  of  an  effective  antibiotic  by  a by- 
product of  microbial  metabolism,  as  in  the  addi- 
tion of  clavulanic  acid  to  penicillin  to  inactivate 
bacterial  beta-lactamase;  and  (5)  achievement  of 
synergistic  antibacterial  effect.3’  4 

Correlation  between  laboratory  demonstration 
of  synergy  and  useful  clinical  application  has  been 
problematic.5  In  its  simplest  terms  synergy  refers 
to  the  interaction  of  two  antibiotics  to  produce  an 
effect  greater  than  the  sum  of  the  individual 


Table  II 

SYNERGY  RESULTS 


Number  (%) 

Combination ° Strains  Tested  Synergistic 

CT  + T 26  20  (77) 

CT  + A 25  19  (76) 

CT  + G 24  20  (83) 


CT,  cefotaxime;  T,  tobramycin;  A,  amikacin;  G,  gentamicin. 


effects.  We  have  used  the  criterion  of  fourfold 
reduction  in  the  MIC  of  both  agents  to  define 
synergy  and  determined  this  point  by  a checker- 
board agar  dilution  study.  Norden  et  al.6  have 
compared  various  methods  of  in  vitro  synergy 
determination.  They  regard  fourfold  reduction  in 
the  MIC  as  the  most  strict  criterion  for  evalutaion 
of  the  checkerboard  method,  resulting  in  a conser- 
vative statement  of  results. 

Cefotaxime  can  be  combined  with  three  com- 
monly used  aminoglycoside  antibiotics  with  simi- 
lar in  vitro  results  and  with  demonstration  of  a 
high  degree  of  synergy.  Four  strains  which  were 
resistant  to  cefotaxime  alone  showed  synergy 
when  tested  in  combinations.  This  suggests  that 
resistance  to  cefotaxime  in  clinically  applicable 
ranges  should  not  exclude  it  from  use.  It  might  still 
be  of  value  in  combination  with  an  aminoglyco- 
side although  inappropriate  as  a sole  agent. 

Data  from  in  vivo  studies  may  or  may  not  agree 
with  in  vitro  observations.  Although  there  have 
been  few  controlled  studies  which  provide  infor- 
mation to  bridge  the  gap  between  laboratory  and 
patient,  there  are  several  situations  in  which  syn- 
ergistic antibiotic  combinations  are  indicated. 
These  are  listed  in  Table  III.7’  8 


Table  III 

INDICATIONS  FOR  SYNERGISTIC  THERAPY 

1.  Enterococcal  endocarditis  . .penicillin  + gentamicin 

2.  Streptococcus  viridans  endo- 

carditis   penicillin  + gentamicin 

3.  Gram  negative  bacteremia  . .penicillin  derivative 

(with  complication's)  (eg.  mezlocillin)  + 

aminoglycoside 

4.  Pseudomonas  aeruginosa 

bacteremia penicillin  derivative 

(eg.  mezlocillin)  + 
aminoglycoside 

5.  Klebsiella  pneumoniae 

infections cephalosporin  + 

aminoglycoside 


Patients  with  Gram  negative  bacteremia  may 
benefit  from  the  use  of  synergistic  antibiotic  corn- 
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binations  in  several  situations.  Shock,  leukopenia, 
rapidly  fatal  or  ultimately  fatal  underlying  dis- 
ease, and  presumed  Pseudomonas  infection  are 
all  indications  for  treatment  with  a potentially 
synergistic  antibiotic  combination.9  In  each  of 
these  categories  an  aminoglycoside  can  be  com- 
bined with  a semisynthetic  penicillin  (carbenicil- 
lin  or  ticarcillin)  or  with  a newer  penicillin 
derivative  (mezlocillin  or  piperacillin).  In  addi- 
tion to  its  synergistic  effect  the  combination  of  a 
semisynthetic  penicillin  with  an  aminoglycoside 
prevents  the  development  of  resistance  by  Pseu- 
domonas to  the  penicillin  derivative. 

There  is  no  single  antibiotic  regimen  which  is 
clearly  superior  in  the  treatment  of  serious  infec- 
tions due  to  P.  aeruginosa.  Although  susceptibility 
results  might  suggest  one  antibiotic  to  be  effec- 
tive, this  organism  often  responds  better  to  com- 
bination therapy.  In  situations  where  P.  aerugi- 
nosa infections  are  likely  to  be  common,  such  as 
leukemia,  extensive  burns,  or  in  patients  receiving 
chemotherapy,  combination  therapy  is  justified. 
This  study  does  not  suggest  the  use  of  combination 
therapy  in  any  conditions  other  than  those  listed. 
Bacteremic  patients  without  complications  and 
patients  in  whom  P.  aeruginosa  is  unlikely  should 
respond  equally  well  to  treatment  with  one 
antibiotic. 

The  combination  of  trimethoprim  and  sul- 
famethoxazole as  a fixed  combination  also  uses  the 
synergy  rationale.  Both  drugs  inhibit  folate  me- 
tabolism and  are  bacteriocidal  in  combination 
against  many  bacteria.  This  combination  is  also 
effective  against  a disparate  group  of  infections 
including  Pneumocystis  carinii,  Chlamydia  tra- 
chomatis, and  Nocardia  sp. 

In  addition  to  the  synergistic  uses  referred  to 
above,  antibiotic  combinations  may  prove  useful 


in  overcoming  tolerance.  Tolerant  bacterial 
strains  demonstrate  marked  elevation  of  the  mini- 
mum bacteriocidal  concentration  (MBC)  com- 
pared to  the  MIC.  Patients  with  tolerant  strains  of 
Staphylococcus  aureus,  particularly  those  with 
endocarditis,  may  do  better  when  they  receive 
bacteriocidal  therapy.10  Specific  antibiotic  recom- 
mendations in  this  area  are  premature. 

Antibiotics  should  not  be  used  in  combination 
in  an  attempt  to  achieve  synergy  or  for  any  other 
reason  unless  data  indicate  that  the  combination 
should  be  more  effective  than  single  drug  ther- 
apy. The  potential  problems  with  multiple  antibi- 
otic therapy  include  increased  risk  of  secondary 
infection,  increased  toxicity,  and  increased  cost.  □ 
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Oddly  enough,  the  newest  idea 
in  investments  is  as  old  as  the  hills. 


If  you  have  a pension  or  profit  shar- 
ing plan,  you  need  to  know  about  a new 
idea  that  could  substantially  enhance  your 
return  on  investment. 

The  good  earth. 

South  Carolina  National’s  Trust 
Division  now  provides  you  with  the  op- 
portunity of  investing  pension  and  pro- 
fit sharing  dollars  in  real  estate  through  a 
collective  investment  fund. 

As  a result,  you  can  participate  in  the 


development  and  ownership  of  properties 
such  as  shopping  centers, office  buildings 
and  industrial  plants. 

And,  according  to  many  analysts, 
real  estate  is  as  valuable  an  investment  as 
you  can  make  today. 

For  example,  published  reports  sub- 
stantiate the  fact  that  31,000  invested  in 
real  estate  in  1 970  would  yield  an  average 
of  33,500  today. 

That’s  far  greater  than  the  compar- 


able return  on  treasury  bills  or  common 
stocks,  and  more  than  double  the  return 
on  long-term  bonds. 

The  real  estate  fund  is  one  of  many 
investment  vehicles  available  from  SCN. 

T o learn  more  about  how  they  can 
benefit  you,  we  encourage  you  to  invest  a 
few  minutes  of  your  time  with  one  of  our 
trust  officers  today. 

It  could  well  be  the  most  profitable 
investment  you’ll  make  this  year. 


South  Carolina  National  Itust  Division 


135TH  ANNUAL  MEETING  - CHARLESTON , SOUTH  CAROLINA 

APRIL  13-17,  1983 

******** 

Council  mcctlngA,  buAlneAA  acaaI onA  ofi  the  Houac  otf  VelegateA , 

Aclentl^lc  woAkAhopA,  alumni  AeunlonA,  Apeclal  gucAtA,  Auxiliary 
activities .... 

Registration  for  the  135th  annual  meeting  of  the  South  Carolina  Medical  Association 
totalled  448,  despite  the  numerous  conflicting  meetings  or  special  events  taking 
place  in  other  parts  of  the  state.  Sixteen  physicians  attended  from  outside  of 
South  Carolina,  compared  with  14  in  1982. 

Scientific  sessions,  with  up  to  21.5  hours  of  available  CME  credit,  were  well  atten- 
ded and  favorably  received.  One  hundred  forty-two  physicians  actually  registered 
for  CME  credits,  earning  a total  of  840  credit  hours.  Evaluation  forms  returned 
to  SCMA  staff  indicated  that  the  majority  of  those  attending  felt  them  to  be  excellent 
over-a 1 1 . 

******** 

HOUSE  OF  DELEGATES  ACTIONS 


The  SCMA  House  of  Delegates  met  on  Thursday,  April  14  and  Sunday,  April  17*  One 
hundred  forty-five  out  of  201  eligible  voting  delegates  took  action  at  the  Sunday 
session  on  numerous  reports  and  Resolutions  considered  by  seven  Reference  Committee 
which  had  met  in  lengthy  debates  on  Thursday  afternoon.  Following  are  highlights 
of  these  actions. 

ELECTIONS:  ConghatulatlonA  to  ... 

Kenneth  N.  OwenA,  M.  V .,  PAeAldent- Elect 
Vanlel  W.  Bh. ake,  M.  V.,  TlAAt  Vice  PAeAldent 
John  W.  SlmmonA,  M.  V.,  Second  Vice  President 
J.  Gavin  Appleby,  M.  V.,  SecAetas ty 
U,  Hoyt  Bocile,  M.  V.,  JAeaAuAQA 

BaAtolo  M.  BaAone,  M.  V.,  CounciloA,  TlhAt  VlstAlct 
J.  Thank  BlggehA,  III,  M.  V . , Councilor i,  TlAAt  VlstAlct 
E.  l\lmA  Mobley,  Ja. , M.  V,,  CounciloA,  ThlAd  VlstAlct 
William  M,  Hull,  Ja. , M.  V.,  Councilor,  Tlfith  VlstAlct 
S . PeAAy  Vavls,  M.  V.,  Councilor.,  Seventh  VlstAlct 
J.  Sidney  TulmeA,  M.  V.,  Councilor,  Ninth  VlstAlct 


C.  TuckeA  Weston,  M.  V.,  AMA  Velegole 
John  C.  Hawk,  J> i. , M.  V. , AMA  Volegate 


ELECTIONS  (continued) . . . 


Randolph  V.  Smoak,  Jn. , M.  V.,  Alternate, 

Leonand  W.  Douglas,  M.  D. , Attenuate 

Speaken  Of j the,  House  o{)  Delegates , Hugh  H.  Metis,  M.  D. 

I /ice  Speaken  o{)  the.  House  o{)  Delegates , Molten  Robents,  In.,  M.  D. 

Nomination*  to  the.  State,  8 oand  o{ 5 M edlcal  Examines*: 

R.  Patten  Matson,  M.  V.,  Distnict  1 
Chant  es  M.  Bn Ice,  Jn. , M.  V.,  VI* inlet  5 


RESOLUTIONS 

* MEDICAL  MANPOWER/MEDICAL  SCHOOLS:  Generating  lengthy  debate 

both  in  the  Reference  Committee  meeting  and  on  the  floor  of  the  House 
of  Delegates,  and  garnering  considerable  publicity  throughout  the  state, 
were  the  Report  of  the  Ad  Hoc  Committee  on  Medical  Manpower,  and  a 
Resolution  introduced  on  Thursday  morning  from  the  Spartanburg  County 
Medical  Society. 

The  House  voted  approval  of  the  Spartanburg  County  Resolution  as  follows: 


"RESOLVED , that  the  Spantanbung  County  Medical  Society 
necommends  that  the  South  Canolina  Medical  Association  suppont  the 
concept  Of j the  combining  of  the  two  state  medical  unlvenslties  Into 
one  university,  with  a limited  ennoltment  of  2 00  (entering)  students 
pen  yean.” 

With  regard  to  the  Report  of  the  Ad  Hoc  Committee  on  Medical  Manpower, 
the  following  recommendations  were  approved,  as  well  as  a substitute 
Resolution  from  the  floor: 

1.  Events  to  develop  Innovative  appnoaches  to  health  cane  deliveny 

In  undens enved  aneas  o\ \ the  state  should  be  encounaged  In  a cost  elective 
mannen. 

2.  The  SCMA  Ad  Hoc  Committee  on  Medical  Manpowen  should  be  pnes enved, 
should  study  specific  Issues  as  they  affect  the  pnactlce  of  medicine,  and 
should  fonmulate  an  official  SCMA  nesponse  to  such  Issues  when  and  If 
nequested  to  do  so  by  the  Leglslatune. 

".. . [RESOLVED] , we  thenefone  would  ask  that  the  Govennon,  the 
House  of  Repnesentatlves  and  the  Senate,  In  theln  utmost  wisdom,  settle 
the  Issue  of  the  medical  schools  assuming  the  people  of  South  Canolina 
that  the  education  of  medical  doctors  In  South  Canolina  will  not  be 
second  note.” 

* OPPOSITION  TO  OPTOMETRIC  DRUG  BILL:  Resolutions  from  the  Charleston 

Colleton,  Greenwood,  Edisto  and  Pickens  County  Medical  Societies  calling 
fon  active  opposition  to  any  legislation  that  would  extend  the  night  to 
pnactlce  medicine  to  optometrist*  were  unanimously  approved. 


* 


PROPOSED  REVISIONS  IN  THE  JCAH  ACCREDITATION  MANUAL  FOR 
HOSPITALS ; A Resolution  submitted  by  Council,  to  be  also  sent  to 
the  AMA  House  of  Delegates  meeting  in  June,  was  approved  as  follows: 

"PESOLPEV,  that  the  SCMA  House  o f Delegates  strongly  opposes 
any  revision  In  the  Accreditation  Manual  fo> i Hospital*  of  the  JCAH 
which  might  serve  to  further  extend  hospital  staff  privileges  to  limited 
licenced  practitioners , and  be  It  further 

RESOLVED , that  the  SCMA  House  of  Delegates  direct  l£t>  delegates 
to  the  AMA  to  submit  a suitable  resolution  at  the  1983  Annual  Meeting 
of  the  AMA  requesting  the  AMA  House  of  Delegates  to  oppose  any  such 
revision  and  to  A o detect  the  AMA  Board  of  Trustees  and  the  AMA  Comml- 
AAloners  to  the  JCAH.” 

Other  Resolutions  adopted  included  Opposition  to  Precertification  Requirement, 

Full  Disclosure  of  Insurance  Benefits,  Transition  from  Residency  to  Private  Practice, 
Endorsement  of  Mrs.  Wayne  C.  Brady  as  President-Elect  of  the  AMA  Auxiliary, 

Vol unteer i sm  in  Medical  Care  in  South  Carolina,  Support  of  State  Emergency  Medical 
Services  Legislation,  Opposition  to  Delinquency  or  Default  in  Payback  of  Educa- 
tional Loans  for  Medical  Students,  and  Establishment  of  AMA  Periodic  Index  of  the 
Cost  of  Medical  Services. 

OTHER  IMPORTANT  ACTIONS  OF  THE  HOUSE 

* LONG  RANGE  PLANNING  STUDY:  On  the  recommendation  of  the  leadership  and 

with  the  support  of  the  SCMA  Council,  the  House  of  Delegates  approved 
the  concept  of  a long  range  planning  study  using  an  outside  consultant. 

The  purpoAe  of  the  Atudy  Is  to  assist  the  medical  profession,  the  SCMA, 
and  the  subsidiary  and  affiliate  organizations  to  Identify  and  success- 
fully meet  the  many  changes  occurring  In  health  care. 

The  SCMA,  the  S.  C.  Medical  Building  Corporation,  and  the  S.  C.  Medical 
Care  Eoundatlon  will  Ahare  In  the  funding  f or  this  project. 

* 1983-1984  GOALS  AND  OBJECTIVES:  As  recommended  by  SCMA  President,  Randolph 

D.  Smoak,  Jr.,  M,  D.,  and  with  Councils  endorsement,  the  House  adopted  five 
major  goals  and  objectives  for  the  upcoming  year.  See  details  on  the 
"President' a Page"  elsewhere  In  this  lAAue. 


AD  HOC  COMMITTEE  ON  MEDICAID  AND  INDIGENT  CARE:  The  House  of  Delegates 

adopted,  with  amendments,  a lengthyand  detailed  report,  prepared  at 
the  direction  of  the  1982  House  of  Delegates.  The  Ad  Hoc  Committee,  chaired 
by  William  H.  HeAter,  M.  V. , will  now  be  made  a standing  committee  and 
will  follow  through  with  DSS  and  the  S.  C.  General  Assembly  in  attempts 
to  effect  implementation  of  the  recommendations  approved. 

Such  recommendations  Include  SCMA/Medlcald  Joint  Workshops ; a client  and 
public  awareneAA  program ; alternatlveA  to  nursing  home  care,  Including 
AtudleA  of  nursing  home  coAtA ; the  augmentation  o f matching  a tote  I federal 
funds  for  Medicaid ; copayment  of  medical  AervlceA  by  Medicaid  recipients ; 
toll  free  provider  Information  AervlceA ; Increased  reimbursement  levels; 
Implementation  of  a pilot  Atudy  regarding  a care  management  fee ; and  SCMA 
participation  In  an  Indigent  Care  Study  being  conducted  by  the  Legislature. 


MISCELLANEOUS 


* The  House  adopted  a recommendation  of  the  Committee  on  Perinatal  and  Ma- 
ternal Health  to  urge  the  Bureau  of  Vital  Statistics  to  adopt  the  Weight 
Measure  (500  grams)  used  by  most  states  to  record  stillbirths. 

* The  House  voted  to  honor  MUSC  President,  James  Edwa/ids , V.  M.  V.,  Sc.V., 
with  Honorary  Fellow  membership  status  in  the  South  Carolina  Medical 
Assoc i at i on . 

* Adopted  was  a recommendation  of  the  Mental  Health  Committee  that  the  SCMA 
actively  oppose  legislation  which  would  allow  a non-physician  to  become 
Commissioner  of  the  Department  of  Mental  Health. 

* Urged  local  and  county  medical  societies  to  continue  and  expand  their 
dialogues  with  business  coalitions  in  an  effort  to  improve  quality  health 
care  in  a cost-effective  manner. 

119TH  SCMA  PRESIDENT 

During  ceremonies  at  the  Presidential  Banquet  on  Friday  evening,  April  15,  Ran- 
dolph D.  Smoak,  Jr.,  M.  D.,  was  sworn  in  as  the  119th  President  of  the  South  Caro- 
lina Medical  Association. 

Using  as  his  theme,  n0uJ i Medical  Heritage  - Concern  Thyselfi , " Dr.  Smoak  traced  the 
noble  ancestry  of  the  medical  profession  through  the  years.  He  stressed  that  the 
profession  now  faces  a crossroads  in  medical  history  with  the  onslaught  of  govern- 
ment regulations,  alternative  methods  of  health  care  delivery,  medical  malpractice 
costs,  and  corporate  owned  businesses. 

He  called  on  physicians  fioA  a new  solldaAity  ofi  purpose  and  Initiative  in  becoming 
the  leaden  o ^ the  health  earn  team,  punsulng  common  goal 6 collectively,  with  the 
constant  nmlnden  of,  the  henitage  oft  the  medical  pno Session  tn  concern  fion  othens. 

The  complete  text  of  Dr.  Smoak's  Presidential  Address  will  appear  in  the  June,  1 983 
issue  of  The  Jounnal  ofi  the  South  Canollna  Medical.  Association,  through  the  generous 
contribution  of  the  South  Carolina  Medical  Care  Foundation. 

SPECIAL  GUESTS 

* AMA  President-Elect,  Enank  Jinka,  M.  V .,  addressed  the  House  of  Delegates 
on  major  issues  facing  the  AMA  and  the  medical  profession  today,  including 
competition  in  medical  care,  FTC  legislation,  and  proposed  JCAH  accreditation 
manual  revi s i ons . 

* The  Hononable  Rlchand  Riley,  Govennon  o^  the  State  ofa  South  Canollna,  spoke 
to  the  assembled  House,  expressing  concern  for  the  medically  indigent  in  S.C., 
and  urging  legislation  to  create  a Health  & Human  Services  Finance  Commission. 

* Surgeon  General  of  the  United  States  Navy,  l /Ice  Adminal  Mililam  Cox , M.  V. , 
described  the  state  of  medical  preparedness  of  the  Naval  Forces  today. 


* 


Match  fion  plctonlal  highlight*  ofa  the  135th  Annual  Meeting  In  the 
June  issue  ofi  The  Jou/inal  oft  the  South  Carolina  Medical  Association. 


A thousand  fantasies  begin  to  throng  into  my  memory 

John  Milton,  1608-1674 


Snyders  presents  a fantasy  in  flight,  continuing  the  tradi 
of  quality  and  excellence  in  fine  cars. 

Today's  excitement.  Tomorrow's  classic.  The  Jaguar 
ll  XJ6  Series  III  is  uncannily  silent  in  motion,  agile  fi 
in  maneuvering  and  uncommonly  comfortable, 
even  on  the  longest  trips.  A fantasy  in  flight. 


Snyders,  where  fantasy 
becomes  reality. 
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QUALITY  ASSURANCE  IN  THE  SURGERY 
DEPARTMENT  OF  A COMMUNITY  HOSPITAL* 


R.  RANDOLPH  BRADHAM,  M.D.** 
JULIAN  T.  BUXTON,  JR.,  M.D. 

JEAN  S.  CLARK,  I.R.A. 


Quality  assurance  has  become  a popular  term 
for  a service  that  we  feel  has  been  delivered  well 
in  our  hospital  for  many  years.  Because  of  the 
emphasis  on  quality  assurance,  the  authors  wish  to 
submit  the  plan  used  in  Roper  Hospital.  We  real- 
ize that  there  may  well  be  better  programs,  but  we 
have  found  ours  to  be  most  effective. 

Roper  Hospital  is  a 421  bed  non-profit  hospital 
in  Charleston,  South  Carolina,  with  a multi- 
disciplined  staff  of  425  physicians.  The  overall 
governing  body  is  the  Medical  Society  of  South 
Carolina  which  is  made  up  of  members  of  the  staff 
who  have  practiced  in  Roper  Hospital  for  three  or 
more  years.  This  body  governs  policy.  There  is  a 
Board  of  Commissioners  made  up  of  both  lay  and 
medical  members  whose  responsibility  is  to  man- 
age the  administrative  and  fiscal  activities  of  the 
hospital.  An  Executive  Committee  with  wide  rep- 
resentation from  the  medical  staff  and  admin- 
istration monitors  professional  activity. 

The  hospital  is  a modern  facility  with  a ten 
room  operating  suite,  a spacious  recovery  room,  a 
22  bed  intensive  care  unit,  and  a large  continua- 
tion care  nursing  unit.  A new  ambulatory  surgery 
unit  and  emergency  room  have  been  completed 
recently  and  are  very  active.  The  hospital  main- 
tains a dialysis  unit,  a cardiac  catheterization  fa- 
cility, a special  floor  for  medical  oncology,  an 
active  outpatient  program  in  respiratory  care, 
physical  medicine,  radiologic  diagnostic  and 
therapeutic  procedures,  and  a wide  complement 
of  laboratory  procedures.  In  addition  to  more 
prevalent  procedures,  the  operating  room  is  active 
in  hand  surgery,  joint  replacement  surgery,  vascu- 
lar, open  heart,  lung  surgery,  lens  replacement 
surgery,  and  inner  ear  procedures. 

The  Department  of  Surgery  is  organized  as  in 


° From  the  Departments  of  Surgery  and  Medical  Records, 
Roper  Hospital,  Charleston,  S.C. 

Address  correspondence  to  Dr.  Bradham  at  315  Calhoun 
Street,  Suite  405,  Charleston,  S.C.  29401. 
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FIGURE  1:  Department  of  Surgery 

Chief  of  Surgery 
Assistant  Chief  of  Surgery 
Chief  of  Obstetrics  and  Gynecology 
Surgical  Subspecialties 
Otolaryngology 
Ophthalmology 
Oral  Surgery 
Plastic  Surgery 
Orthopedic  Surgery 
Urology 
Neurosurgery 


Figure  1.  The  Chief  of  Surgery  and  the  Assistant 
Chief  of  Surgery  are  appointed  from  the  General 
Surgical  Staff  which  encompasses  general,  thor- 
acic, and  cardiovascular  surgery.  These  terms  are 
for  three  years.  Each  specialty  division  also  has  a 
chief  and  an  assistant  chief  with  three  year  ap- 
pointments. All  divisions  have  monthly  con- 
ferences to  discuss  deaths,  complications,  and 
problems  pertinent  to  that  specialty.  The  minutes 
of  these  meetings  are  reviewed  by  the  Chief  of 
Staff  and  pertinent  problems  are  subsequently 
brought  before  the  Executive  Committee  which 
meets  each  month. 

There  is  an  Operating  Room  Committee  with 
organization  given  in  Figure  2.  This  committee, 
presided  over  by  the  Chief  of  Surgery,  meets  each 
month  and  all  problems  associated  with  the  ac- 
tivities in  the  operating  room  are  considered.  Any 
surgeon  wishing  to  have  a problem  discussed  may 
either  appear  personally  or  have  it  presented  to 
the  committee  via  his  chief.  The  frequent  meet- 
ings of  this  committee  have  done  much  to  en- 
hance the  efficiency  of  scheduling  cases,  elimi- 
nate wasted  time  between  cases,  and  adjust  per- 
sonnel and  schedules  in  an  efficient  and  economic 
manner.  Expensive  new  equipment  is  carefully 
considered  and  priorities  for  purchases  estab- 
lished. 

One  of  the  most  important  services  that  the 
Chief  of  Surgery  performs  is  the  organization  and 
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FIGURE  2:  Operating  Room  Committee 


Chairman-  Chief  of  Surgery 
Members 

Assistant  Chief  of  Surgery 

Chief  of  Anesthesiology 

Assistant  Chief  of  Anesthesiology 

Chief,  Department  of  Obstetrics  & Gynecology 

Section  Chiefs 

Ophthalmology 

Otolaryngology 

Neurosurgery 

Urology 

Oral  Surgery 

Orthopedics 

Operating  Room  Supervisor 
Assistant  Operating  Room  Supervisor 


review  of  the  activities  of  the  prior  month  which 
are  presented  at  the  monthly  meeting.  An  essen- 
tial ingredient  of  this  preparation  is  the  thorough- 
ness with  which  the  Medical  Records  Department 
retrieves  the  data  from  the  medical  records.  It  is 
our  feeling  that  virtually  no  complication  is 
missed.  The  generic  screening  criteria  are  given  in 
Table  I. 

Charts  are  made  available  to  the  surgeons  for 
review  before  the  meeting.  Agendas  are  passed 
out  at  the  meeting  listing  all  deaths  and  complica- 
tions as  in  the  following  examples: 

Complication 


J.  D.  Age  65 
Final  diagnosis: 
Operation: 


Complication: 


Death 
Mrs.  T.  O. 


(1) 

(2) 

(3) 


Age  61 


Final  diagnosis: 


Autopsy: 


Male 

Coronary  artery  disease 
Myocardial  revascular- 
ization with  aortic-to- 
coronary  artery  vein  by- 
pass-graft  to  left  anterior 
descending  artery. 
Postoperative  bleeding 
Hematoma  in  left  thigh 
leg  wound 

Anemic  postoperatively. 

(Dr.  Jones) 

Female  (expired  9/2/81, 
hospital  days  19) 
Carcinoma  of  lung  with 
metastases  to  brain, 
bone,  and  subcutaneous 
tissue. 

No 


(Dr.  Jones) 

Discussion  is  encouraged  which  often  includes 
data  from  recent  meetings  and  journals.  The  pa- 
thologists attend  the  meetings  and  discuss  surgical 
specimens  and  autopsy  findings.  Trouble  spots  are 
identified  which  precipitate  audits  on  a selected 


Table  I 
CRITERIA 

1)  Readmission  to  this  hospital  within  thirty  days  for  surgical 
complication  or  incomplete  management  of  problem 
treated  on  previous  admission 

2)  Adverse  drug  reaction  while  patient  is  in  hospital 

3)  Transfer  from  general  care  unit  to  special  care  unit 

4)  Cardiac  or  respiratory  arrest 

5)  Organ  failure  not  present  on  admission 

6)  Death 

7)  Neurological  deficit  not  present  on  admission 

8)  Operation  for  repair  of  laceration,  perforation,  tear,  punc- 
ture of  an  organ  or  injury  incurred  during  an  invasive 
procedure 

9)  Unplanned  return  to  the  operating  room  in  this  admission 

10)  Unplanned  removal/injury /repair  of  an  organ  or  part  of 
an  organ  during  an  operative  procedure 

11)  Acute  myocardial  infarction  during  or  within  forty-eight 
hours  of  a surgical  procedure  on  this  admission 

12)  Infections  and  other  complications 

13)  Hospitalization  for  complication  or  adverse  result  of  prior 
ER  or  OPD  care 

14)  Return  to  ER  but  not  admitted  to  hospital 

period  of  time  or  number  of  cases.  Results  of  an 
audit  are  discussed  at  a subsequent  meeting.  Ex- 
amples are  the  indications  for  operations  such  as 
carotid  endarterectomy,  hiatal  hernia,  or  chole- 
cystectomy, the  percentage  of  acute  appendicitis, 
infection  rates,  and  complications  of  prophylactic 
antibiotics  or  anticoagulants. 

The  complications  for  each  surgeon,  cate- 
gorized by  these  criteria,  are  reviewed  by  the 
chief  of  surgery  each  year.  At  the  completion  of 
presentations  of  deaths  and  complications,  mem- 
bers may  make  suggestions  for  improvement  of 
hospital  activities.  It  is  the  duty  of  the  chief  to 
follow  up  such  requests  or  suggestions. 

In  addition  to  this  monthly  business  meeting, 
there  is  a Surgical  Education  Conference  held  the 
following  week.  The  program  is  rotated  among 
the  members  of  the  department.  Presentations  are 
at  the  discretion  of  the  moderator  and  often  in- 
clude problem  cases  with  review  of  the  literature, 
medical  subjects  of  particular  personal  interest,  or 
reports  from  meetings  attended.  No  program  of 
quality  assurance  can  be  initiated  or  maintained 
without  the  interest  and  dedicated  energy  of  those 
administering  a division  or  department  and  with- 
out a proficient  and  interested  medical  records 
department.  The  activation  of  such  a program  in 
one  area  of  the  hospital  precipitates  a contagious 
quality  among  other  divisions  and  departments. 

We  believe  that  our  system  is  so  thorough  that 
virtually  no  complication  is  missed  and  that  any 
trouble  areas  are  quickly  analyzed  and  corrected. 
This  program  is  presented  for  other  hospitals  to 
consider.  □ 
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Additional  information  available 
to  the  profession  on  request. 
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RETIREMENT 

Your  Wish  Is  My  Command 

I received  one  request,  repeatedly,  at  the  SCMA  Annual  Meeting:  please  compile,  and 

distribute,  a list  of  terms  relating  to  retirement  plans.  The  following  is  just  such 
a listing.  However,  space  dictates  that  I list  terms  that  are  necessary  to  understand, 
but  are  not  part  of  our  everday  conversation.  If  you  want  a more  complete  listing, 
please  write  or  call  and  I will  be  happy  to  send  a glossary  to  you: 

Amortization.  The  process,  in  connection  with  bonds  purchased  at  a premium,  by  which  a 
part  of  the  income  is  set  aside  as  received  to  reduce  gradually  the  amount  by  which 
the  cost  of  the  bond  exceeds  its  face  value. 

Annuitant . A person  who  receives  an  annuity. 

Annuity.  A fixed  amount  of  money  payable  periodically,  usually  annually,  and  generally 
from  a trust.  It's  payable  either  for  the  life  of  the  annuitant  or  for  a definite 
period  of  time. 

Common  Trust  Fund.  A fund  maintained  by  a bank  or  a trust  company  exclusively  for  the 
collective  investment  and  reinvestment  of  money  contributed  to  the  fund  by  the  bank  or 
trust  company  in  its  capacity  as  trustee,  executor,  administrator,  or  guardian  and  in 
conformity  with  the  rules  and  regulations  of  the  Comptroller  of  the  Currency  pertaining 
to  the  collectible  investment  of  trust  funds  by  national  banks,  as  well  as  with  the 
statutes  and  regulations  (if  any)  of  the  several  states. 

Corporate  Fiduciary.  A trust  institution  serving  in  a fiduciary  capacity,  such  as  ex- 
ecutor, administrator,  trustee,  or  guardian. 

Demand  Note.  A promissory  note  payable  on  demand  of  the  holder  of  the  note  as  payee  or 
transferee. 

Distribution.  The  apportionment  of  personal  property  (or  its  proceeds)  among  those  en- 
titled to  receive  the  property  according  to  the  applicable  statue  of  distribution  or 
under  the  terms  of  the  will  or  trust  agreement;  to  be  distinguished  from  disbursement. 
Employee  Benefit  Plan.  The  plan  of  an  employer-usually , but  not  necessarily,  a corp- 
oration-to  make  payments  to  or  for  employees  such  as  profit-sharing,  sick-benefit, 
stock-bonus,  and  retirement  payments. 

Fiduciary.  Any  person  who  handles  property  or  transacts  business  for  the  benefit  of  an- 
other person  in  a relationship  of  special  trust.  Examples  of  this  are:  a trustee  and  a 
beneficiary;  a guardian  and  his  ward;  and  one  partner  with  another  partner.  The  term 
includes  those  informal  relations  which  exist  whenever  one  party  trusts  or  relies  upon 
another,  as  well  as  technical  fiduciary  relations. 

Insured  Pension  Plans.  Retirement  and  other  employee  benefit  plans  the  source  of  the 
benefits  of  which  is  life  insurance  paid  for  wholly  or  partially  by  the  employer. 
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Pension  Plan.  An  arrangement  evidenced  by  a written  agreement  providing  for  the  accumu- 
lation of  funds  from  a corporation  or  its  employees  or  both  to  be  used  for  monthly  or 
other  periodic  payments  to  employees  of  the  corporation  after  their  retirement. 

Pension  Trust.  A trust  established  by  an  employer  (commonly  a corporation)  to  provide 
benefits  for  incapacited,  retired,  or  superannuated  employees,  with  or  without  contri- 
butions by  the  employees. 

Power  of  Attorney.  An  instrument  authorizing  another  to  act  as  the  agent  or  attorney 
(called  the  attorney-in-fact)  of  the  person  signing  the  instrument.  A general  power  of 
attorney  authorizes  the  attorney-in-fact  to  act  for  his  principal  in  all  matters.  A 
special  power  of  attorney  authorizes  the  attorney-in-fact  to  act  in  specific  matters. 
Principal . (1)  the  person  who  gives  authority  to  an  agent  or  attorney  to  act  for  him; 

(2)  the  capital  sum  of  a debt  or  obligation;  and  (3)  the  corpus  or  property  of  an  estate. 
Profit  Sharing  Plan.  An  arrangement  by  which  employees,  in  addition  to  their  wages,  receive 
a share  of  the  net  profits  of  a business. 

Profit  Sharing  Trust.  A trust  established  by  an  employer  (usually  a corporation)  as  a means 
of  having  the  employees  share  in  the  profits  of  the  enterprise. 

Qualified  Plan  or  Trust.  An  employer's  trust  or  plan  that  qualifies  under  the  Internal 
Revenue  Code  of  1954  for  the  exclusive  benefit  of  his  employees  or  their  beneficiaries  in 
such  a manner  and  form  as  to  entitle  the  payments  made  by  the  employer  to  the  plan  or 
trust  to  the  deductions  and  income  tax  benefits  as  set  forth  in  that  Code. 

Retirement  Plan  Trusts.  Trusts  established  to  enable  the  employees  on  retirement  to  receive 
a pension  from  funds  created  out  of  payments  made  by  the  employees,  their  employers,  or 
both. 

Trust . A legal  relationship  when  one  party  (the  trustee)  holds  legal  title  to  property  for 
the  benefit  of  another  (the  beneficiary).  To  create  a valid  trust,  the  grantor  must  trans- 
fer property  (the  corpus  or  principal)  to  the  trustees.  The  trust  corpus  or  trust  princi- 
pal may  consist  of  any  property  which  the  grantor  chooses  to  use.  A trust  can  be  created 
during  life  (inter  vivos  trust)  or  in  someone's  will  (testamentary  trust).  If  a person 
creates  a trust  during  his  lifetime  he  is  called  the  grantor,  settlor,  trustor,  or  donor. 
If  he  creates  a trust  under  a will,  he's  usually  called  a testator.  The  instrument  creat- 
ing a lifetime  trust  is  called  a trust  agreement,  indenture  or  declaration. 

Trustee . An  individual  or  bank  holding  the  legal  title  to  property  for  the  benefit  of  an- 
other (the  beneficiary) . When  there  are  two  or  more  trustees  they  are  called  co-trustees 
or  joint  trustees. 

Trusted  Pension  Plan.  A pension  plan  in  which  the  corporation's  contributions  to  the  plan 
are  placed  in  a trust  for  investment  and  reinvestment,  as  distinguished  from  a plan  in 
which  the  benefits  are  secured  by  life  insurance. 

Trust  Function.  The  fiduciary  capacity  in  which  an  individual  or  trust  institution  may  act, 
such  as  executor,  adminstrator , guardian  or  trustee. 

Trust  Fund.  Technically,  only  money  held  in  trust;  but  frequently  applied  to  all  the  prop- 
erty held  in  trust  in  a given  account. 

Trust  Institution.  A trust  company,  state  bank,  national  bank,  or  other  corporation  engaged 
in  the  trust  business  under  authority  of  law.  It  is  a trust  institution  if  any  department 
is  engaged  in  trust  business,  although  other  departments  may  be  engaged  otherwise. 

FURTHER  INFORMATION 

If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this 
newsletter,  please  write  to  Martin  Lefkowitz,  CFP , E.F.  Hutton  and  Co.,  Inc.,  2700 
Middleburg  Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  800-922-1112.  (toll  free). 


Guest  editorials  reflect  the  opinions  of  the  authors  and  do 
not  necessarily  represent  the  opinions  of  the  Editorial  Board 
and  the  South  Carolina  Medical  Association. 


REGIONALIZATION  OF  PERINATAL  CARE:  THE  PROBLEM 
BEHIND  THE  PROMISE  (GUEST  EDITORIAL) 


Within  the  last  decade,  the  word  regionaliza- 
tion has  become  an  enormously  popular  word  and 
has  appeared  with  increasing  frequency  in  the 
perinatal  literature.  Its  use  has  become  so  general 
that  its  specific  meaning,  for  the  purpose  of  this 
communication,  needs  to  be  restated. 

Regionalization  is  the  use  of  a systems  approach 
to  ensure  optimum,  high  quality  care  which  is 
most  appropriate  for  each  person  when  and  where 
they  need  it.  This  is  usually  accomplished  by  the 
development  of  a stratified,  cohesive,  inter-re- 
lated network  of  hospitals,  clinics,  and  practi- 
tioners cooperating  voluntarily  in  the  provision  of 
perinatal  health  care  in  a geographic  region  and 
coordinating  that  care  with  the  other  regions 
within  a state  or  among  states. 

It  is  postulated  that  when  each  component  of 
the  regionalized  system  provides  high  quality 
care,  the  degree  of  complexity  of  patient  need 
determines  where  and  by  whom  that  care  should 
be  provided.  Appropriate  utilization  of  trained 
personnel  and  resources  at  various  levels  of  care 
assure  reasonable  cost  effectiveness. 

Most  babies  could  and  should  be  born  in  hospi- 
tals which  provide  less  sophisticated,  but  nev- 
ertheless, competent  care  where  normal  outcome 
is  expected.  But,  if  complications  are  expected  or 
do  occur,  the  alternative  must  exist  of  delivery  or 
transport  of  the  “high  risk”  mother  or  newborn  to 
a regional  center  facility  that  has  the  expensive 
technical  equipment  and  highly  skilled  personnel 
to  render  the  intensity  of  care  needed. 

When  this  system  operates  correctly  and  “high 
risk”  mothers  and  babies  are  transferred  to  spe- 
cialized centers  for  delivery  and/or  neonatal  in- 
tensive care,  neonatologists  and  perinatologists 
are  delighted.  Statistics  reflecting  perinatal  out- 
come usually  improve,  but  the  hospital  admin- 
istrator “quakes”  with  fear. 

Who  will  pay  the  cost  of  this  type  of  care?1 
When  the  dollars  per  “high  risk”  mother  and  baby 
per  day  are  considered,  the  patient  can  rarely 
afford  it  alone.  Some  have  insurance  or  Medicaid 


coverage,  but  “high  risk”  patients  are  often  those 
in  lower  socio-economic  groups  who  cannot  af- 
ford this  care.  The  hospital  must  absorb  this  cost 
and  quickly  notices  that  “high  risk”  perinatal  care 
and  regional  center  status  is  a losing  proposition. 
Deficits  between  black  ink  and  red  ink  grow 
larger  every  day.  When  originally  presented,  the 
idea  of  serving  as  a regional  referral  center  is 
associated  with  prestige  and  glory.  But  soon,  the 
obligations  of  staffing,  equipment,  continuing  ed- 
ucation, and  financially  underwriting  that  com- 
mitment seem  to  outweigh  the  benefits.  Commu- 
nication with  regional  hospitals  at  our  statewide 
regional  center  conference  corroborates  the  above 
assertions.  What  can  be  done? 

The  cost  must  be  borne.  The  regional  center 
hospitals  usually  pass  part  of  this  burden  along  to 
other  patients,  raising  their  overall  costs.  There  is 
an  attempt  to  obtain  needed  funds  from  the 
county  or  municipal  governments  within  the  re- 
gion which  utilize  the  regional  center  for  care  of 
their  “high  risk”  indigent  patients.  These  at- 
tempts in  many  areas  are  only  in  the  beginning 
phases,  but  resistance  is  inevitable.  Counties  are 
often  not  familiar  with  the  concepts  of  regional- 
ization and  do  not  feel  the  obligations  to  pay  for 
this  type  of  regionalized  care.  They  point  to  their 
own  community  hospitals  as  a sufficient  resource 
for  the  patients  in  their  counties. 

The  regional  center  hospital,  to  enhance  its 
economic  situation,  also  begins  to  think  of  attract- 
ing obstetricians,  pediatricians,  and  other  physi- 
cians who  bring  “low  risk”  patients  to  the 
institution.  It  is  hoped  that  in  large  numbers  these 
patients  might  balance  the  cost  of  dealing  with 
“high  risk”  patients.  A competition  with  other 
intermediate  and  community  level  hospitals  is 
engendered.  In  the  ideal  regionalized  system, 
“low  risk”  obstetrical  patients  are  better  deliver- 
ing in  the  more  family  centered  atmosphere  of  the 
community  hospital  rather  than  the  complica- 
tions-oriented  obstetrical  unit  of  a regional  center 
hospital. 
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Sometimes  regional  center  hospitals  depend 
upon  government  funds,  usually  federal  and  state, 
to  support  “high  risk”  care.  With  the  inception  of 
the  current  economic  downturn  or  recession, 
these  funds  are  dwindling  also.  Even  where  spe- 
cial funding  does  exist,  competing  programs  to 
regionalized  care  and  rising  costs  are  eating  away 
at  that  resource. 

Attempts  at  consolidation  of  smaller  obstetrical 
units  to  provide  a regional  center  resource  have 
been  suggested  and  indeed  have  occurred  in  some 
states  like  Massachusetts;2  however,  the  experi- 
ment has  not  been  an  overwhelming  success. 

It  is  anticipated  that  hospitals  will  begin  to  close 
their  doors  to  ‘high  risk”  patients  where  at  least 
some  funding  is  not  available. 

As  the  concept  of  regionalization  is  embraced  to 
improve  the  outcome  of  pregnancy,  perinatal 
health  care  providers  must  discover  additional 
sources  of  funds  or  work  to  augment  current  re- 
sources, such  as  lobbying  for  additional  state  fund- 
ing for  high  risk  care.  Efforts  must  be  made 
toward  containing  costs  of  care.  Early  and  contin- 
uous prenatal  risk  assessment  and  care  for  obstet- 
ric patients  to  prevent  prematurity  and  other 
“high  risk”  complications  which  require  in- 
creased use  of  regional  center  facilities  must  be 
stressed  through  patient  and  public  education. 


Each  hospital  must  be  aided  to  develop  to  its 
maximal  potential  no  matter  what  its  functional 
capability,  letting  that  potential  be  determined  by 
the  need  in  its  region. 

Evidence  of  the  success  of  the  regionalization  of 
perinatal  care  is  abundant  in  the  United  States.  If 
this  problem  and  others  associated  with  that  suc- 
cess are  not  remedied,  the  experiment  which  is 
supposed  to  reduce  perinatal  mortality  to  the 
lowest  possible  level  will  not  succeed.  □ 

Harold  D.  Gabel,  M.D.,  M.P.H., 
Clinical  Associate  Professor 
of  Obstetrics  and  Gynecology, 
University  of  South  Carolina 
Columbia,  S.C.,  and 

Assistant  Deputy  Commissioner 
for  Health  Protection, 

South  Carolina  Department  of 
Health  and  Environmental  Control, 
Columbia,  S.C. 
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USE  OF  ANTIBIOTICS  IN  COMBINATION 


In  this  issue  of  The  Journal,  Doctors  Faris  and 
Dreskin  from  Greenville  provide  a study  of  antibi- 
otic synergysm.  Since  this  issue  was  last  reviewed 
in  The  Journal  some  years  ago  (by  Dr.  Charlton 
DeSaussure  of  Charleston),  little  agreement  has 
been  reached  as  to  how  often  such  synergistic 
combinations  of  antibiotics  are  actually  necessary. 
It  is,  however,  generally  agreed  that  successful 
antimicrobial  therapy  necessitates  killing  the  mi- 
croorganisms (as  opposed  to  inhibiting  their 
growth)  in  only  three  situations:  endocarditis, 
meningitis,  and  sepsis  in  persons  with  profound 
neutropenia.  A common  denominator  of  these 
three  situations  is  inadequate  leukocyte  function. 
In  other  situations,  it  is  generally  acknowledged 
that  host  defense  mechanisms  and/or  surgical 
drainage  are  the  ultimate  keys  to  a successful 
outcome. 
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There  are,  however,  numerous  gray  areas”  in 
which  synergistic  combinations  are  of  potential 
value  and  are  supported  by  various  anecdotal 
experiences.  With  the  current  onslaught  of  new 
penicillin  and  cephalosporin  derivatives,  physi- 
cians will  be  bombarded  with  an  increasing  num- 
ber of  studies  suggesting  the  need  to  use  increas- 
ingly expensive  combination  therapies.  Except  in 
research  centers,  physicians  will  seldom  have  ac- 
cess to  the  specialized  studies  necessary  to  prove 
that  such  synergy  actually  exists  against  the  in- 
fecting microorganisms  isolated  from  individual 
patients.  The  serum  bactericidal  test,  properly 
carried  out,  offers  a rough  guide  2 but  in  general 
this  is  yet  another  area  of  clinical  medicine  in 
which  healthy  skepticism  is  often  in  the  patient’s 
best  interests. 

— CSB 
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WHITHER  PRIMARY  CARE? 

“ Treat  not  the  disease  but  the  man” 

— Galen,  circa  200  A.D. 

“ Direct  observation  and  applied  logic,  openly 
shared,  are  what  brought  medicine  to  its  present 
position.  Once  we  abandon  direct  observation 
and  the  application  of  logic,  we  lose  the  source  of 
our  profession  s power  that  is  non-societally  de- 
termined. Once  we  lose  that  power  — once  we  no 
longer  know  what  tests  to  order,  what  scan  to 
skip,  what  medicine  to  use  — we  have  violated 
our  social  contract  and  we  will  predictably  lose 
that  part  of  our  power  that  is  societally  deter- 
mined.” 

— J.  D.  Sapira,  19831 

That  the  medical  profession  may  experience 
radical  changes  before  the  turn  of  the  century  has 
become  a truism.  On  the  one  hand,  numerous 
observers  predict  a physician  surplus.  On  the 
other  hand,  legislation  continues  to  be  proposed 
— most  recently  by  Senator  Kennedy  — which 
would  limit  not  only  the  fees  but  also  the  freedom 
of  physicians. 

The  future  health  of  medicine  may  depend  in 
large  measure  on  the  health  and  also  the  identity 
of  the  primary  care  specialties.  These  will  depend, 
in  turn,  on  the  efforts  of  organized  medicine. 

It  is  becoming  widely  acknowledged  that  there 
are  already  “enough”  specialists  and  subspecial- 
ists in  many,  perhaps  most  areas.2  Manpower  con- 
siderations strongly  suggest  that  a greater  portion 
of  graduating  medical  students  should  enter  the 
primary  care  disciplines.  However,  it  can  be  ar- 
gued that  more  primary  care  providers  are  not 
really  needed.  It  can  be  argued  that  many  of  the 
functions  of  these  “additional”  practitioners  could 
be  met  more  economically  by  a host  of  other 
persons:  psychologists,  optometrists,  social  work- 
ers, wellness  counselors,  nutritionists,  and  nurse 
practitioners,  to  name  but  a few.  It  can  be  argued 
that  most  real  medical  care  is,  in  fact,  specialty 
care,  and  that  the  need  for  medical  manpower  is 


2.  Van  Laethem  YV,  Lagast  H,  Klastersky  J:  Serum  bacterici- 
dal activity  of  ceftazidime  and  cefoperazone  alone  or  in 
combination  with  amikacin  against  Pseudomonas 
aeruginosa  and  Klebsiella  pneumoniae.  Antimicrob  Agents 
Chemother  23:  435-439,  1983. 


not  for  more  primary  care  providers  but  for  more 
specialists.  One  study  suggested  that  “patients 
may  not  value  an  ongoing  relationship  with  one 
physician  as  much  as  has  been  assumed”  when 
offered  a choice.3  It  can  be  argued  that  the  op- 
timum model  for  health  care  delivery  even  in 
remote  rural  areas  is  not  that  of  a “family  practi- 
tioner for  every  hamlet”  but  rather  the  Mayo 
Clinic  model  — a multispeciality  group  practice 
within  reasonable  driving  distance  of  each  town- 
ship. What  definite  identity,  then,  can  these  fu- 
ture primary  care  providers  claim  for  themselves? 

A recent  editorialist  makes  a cogent  case  that 
“the  narrower  the  scope  of  various  subspecialty 
skills  and  practices,  the  greater  demand  there  will 
be  for  an  integrator  in  clinical  care,  teaching,  and 
research.”4  Reasons  cited  for  encouraging  more 
young  physicians  to  enter  the  primary  care  spe- 
cialities included:  (1)  the  need  for  continuity  of 
care;  (2)  the  need  for  concern  for  the  entire  fam- 
ily; (3)  the  need  for  a coordinator  in  situations 
calling  for  complex  decision-making;  (4)  the  need 
for  practitioners  of  preventive  medicine;  and  (5) 
the  need  for  “compassion  and  humanism  in  the 
daily  practice  of  medicine.” 

Senator  Kennedy  cited  the  spiralling  costs  of 
medical  care  as  the  single  major  rationale  for  his 
proposed  legislation.5  He  reviewed  data  suggest- 
ing that  health  costs  have  risen  “from  a little  over 
7 percent  of  our  gross  national  product  [a  decade 
ago]  to  a point  today  where  they  consume  10.5 
cents  of  every  dollar  generated  by  the  U.S.  econ- 
omy.” It  is  often  stated  that  increasing  numbers  of 
physicians  will  only  further  increase  the  national 
expenditure  on  health  care.  However,  having 
more  primary  care  physicians  who  genuinely  care 
about  their  patients  should,  in  the  long  run,  lower 
or  at  least  stabilize  the  overall  expenditure  on 
health  care.  Such  physicians  can  promote  cost 
containment  by  caring  decisions  in  two  key  areas: 
(1)  cost-effective  use  of  diagnostic  procedures  and 
laboratory  tests;  and  (2)  wise  and  thoughtful  deci- 
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sion-making  for  patients  caught  in  situations  in 
which  even  the  most  expensive  and  painful  of 
therapies  offer  an  exceedingly  remote  chance  for 
joyful  life.  All  too  often,  specialists  and  subspecial- 
ists who  lack  prolonged,  over-the-years  relation- 
ships with  the  patient  and  the  patient’s  family  are 
unable  to  make  cost-effective  decisions  in  such 
situations.  By  default,  the  costly  technological  im- 
perative to  do  more  reigns. 

It  is  argued  that  it  is  difficult  for  the  economy  to 
absorb  physicians,  compared  to  its  ability  to  ab- 
sorb lawyers,  because  medicine  is  a less  versatile 
profession  than  is  the  law.2  Even  the  existing 
versatility  of  medicine  is  frequently  threatened 
by  other  groups  desiring  to  provide  services  cus- 
tomarily provided  by  physicians.  An  improved 
ability  for  the  economy  to  absorb  more  physicians 
can  be  achieved  primarily  by  an  expanded  rather 


than  reduced  role  for  primary  care  providers. 
Young  persons  entering  the  primary  care  spe- 
cialties should  appreciate  the  importance  of  orga- 
nized medicine  for  preservation  of  their  functions 
in  the  face  of  mounting  economic  and  political 
pressures. 

— CSB 
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"I  tdd  him  to  get  help 
for  his  drinking.  He 
tdd  me  to  go  to  hell.'' 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self- growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro- 
blem with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall. 


JCAH  ACCREDITED.  BLUE  CROSS/CHAMPUS  PROVIDER. 
MOST  PRIVATE  INSURANCE  ACCEPTED. 


FENWICK  HALL 


John  H.  Magill,  Executive  Director 
P.O.  Box  688,  Johns  Island,  South  Carolina  29455  (803)  559-2461 
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ON  THE  COVER:  “FIRST  PHYSICIAN 
IN  SPARTANBURG  COUNTY” 
Andrew  Barry  Moore,  M.D.,  1771-1848 

Pictured  on  the  cover  is  the  restoration  of  Dr. 
Andrew  Barry  Moore’s  office  as  it  presently  stands 
on  Walnut  Grove  plantation  in  Spartanburg 
County.  This  structure  has  been  restored  as  a part 
of  the  Walnut  Grove  restoration  complex  which  is 
on  the  National  Register  of  Historic  Places.  The 
Women’s  Auxiliary  of  Spartanburg  County  Medi- 
cal Society  and  the  Spartanburg  County  Historical 
Association  have  been  responsible  for  the  beauti- 
ful reconstruction  of  the  office,  with  the  place- 
ment of  medical  implements  of  the  period  which 
include  Dr.  Moore’s  original  walnut  medicine 
mixing  table  shown  below  in  addition  to  medicine 
chest,  balances,  stethoscopes  and  18th  and  19th 
century  medical  jars.  In  addition,  there  are  the 
medical  journals  from  Dr.  Moore’s  extensive  li- 
brary for  the  period  of  1800  to  1816.  The  journals 
provide  both  an  historical  accounting  for  the  ser- 
vices rendered  and  their  reimbursement,  inter- 
estingly showing  that  barter  through  the  use  of 
cloth,  whiskey,  saddle  bags,  and  other  personal 
items  were  frequently  forms  of  payment.  Also, 
there  is  a complete  listing  of  patient  names, 
providing  somewhat  of  a census  for  that  period. 

Dr.  Andrew  Barry  Moore  was  born  February 
11,  1771.  He  was  a student  at  Dickinson  College 
where  he  graduated  in  1795.  Two  of  his  close 
associates  were  Chief  Justice  of  the  United  States 
Supreme  Court,  Roger  B.  Taney,  and  his  mentor, 
Dr.  Benjamin  Rush  under  whom  he  read  medi- 
cine in  Philadelphia.  In  addition  to  the  practice  of 
medicine,  Dr.  Moore  was  a prominent  commu- 
nity figure.  He  was  a farmer  and  postmaster.  He 


served  four  terms  in  the  South  Carolina  General 
Assembly  and  was  an  elder  in  the  Nazareth  Pres- 
byterian Church.  Dr.  Moore’s  two  marriages  pro- 
duced four  children,  only  two  of  whom  survived 
until  adulthood. 

Dr.  Moore  practiced  until  his  death  on  January 
23,  1848.  He  was  laid  to  rest  in  the  Walnut  Grove 
Family  Cemetery. 

— Thomas  M.  Leland,  M.D. 


Ed.  Note:  The  Journal  is  grateful  to  John  E.  Wolfe,  Jr.,  who 
volunteered  his  time  to  take  and  develop  the  pictures  used  for 
this  cover  story. 
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PHYSICIANS 
TRY  AIR  FORCE 


Experience  Air  Force  medicine.  It  can  be  just  what 
like  your  medical  practice  to  be.  More  time  to  practice  medi- 
cine. More  time  with  your  family.  Even  more  time  for  your 
hobbies.  It’s  all  part  of  Air  Force  EXPERIENCE.  Talk  to  a 
member  of  our  medical  placement  team  today.  Find  out  how 
you  can  experience  the  perfect  medical  practice  as  an  AIR 
FORCE  PHYSICIAN. 


AIR  FORCE 


USAF  Health  Professions 
741  Bultman  Drive,  Suite  18 
Sumter,  SC  29150  803-775-1819 


INAUGURAL  ADDRESS 
Mrs.  J.  Frank  Biggers,  III 
April  15,  1983 


I accept  the  Presidency  of  the  South  Carolina  Medical  Association  Auxiliary  with  humility,  gratitude 
and  a keen  sense  of  responsibility  to  protect  and  enhance  the  integrity  of  this  fine  organization. 

This  year  we  will  celebrate  the  60th  anniversary  of  our  state  auxiliary.  Born  in  Charleston  in  1923,  the 
auxiliary  has  matured  and  grown  to  encompass  over  1500  members  all  across  the  Palmetto  State,  from  the 
seashore  to  the  rolling  hills  and  mountains  of  the  Piedmont. 

We  are  the  heirs  of  a proud  legacy  of  sixty  years  of  service,  growth  and  vast  accomplishments.  Our 
predecessors  have  earned  our  gratitude  and  admiration,  but  we  must  not  rest  on  their  laurels  — we  must 
earn  our  own. 

In  our  rapidly  changing  society,  the  needs  of  our  people  are  ever  changing,  as  are  the  needs  of  our 
members.  We  must  dare  to  look  ahead  — we  must  dare  to  dream  — we  must  dare  to  act. 

The  national  focus  for  1983-1984  will  be  “Children  and  Youth,”  under  the  umbrella  of  the  Shape  Up 
For  Life  program.  Child  abuse  and  neglect  has  been  a key  area  of  concern  for  the  state  auxiliary  since 
1973.  Our  Child  Protection  Project  has  been  an  effective  means  of  bringing  about  change  in  South 
Carolina.  However,  as  more  doors  are  opened  as  we  become  more  aware,  we  are  staggered  by  the  severity 
of  the  problem  in  our  state  and  our  nation. 

The  drug  problem  is  in  epidemic  proportion,  especially  among  our  youth.  We  are  told  that  30%  of 
today’s  teens  have  tried  drugs  and  that  50%  of  all  auto  accidents  are  drug  or  alcohol  related.  As  mothers  and 
as  concerned  citizens,  we  must  become  involved  — our  children  need  our  help. 

As  physicians’  spouses  we  are  a multi-faceted  group;  we  are  educated,  informed,  talented  individuals. 
Many  of  us  are  professionals  pursuing  our  own  careers.  Because  of  our  relationship  to  the  medical 
profession  and  our  contacts  in  the  communities,  we  have  a unique  opportunity  to  discover  unmet  health 
needs. 

We  have  the  potential  of  being  a highly  valuable  asset  for  the  Medical  Association  because  we  have  only 
their  best  interests  as  our  objectives. 

We  are  active,  we  are  involved  and  we  have  a grass-roots  organization  that  should  be  the  envy  of  any 
politician.  As  individuals,  we  each  make  a difference  in  this  world,  but  collectively,  as  an  organization,  we 
have  tremendous  potential  for  public  influence  and  service. 

Auxiliary  needs  our  talents  and  professional  skills.  Through  auxiliary  we  can  work  together  toward  our 
common  purpose  — good  health  for  the  people  of  South  Carolina. 

I challenge  you  — as  Auxilians  — to  reach  out  and  touch  the  people  of  our  communities  and  state  and 
help  them  live  healthier,  happier  lives.  Reach  out  and  touch  our  fellow  medical  family  members  as  we  all 
try  to  cope  with  these  stressful  times.  Reach  out  and  touch  someone  in  auxiliary  to  help  nurture  the  growth 
of  this  great  organization. 

I pledge  to  you  my  best  efforts  and  ask  for  your  continued  support  as  we  work  together  to  add  another 
successful  year  to  our  60-year  history  of  service. 


May  1983 


303 


IIME 10  REORDER? 


Save  Time,  Save  Money  with 
Wilmer  Medical  Management  Forms 


Wilmer  compatible  pegboard 
forms  are  interchangeable  with 
the  most  popular  health  care 
systems  offered  by  Control-O- 
Fax,  Safeguard,  NBS,  and 
McBee. 

Now  reorder  medical  man- 
agement forms  and  save  both 
time  and  money  with  Wilmer 
compatible  forms  and  sys- 
tems. All  the  most  widely  used 
checks,  receipts,  patient  led- 
gers, day  sheets,  and 
envelopes  are  now  available 
including  the  increasingly 
popular  multi-part  receipt/ 
insurance  claim  form  we  call 
“Superslip™” 


WILMER  OFFERS  COMPATIBLE  FORMS  FOR: 


FORMS  YOU  CAN  COUNT  ON 


SEE  YOUR  LOCAL  OFFICE  PRODUCTS  DEALER 

OR  CALL  TOLL-FREE  1-800-621-8131. 


From  the  State  House: 

LEGISLATIVE  UPDATE 


June,  1983 

The  State  Legislature  has  a case  of  "Adjournment  Fever."  Both  House  and  Senate  have 
finished  most  of  the  "must"  items  for  the  year.  Final  adjournment  will  likely  come 
shortly  after  you  have  received  this  issue  of  the  Update . It  should  be  noted  that  all 
legislation  that  does  not  pass  the  Legislature  this  year  can,  and  usually  will,  be 
carried  over  into  the  1984  session. 

LEGISLATURE  CREATES  NEW  HEALTH  PANEL 


On  Tuesday,  June  7,  1983  SCMA  President,  Randolph  D.  Smoak,  Jr.,  M.  D. , and  Immediate 
Past  President,  Euta  M.  Colvin,  M.  D. , participated  in  a signing  ceremony  with  Governor 
Dick  Riley  at  the  S.  C.  State  House.  The  occasion  was  the  passage  of  one  of  the 
Governor’s  major  initiatives — a new  commission  to  allocate  $300  million  in  Medicaid 
and  Human  Services  Funds.  SCMA  was  in  support  of  its  creation  throughout  the  year. 

The  Panel,  which  is  referred  to  as  the  State  Health  and  Human  Services  Finance  Commis- 
sion, would  strip  the  Department  of  Social  Services  of  its  current  authority  over 
certain  federal  welfare  funds,  including  the  controversial  Medicaid  program,  which  was 
designed  to  pay  health  care  costs  for  the  poor,  blind  and  disabled.  Much  of  this  money 
had  previously  gone  to  private  nursing  home  profits,  an  aspect  which  received  substan- 
tial attention  in  a series  of  news  articles  in  the  various  state  newspapers.  The 
Commission  would  set  policy  for  spending  money  for  Medicaid  and  from  the  Social  Services' 
Block  Grant  Program,  both  currently  run  by  DSS.  The  block  grant  money  includes  day  care 
services,  nutrition  and  other  programs. 

An  important  aspect  of  the  new  Commission  will  be  an  Advisory  Committee,  which  will  have 
substantial  input  on  planning  and  allocation  of  funds.  At  the  urging  of  SCMA  officers, 
the  Governor  has  stated  his  intentions  to  have  physician  representation  on  this  panel. 
This  will  come  about  as  the  Commission  is  being  set  up  and  implemented,  a process  that 
will  reportedly  take  about  a year. 

We  are  hopeful  that  this  new  Commission  will  be  a step  in  the  right  direction  as  regards 
getting  a handle  on  the  managerial  and  funding  allocation  problems  at  DSS. 

OPTOMETRY  BILL  PASSES  HOUSE  OF  REPRESENTATIVES  - H.2582 

H.258 2,  which  would  allow  optometrists  to  use  prescription  drugs  in  the  human  eye,  passed 
the  House  of  Representatives  the  last  week  in  May.  It  will  be  taken  up  next  year  by  the 
Senate  Medical  Affairs,  which  has  promised  to  allow  us  to  present  our  viewpoints  on 
various  alternatives  to  the  version  introduced  in  the  House — something  the  House  Medical 
Affairs  Committee  refused  to  allow  us  to  do  earlier  this  year. 

Due  to  lack  of  input  at  the  House  committee  level,  this  legislation  still  does  not 
define  the  specific  drugs  that  optometrists  would  utilize,  nor  does  it  outline — even  in 
the  broadest  terms — the  educational  requirements  for  optometrists  to  undertake  this 


responsibility.  Furthermore,  SCMA  is  highly  desirous  of  the  bill  being  amended  to  require 
referral  of  certain  patients  who  suffer  from  pathological  conditions  to  physicians,  have 
the  optometrist  maintain  adequate  records  on  each  patient  and  require  optometrists  utiliz- 
ing prescription  drugs  to  acquire  adequate  liability  coverage  for  malpractice. 

Action  recommended:  Urge  every  State  Senator  of  the  dangers  of  untrained  practitioners 

utilizing  prescription  drugs  in  the  human  eye,  and  the  need  to  defeat  such  unnecessary 
legislation.  In  the  alternative,  urge  that  the  above-mentioned  amendments  be  added  to  the 
bill  to  ensure  greater  public  safety. 

PERMANENT  JUA  BECOMES  LAW 

On  May  31,  1983,  four  days  after  it  had  received  final  legislative  approval,  the  Governor 
signed  S.369  into  law.  No  longer  will  it  be  necessary  for  the  Joint  Underwriting  Associa- 
tion (JUA)  to  be  "renewed"  every  two  years  by  passage  of  a resolution  in  the  Legislature. 
The  2,600  physicians  and  40+  hospitals  in  the  state  insured  under  this  plan  can  now  be 
assured  of  its  virtually  permanent  existence. 

INSURANCE  "EQUALITY11  LEGISLATION  - H.2737  (Psychologists)  & H . 2772  (Chiropractors) 

These  bills  would,  in  a nutshell,  mandate  that  all  health  insurance  policies  pay  for  those 
services  rendered  by  a psychologist  ( H.2737 ) or  by  a chiropractor  (H. 2772)  when  a physician 
or  his  patient  is  reimbursed  for  similar  services.  SCMA  has  voiced  strong  opposition  to 
both  bills  and  has  written  the  House  Labor,  Commerce  & Industry  Committee,  where  each  bill 
is  currently  located,  asking  that  we  be  heard  in  opposition.  Hearings  may  be  scheduled 
this  fall. 

The  evidence  seems  clear  that  mandating  additional  coverage  to  every  limited  health  profes- 
sion will  only  serve  to  further  raise  costs.  We  have  long  argued  that  health  insurance 
should  focus  on  substantial  illnesses — not  on  minor  aches  and  pains.  Furthermore,  most 
insurance  companies  now  offer  additional  riders  to  allow  coverage  for  services  of  psycho- 
logists or  chiropractors.  Those  persons  desiring  such  coverage  need  only  to  ask  for  it. 

MEDICAID 


While  the  Senate  and  House  have  yet  to  agree  on  the  final  version  of  the  State  Appropriations 
bill  for  the  fiscal  year  1983-84,  both  have  now  approved  the  DSS  section,  which  provides 
for  a $2  million  increase  (from  $21.1  million  to  $23.1  million)  for  the  physicians’  reim- 
bursement formula.  It  now  seems  fully  apparent  that  these  funds  will  stay  in  the  budget. 

EMS  LEGISLATION  - S.260  & H.2534 


The  various  county  Emergency  Medical  Services  (EMS)  Programs  have  fallen  on  hard  times; 
many  local  units  and  the  four  regional  instruction  centers  have  been  in  danger  of  completely 
closing  down.  This  fact  is  due  to  withdrawal  of  federal  funding.  Several  counties  under- 
write the  cost  of  an  EMS  program,  whereas  other  counties  refuse  to  fund  same. 

Both  S.260  and  H.2534  were  introduced  in  the  Senate  and  House  respectively  to  alleviate 
the  tight  money  situation  with  the  program  by  taxing  all  auto,  accident  and  health  insurance 
policies.  The  SCMA  House  of  Delegates  in  April,  in  voting  to  support  this  legislation, 
asked  that  alternate  methods  of  funding  be  explored.  Most  legislative  leaders  feel  that 
insurance  premiums  are  inappropriate  as  a support  mechanism,  and  word  has  it  that  the  bills 
may  be  amended  to  focus  instead  on  taxing  of  automobile  license  tags  for  funding. 

Time  has,  unfortunately,  run  out  on  getting  a comprehensive  bill  through  this  year.  The 
Senate  Finance  Committee  did  add  a moderate  amount  of  funds  ($200,000)  to  the  State  Budget 
Bill  to  merely  cover  the  cost  of  operating  the  Regional  Instruction  Centers  for  one  more 
year . 
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INVASIVE  URORADIOLOGY : AN  UPDATE* 

NEIL  H.  PARNES,  M.D. 

M.  LEE  ARNETT,  JR.,  M.D.** 


Traditionally,  urologists  have  used  the  urethra 
and  bladder  as  a conduit  to  the  upper  urinary 
system  via  retrograde  procedures  such  as  endo- 
scopic brush  biopsy,  stone  manipulation,  ureteral 
catherization,  etc.  As  early  as  1954,  Dr.  Willard 
Goodwin  announced  the  use  of  percutaneous 
trocar  nephrostomy  for  antegrade  pyelography 
and  temporary  nephrostomy  drainage  in  the 
treatment  of  hydronephrosis.1  Although  Dr. 
Goodwin  continued  to  use  these  techniques  and 
has  continued  to  pioneer  innovative  techniques  in 
Urology,  the  vast  majority  of  urologists  failed  to 
apply  these  techniques  until  recently,  largely  due 
to  the  advances  made  in  vascular  catheters  and 
guides  pioneered  by  Dr.  Seldinger,  a radiologist. 
Today,  in  most  general  hospitals,  interventional 
uroradiology,  as  these  techniques  have  become 
known,  are  common-place  procedures,  allowing 
the  urologist  a direct  conduit  to  the  upper  urinary 
system. 

The  development  of  the  Seldinger  technique 
has  allowed  for  the  percutaneous  catheterization 
of  multiple  organ  systems  and  cavities.  In  the  uri- 
nary tract  numerous  percutaneous  procedures 
have  evolved  and  expanded  tremendously  in  the 
past  decade  due  to  improved  methodology  and 
equipment.  At  Spartanburg  General  Hospital, 
urologists  and  radiologists  have  jointly  managed 


° From  the  Department  of  Radiology  and  the  Department  of 
Urology,  Spartanburg  General  Hospital,  Spartanburg,  S.C. 

°°  Address  correspondence  to  Dr.  Arnett  at  113  Catawba 
Street,  Spartanburg,  S.C.  29303. 


multiple  difficult  problems  utilizing  these  tech- 
niques. It  is  the  purpose  of  this  review  to  update 
the  status  of  interventional  uroradiology  and  to 
present  some  selected  cases  done  at  our  hospital. 

DISCUSSION 

Percutaneous  nephrostomy,  (PCN),  is  the  most 
common  of  the  therapeutic  interventional  urora- 
diologic  procedures.  Under  ultrasonographic  and 
fluoroscopic  guidance,  the  renal  collecting  system 
is  localized  and  an  appropriate  catheter  intro- 
duced percutaneously  with  either  a trocar  or 
catheter  guidewire  (Seldinger)  technique.  Com- 
plications are  small  and  have  included  infection 
(1-2%),  hemorrhage  (1-2%),  and  urinary  extrava- 
sation (1%).  Traditional  indications  for  PCN  were 
limited  to  temporary  drainage  for  treatment  of 
obstruction  due  to  post-operative,  calculus,  or 
neoplastic  etiologies,  for  the  pre-operative  evalua- 
tion of  ureterodynamics,  and  for  treatment  of 
leaks  and  fistula.2  The  evolution  of  the  PCN  tech- 
nique now  encompasses  both  diagnosis  and  treat- 
ment through  the  use  of  the  nephrostomy  tract  as 
a conduit  to  the  pelvioureteral  unit.  Procedures 
such  as  brush  biopsies,  placement  of  permanent 
ureteral  stents,  stone  dissolution  through  irriga- 
tion, stone  manipulation  and  basket  extraction 
and  Grutzig  balloon  dilatation  of  ureteral  stric- 
tures are  now  common  and  possible  in  any  ade- 
quately equipped  Radiology  Department.3-  4-  5-  6 
On  the  horizon,  nephroscopy,  the  direct  in  vivo 
visualization  of  the  pyelocaliceal  system  via  the 
nephrostomy  tract  is  another  new  development. 
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Percutaneous  cyst  puncture  and  aspiration  un- 
der ultrasonographic  guidance  for  the  assessment 
of  asymptomatic  space  occupying  lesions  of  the 
kidney  is  a technically  simple  and  well  accepted 
procedure.  Cytologic  and  chemical  analysis  of  the 
aspirate  can  help  differentiate  between  benign 
simple  cyst,  abscess,  and  tumors.  Major  complica- 
tions are  low  (1.4%)  with  perirenal  hemorrhage 
the  most  common.7  Most  simple  cysts  are  as- 
symptomatic  but  can  occasionally  cause  obstruc- 
tion of  calyces  or  renal  parenchyma  with  second- 
ary renin-dependent  hypertension  or  be  of  such 
large  volume  as  to  be  uncomfortable  to  the  pa- 
tient. These  lesions  can  be  aspirated  and  ablated, 
if  necessary,  with  such  agents  as  quinacrine.  In 
addition,  this  simple  technique  can  not  only  help 
diagnose  infected  renal  cysts  or  perirenal  ab- 
scesses but  also  be  therapeutic  by  drainage  under 
appropriate  antibiotic  coverage. 

Urologic  vascular  interventional  techniques  in- 
clude percutaneous  transluminal  angioplasty8  by 
balloon  catheter  as  indicated  in  patients  with  re- 
nal artery  stenosis  that  is  secondary  to  arterioscle- 
rosis and  fibromuscular  hyperplasia  which  causes 
renovascular  hypertension.  This  technique  is  felt 
to  be  more  successful  in  the  latter  rather  than  the 
former  group  of  patients.  Long  term  results  are 
still  pending  but  the  impact  on  patient  manage- 
ment would  include  the  elimination  of  renal  ar- 
tery bypass  surgery  in  a number  of  patients.9  In  a 
younger  patient  population  with  medically  con- 
trolled renovascular  hypertension  it  would  save 
these  patients  from  years  of  medical  therapy  and 
their  side  effects.  If  a renal  artery  stenosis  should 
occur,  the  lesion  is  still  amendable  to  re-balloon 
dilatation. 

Therapeutic  embolization  involves  the  trans- 
catheter introduction  of  various  materials,  pri- 
marily Gelfoam  or  steel  coils  into  the  renal  arterial 
bed  after  preliminary  diagnostic  renal  arteriogra- 
phy.10 This  technique  is  used  in  the  pre-operative 
embolization  of  renal  carcinoma  primarily  to  de- 
crease intraoperative  blood  loss.  However,  a sig- 
nificant number  of  patients  suffer  moderate 
discomfort  from  flank  pain,  fever,  and  nausea  and 
this  practice  has  been  discontinued  in  some  major 
medical  centers.  Embolization  after  selective  ar- 
teriography has  also  been  used  to  control  renal 
hemorrhage  due  to  trauma,  arteriovenous  malfor- 
mation, mycotic  aneurysms,  spermatic  varicocele 
obliteration  for  the  treatment  of  infertility  and 
pain,  and  also  to  ablate  high  renin  producing 


kidneys  in  post  transplant  patients. 

REPRESENTATIVE  CASE  REPORTS 

Case  One 

This  is  a 33-year-old  patient  born  with  a men- 
ingomyelocele who  later  underwent  ileoconduit 
urinary  diversion  for  upper  tract  deterioration 
and  urinary  incontinence.  Twenty  years  later  he 
has  developed  recurrent  pyelonephritis  and  fur- 
ther renal  deterioration  due  to  hydronephrosis 
(Fig.  1- A).  Bilateral  percutaneous  nephrostomies 
were  performed  to  decompress  the  kidneys  in 
preparation  for  colon  conduit  urinarv  diversion 
(Fig.  1-B). 


Case  Two 

A 55-year-old  white  male  with  right  flank  pain 
was  found  to  have  a mass  on  IVP.  Renal  ultra- 
sonography demonstrated  a 4.3cm.  echolucent 
mass  in  the  upper  pole  (Fig.  2-A). 

Rescanning  after  percutaneous  aspiration  (Fig. 
2-B)  demonstrated  total  drainage  of  the  mass. 


FIGURE  1 A — Case  1,  33-year-old  man  with  meningomye- 
locele and  ileoconduit  urinary  diversion.  Bilateral 
hydronephrosis. 
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FIGURE  IB  — After  bilateral  nephrostomy  tube  placement 
(arrows).  Both  renal  collecting  systems  are  now  decom- 
pressed. 


Histological  and  chemical  analysis  of  the  aspirate 
confirmed  the  mass  to  be  a benign  renal  cyst. 

Case  Three 

This  is  a 15-year-old  female  with  disseminated 
candidiasis  secondary  to  acute  leukemia  and 
chemotherapy.  She  developed  life  threatening 
hematuria  lateralized  to  the  right  kidney  by 
cystoscopic  examination.  Angiography  (Fig.  3- 
A,B)  disclosed  a mycotic  aneurysm  of  a segmental 
renal  artery  with  erosion  into  the  calyceal  system. 
Angiographic  embolization  was  performed  result- 
ing in  cessation  of  bleeding  and  thereby  avoided  a 
nephrectomy  (Fig.  3-C). 

Case  Four 

This  is  a 17-year-old  female  with  chronic  left 
lumbar  pain.  An  IVP  was  remarkable  for  scallop- 
ing of  the  medial  aspect  of  the  proximal  left 
ureter.  CT  scan  of  the  abdomen  and  retrograde 
pyelography  were  noncontributory.  The  ureteral 
defects  were  felt  to  be  secondary  to  vascular  im- 
pressions, either  arterial  or  venous.  As  she  was  not 
hypertensive,  selective  left  gonadol  vein  cather- 
ization  was  performed.  The  defects  seen  on  IVP 
corresponded  to  the  serpiginous  course  of  the  left 
gonadol  vein  (Fig.  4).  This  case  was  felt  to  repre- 
sent the  rare  entity  of  left  ovarian  vein  syndrome. 


FIGURE  2 A — Case  2,  55-year-old  white  male  with  right 
flank  pain.  A.  4.3  cm  echolucent  upper  pole  cyst  (arrow). 


FIGURE  2 B — After  aspiration.  Renal  cyst  totally  drained 
(arrow  points  to  site  of  cyst). 


SUMMARY 

It  is  our  hope  that  this  article  will  foster  enthusi- 
asm for  the  use  of  interventional  radiology  in 
general.  Although  this  article  has  dealt  with  spe- 
cific urologic  techniques,  percutaneous  treatment 
and  diagnosis  of  many  other  disorders  has  been 
described.  As  clinicians  we  must  encourage  and 
assist  our  radiologists  to  develop  innovative  uses 
for  this  new  technology.  We  must  not  continue  to 
offer  our  patients  open  surgical  procedures  if 
safer,  less  costly,  and  equally  effective  alternatives 
exist.  □ 
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FIGURE  3 — Case  3,  15-year-old  female  with  acute  leukemia,  disseminated  candidasis,  and  life  threatening  hematuria.  A.  and 

B.  Gross  extravasation  from  segmental  renal  artery  with  fistula  to  collecting  system  (arrows). 

C.  Repeat  arterigram  after  Gelfoam  embolization  with  complete  cessation  of  bleeding  (arrow  points  to  site  of  gelfoam  plug  in 
segmental  artery).  Note  blood  clot  in  proximal  ureter. 


FIGURE  4 — Case  4,  17-year-old  female  with  chronic  left 
lumbar  pain.  A.  Selective  left  renal  venogram  demonstrates 
serpiginous  gonadal  vein  imprinting  left  ureter  correspond- 
ing to  defects  seen  on  IVP. 
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EXERCISE  AND  THE  HEART* 


MICHAEL  P.  GALLAGHER,  M.D.** 
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INTRODUCTION 

Well  over  20,000,000  Americans  engage  in 
some  form  of  regular  exercise  for  various  reasons 
including  cardiovascular  conditioning,  weight 
control  and  simple  pleasure.  Around  this  group 
has  evolved  an  “exercise  industry”  that  includes 
everything  from  specialized  shoes  and  sportswear 
to  orthopaedic  subspecialists.  For  the  majority  of 
these  individuals,  their  participation  is  as  safe  and 
healthy  as  fresh  air,  but  within  this  group  of 
regular  exercisers  includes  not  only  well  people, 
but  individuals  with  known  pathology  (many  with 
heart  disease)  and,  perhaps  most  importantly,  in- 
dividuals who  think  that  they  are  well,  but  in  fact, 
have  subclinical  pathology. 

The  physician  caring  for  or  questioned  by  the 
patient  wishing  to  initiate  an  exercise  program 
must  have  a working  knowledge  of  the  effects  of 
regular  exercise,  particularly  in  terms  of  the  car- 
diovascular system.  It  is  the  purpose  of  this  paper 
to  review  the  effects  of  exercise  on  the  car- 
diovascular system  of  individuals  with  and  with- 
out heart  disease. 

PHYSIOLOGY  OF  EXERCISE 

The  total  cardiovascular  response  to  exercise  is 
complex  and  involves  several  adaptive  mecha- 
nisms. In  the  normal  patient  the  following  chang- 
es are  observed: 

1)  an  increase  in  heart  rate  and  contractility 
mediated  by  increased  sympathetic  nervous 
system  activity  and  the  withdrawal  of  vagal 
(parasympathetic)  input, 

2)  an  increase  in  ventricular  filling  (enhanced 
preload)  — the  Frank-Starling  mechanism, 
and 

3)  a fall  in  systemic  vascular  resistance  caused 
by  local  vasodilatation  and  opening  of  pre- 
viously closed  capillaries. 


° From  the  Cardiovascular  Division,  Department  of  Medi- 
cine, Medical  University  of  South  Carolina,  Charleston, 
S.  C. 
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These  changes  allow  for  an  increase  in  cardiac 
output  and  appropriate  redistribution  of  blood 
flow  to  exercising  limbs. 

Both  the  physically  conditioned  and  uncondi- 
tioned normal  person  will  demonstrate,  in  the  face 
of  increased  sympathetic  nervous  system  activity, 
an  increase  in  ejection  fraction  (that  percentage  of 
the  end  diastolic  volume  that  is  ejected  with  each 
systole)  by  more  than  5%  (absolute)  over  baseline. 
At  rest,  and  at  any  given  level  of  exercise,  the  long 
distance  runner  will  have  a larger  stroke  volume 
and  a slower  heart  rate  compared  to  the  sedentary 
normal  person.  Prolonged  exercise  training  in- 
duces left  ventricular  dilatation,  allowing  for  an 
enhanced  cardiac  output  on  the  basis  of  an  in- 
creased stroke  volume  rather  than  having  to  in- 
crease the  cardiac  output  by  increasing  the  heart 
rate  alone.  These  well-trained  distance  runners 
decrease  their  end  systolic  volume  earlier  and  to  a 
greater  extent  with  exercise  than  sedentary 
normals.1 

In  the  untrained  normal  patient  the  adaptive 
mechanism  utilized  depends  to  some  degree  on 
the  level  of  work  performed.  During  low  level 
exercise,  cardiac  output  increases  mainly  by  an 
increase  in  heart  rate.  Once  the  heart  rate  exceeds 
110/beats/min.,  however,  the  Frank-Starling 
mechanism  will  come  into  play  to  increase  the  end 
diastolic  volume,  and  the  ejection  fraction  will 
also  rise.2  Individuals  with  occult  or  clinically 
apparent  coronary  artery  disease  fail  to  show  an 
increase  in  ejection  fraction  with  exercise.  In  fact, 
this  failure  to  increase  the  ejection  fraction  is  a 
hallmark  of  ischemic  heart  disease  identified  by 
radionuclear  angiography. 

Positional  effects  on  cardiac  function  are  also 
important.  Sitting  bicycle  exercise  to  the  point  of 
fatigue  will  cause  a higher  absolute  heart  rate  and 
blood  pressure  than  supine  bicycle  exercise.  This 
is  why  supine  bicycle  ergometry  yields  a lower 
heart  rate  for  the  same  degree  of  stress,  occasion- 
ally resulting  in  the  patient’s  inability  to  reach  the 
“target  heart  rate”  during  stress  testing.  There  is 
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less  venous  return  in  the  sitting  position,  and 
therefore,  the  stroke  volume  will  be  less  necessitat- 
ing a higher  heart  rate  to  maintain  the  same 
cardiac  output.3 

The  normal  blood  pressure  response  to  exercise 
is  complex.  Normally,  the  systolic  blood  pressure 
will  increase  as  the  work  load  is  increased,  and  the 
diastolic  blood  pressure  shows  either  no  change  or 
a minimal  decline  with  isotonic  dynamic  exercise 
(such  as  running).  A fall  in  blood  pressure  can  be 
seen  in  normal  individuals  at  the  end  of  their 
exercise  capacity  due  to  lactic  acid  induced  vas- 
odilatation. An  early  fall  in  systolic  blood  pressure, 
during  low  levels  of  exercise,  is  suggestive  of  se- 
vere coronary  artery  disease  with  global  left  ven- 
tricular ischemia.  In  this  setting  the  diastolic  blood 
pressure  will  usually  rise,  resulting  in  a narrowing 
of  the  pulse  pressure. 

The  above  noted  central  circulatory  changes 
are  complemented  by  peripheral  circulatory 
changes.  Plasma  volume  may  increase  as  much  as 
15-30%  in  long  distance  runners,  and  lower  hema- 
tocrits (as  low  as  39  vol  %)  can  be  found  in  these 
trained  distance  runners.4  Skeletal  muscle  flow 
can  increase  up  to  20  times  basal  levels  with 
exercise.5  Local  autoregulation,  via  adenosine, 
mediates  the  opening  of  previously  closed  capil- 
laries. In  order  for  skeletal  muscle  to  dilate,  a rise 
in  systolic  blood  pressure  is  also  necessary.  The 
ability  of  skeletal  muscle  to  extract  and  utilize 
oxygen  is  genetically  predetermined.  For  exam- 
ple, world  class  distance  runners  have  a higher 
percentage  of  slow  twitch  muscle  fibers  compared 
to  normal.  Slow  twitch  muscle  fibers  have  higher 
concentrations  of  oxydative  enzymes,  greater  vas- 
cularity, higher  myoglobin  content,  slower  con- 
traction and  prolonged  aerobic  work  capacity. 
Therefore,  long  distance  runners  have  skeletal 
muscle  that  utilize  oxygen  more  efficiently  at  any 
given  cardiac  output.  The  skeletal  muscle  oxyda- 
tive enzyme  level  can  be  enhanced  by  exercise 
training  to  some  degree,  although  genetic  factors 
may  be  of  paramount  importance. 

RELATIONSHIP  OF  PHYSICAL  ACTIVITY 
TO  CORONARY  ARTERY  DISEASE 

Several  investigators  have  demonstrated  that 
regular  exercise  leads  to  lower  serum  triglycer- 
ides, lower  very  low  density  lipoprotein,  lower 
LDL-cholesterol  and  increase  in  the  concentra- 
tion of  HDL-cholesterol.6'  7 Even  patients  with 
clinically  evident  coronary  artery  disease  can  in- 
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crease  their  HDL-cholesterol  with  only  moderate 
regular  exercise.  However,  these  studies  often  fail 
to  take  into  account  the  other  lifestyle  changes 
associated  with  the  initiation  of  regular  exercise. 
These  include  dietary  and  weight  changes  which, 
in  themselves,  can  favorably  affect  plasma  lipid 
levels.  At  this  point  it  can  only  be  said  that  exercise 
may  play  a role  in  primary  and  secondary  preven- 
tion of  coronary  artery  disease  by  increasing  the 
level  of  HDL-cholesterol.  The  decline  in  coronary 
artery  disease  deaths,  currently  being  enjoyed  in 
the  United  States,  cannot  be  attributed  to  in- 
creased exercise  alone. 

The  role  of  intracoronary  thrombosis  in  acute 
myocardial  infarction  remains  controversial  as 
are  the  effects  of  exercise  on  the  intrinsic  lysis  of 
these  clots.  Williams  suggests  that  habitual  exer- 
cise may  protect  against  cardiovascular  disease  by 
enhancing  fibrinolysis.8  In  the  acute  exercising  of 
the  untrained  individual  the  coagulation  status  is 
enhanced,  probably  through  the  mediation  of 
catecholamines. 

Other  risk  factors  for  coronary  artery  disease 
that  may  be  favorably  affected  with  regular  exer- 
cise include  the  lowering  of  blood  pressure  and 
weight.  Also,  regular  exercise  discourages  its  par- 
ticipants from  smoking. 

Noakes  reported  four  autopsy  proven  cases  of 
severe  coronary  atherosclerosis  in  marathon  run- 
ners,9 proving  that  this  activity  does  not  afford  an 
absolute  protection  against  the  development  of 
coronary  artery  disease.  However,  Paffenbarger 
found  that  physical  inactivity  increased  the  risk  of 
fatal  myocardial  infarction  (by  a factor  of  8)  when 
compared  to  those  who  habitually  exercised.10 

ATHLETE’S  HEART  SYNDROME 

This  is  a constellation  of  “abnormal”  findings 
which  one  should  expect  if  the  several  adaptive 
mechanisms  occurring  with  chronic  exercise  are 
appreciated.  They  represent  normal  physiologic 
responses  to  prolonged  exercise;  however,  they  are 
frequently  misinterpreted  as  pathologic.  The 
physical  examination  of  the  heart  of  a well- 
trained  athlete  may  reveal  S3  and  S4  heart  sounds. 
A short,  innocent  systolic  ejection  murmur  is  fre- 
quently heard  over  the  cardiac  base  (roughly  40% 
of  individuals  studied).  The  electrocardiographic 
findings  include  sinus  bradycardia,  sinus  ar- 
rhythmia, junctional  rhythms  (usually  iso- 
rhythmic A-V  dissociation),  right  ventricular 
hypertrophy  patterns  in  younger  athletes,  left 
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ventricular  hypertrophy,  and  early  repolariza- 
tion. Periods  of  Mobitz  Type  I (Wenckebach) 
second  degree  A-V  block  and  sinus  bradycardia 
reflect  enhanced  vagal  tone  and  can  be  abolished 
by  exercise  or  atropine.  The  chest  x-ray  typically 
shows  cardiomegaly,  particularly  in  the  long  dis- 
tance runner.  Echocardiography  (Figure  1)  typ- 
ically shows  an  increased  left  ventricular  and  left 
atrial  size  with  normal  contractility. 


FIGURE  1 — Phonocardiogram  of  a marathon  runner 
showing  the  S3  and  S4  heart  sounds. 


FIGURE  2 — M-Mode  echocardiogram  of  the  marathon 
runner  in  FIGURE  1 showing  left  ventricular  chamber 
dilation  with  normal  systolic  contractility. 


SUDDEN  CARDIAC  DEATH 
DURING  EXERCISE 

The  most  common  cause  of  such  deaths  during 
exercise  in  athletes  over  age  25  is  coronary  artery 
disease.  In  younger  athletes  etiologies  such  as  hy- 
pertrophic cardiomyopathy,  congenital  anoma- 
lies of  the  coronary  arteries,  coronary  artery 
disease  (in  hyperlipoproteinemic  patients)  and 
Marfan’s  syndrome  with  aortic  rupture  occur. 
These  various  cardiac  conditions  may  be  asymp- 
tomatic, making  the  screening  physical  examina- 
tion extremely  important.  Table  I lists  several 
conditions  associated  with  sudden  death  during 
exercise  and  some  clinical  clues  that  may  aid  in 


their  detection. 


Table  I 

CONDITIONS  ASSOCIATED  WITH  SUDDEN  DEATH 
DURING  EXERCISE  AND  CLINICAL  CLUES.  (ALL 
MAY  OCCUR  IN  ASYMPTOMATIC  INDIVIDUALS.) 


Hypertrophic  Cardiomyopathy  — 

1)  increase  in  systolic  murmur  with  Valsalva  maneuver 

2)  angina  with  normal  coronary  arteries 

3)  definitive  diagnosis  by  echocardiography 

Congenital  coronary  artery  anomalies  — 

1)  chest  pain  and/or  dyspnea  with  exertion  in  a young 
person  < 30  years  old 

2)  definitive  diagnosis  by  coronary  arteriography 

Marfan’s  syndrome  — 

1)  characteristic  habitus 

2)  midsystolic  click  and  mid  to  late  systolic  murmur 

3)  definite  diagnosis  of  aortic  dilation  and  mitral  valve 
prolapse  by  echocardiography 

Occult  coronary  artery  disease  — 

1)  asymptomatic  patient  could  have  ST  segment  depression 
on  treadmill  test 

2)  family  history  of  early  coronary  artery  disease 


CONCLUSIONS  AND 
RECOMMENDATIONS 

For  the  asymptomatic  sedentary  male  over  age 
40  who  wishes  to  engage  in  strenuous  activity  for 
the  first  time,  a screening  history,  physical  and 
exercise  stress  test  seem  appropriate.  The  exercise 
stress  test  is  valuable  in  identifying  occult  coro- 
nary artery  disease,  although  one  must  remember 
that  its  sensitivity  in  detecting  coronary  artery 
disease  may  be  as  low  as  70%.  Still,  the  demonstra- 
tion of  a normal  hemodynamic  and  electrocar- 
diographic response  to  exercise  at  higher  heart 
rates  identifies  the  individual  at  significantly  re- 
duced risk  for  a sudden  coronary  death  during 
exercise.  Furthermore,  the  baseline  exercise  test 
establishes  the  person’s  baseline  physical  condi- 
tion (aerobic  fitness)  and  may  provide  the  physi- 
cian information  needed  in  writing  an  exercise 
prescription. 

For  the  asymptomatic  individual  age  20-40 
years  wishing  to  engage  in  physical  activity,  a 
screening  history  and  physical  examination  tai- 
lored to  detect  the  conditions  listed  in  Table  I 
would  seem  adequate.  For  those  persons  wishing 
to  engage  in  strenuous  physical  activity  with 
known  coronary  artery  disease,  such  as  the  post 
myocardial  infarction  patient,  referral  to  a car- 
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diac  rehabilitation  program  would  be  most  appro- 
priate. 

In  conclusion,  regular  physical  exercise  (partic- 
ularly isotonic  exercise)  appears  to  favorably  in- 
fluence several  coronary  artery  disease  risk 
factors,  and  in  several  studies  has  decreased  the 
risk  of  fatal  myocardial  infarction,  although  this 
protection  is  not  absolute.  The  cardiac  risks  of 
exercise  need  to  be  identified  in  the  various  sub- 
sets of  individuals,  and  the  physician  plays  a key 
role  in  determining  this  risk.  In  view  of  the  in- 
creasing health  awareness  in  the  United  States, 
physicians  are  advised  to  approach  regular  exer- 
cise as  any  other  type  of  potential  therapy  would 
be  approached,  that  is,  with  a sound  benefit  to  risk 
concept  in  mind.  □ 
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Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

<$>  anxiety 

❖ chest  pains  of  vague  origin 

❖ gastric  disturbances 

❖ depression 

❖ family  or  job-related  problems 

❖ hypertension 

❖ sleep  disturbances 

Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
311  Jones  Mill  Road  ♦ Statesboro,  Georgia  30458  ♦ JCAH  Accredited  ♦ (912)  764-6236 
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DIAGNOSIS  RELATED  GROUPS  (DRG’S)  SEMINARS 


SCMA  President,  Randolph  D.  Smoak , Jr.,  M.  D. , and  the  S.  C.  Medical  Care  Foundation 
President,  Thomas  C.  Rowland , Jr.,  M.  D. , have  jointly  announced  the  availability 
of  the  Foundation  to  conduct  seminars  on  DRG's  for  county  medical  societies  and/or 
hospital  staffs. 

The  1983  Social  Security  Amendments  recently  passed  by  Congress  included  the  imple- 
mentation of  prospective  payment  for  Medicare  based  on  Diagnosis  Related  Groups. 

This  payment  method  will  be  phased  in  over  a three-year  period  beginning  October  1, 
1983  and  is  expected  to  profoundly  change  the  incentives  related  to  the  financing 
of  hospital  services. 

The  DRG's  Seminars,  co-sponsored  by  the  SCMA  and  the  Foundation,  will  present  the 
mechanics  of  the  coding  procedures  and  the  effects  of  this  cost  containment  acti- 
vity on  individual  physicians.  To  schedule  a seminar  in  your  area,  contact  the 
S.  C.  Medical  Care  Foundation , P.  0.  Box  21667,  Columbia  29221,  or  call  779-4780 . 


LONG  RANGE  PLANNING  STUDY  UNDER  WAY 

As  approved  by  the  SCMA  House  of  Delegates  at  the  1983  Annual  Meeting,  the  long 
range  planning  study  of  the  SCMA,  its  subsidiary  and  affiliate  organizations,  is 
already  under  way  by  McManis  & Associates,  Washington,  D.  C.  Interviews  are  current- 
ly being  held  with  members  of  the  SCMA  leadership,  key  public  figures,  SCMA  mem- 
bers and  non-members,  and  SCMA  staff. 

Staff  is  preparing  an  environmental  assessment  to  identify  implicit  planning 
assumptions  and  preliminary  issues.  SCMA's  products  in  terms  of  member  needs  in 
the  current  and  changing  environment  will  be  defined;  the  image  of  the  SCMA  and 
its  perceived  effectiveness,  its  strengths  and  weaknesses  will  be  assessed.  A 
membership  survey  to  test  the  validity  of  the  planning  assumptions,  to  assess 
member  satisfaction  with  current  services,  and  to  test  responses  to  potential  new 
or  expanded  services  will  be  mailed  in  early  August. 

Following  the  environmental  assessment,  the  interviews,  and  the  membership  sur- 
vey, preliminary  program  plans  to  attain  the  SCMA  goals  and  objectives  will  be 
developed,  an  organizational  and  management  assessment  will  be  conducted,  and 
financial  and  risk  implications  will  be  analyzed.  A final  strategic  plan  of  action 
will  be  presented  to  the  SCMA  Council  and  the  Long  Range  Planning  Commission  in 
December . 


BLOCK  GRANT  APPLICATIONS  REVIEWED 


The  SCMA  has  just  completed  studies  of  the  Preventive  Health  and  Public  Health 
Services  Block  Grant,  and  the  Mental  Health  Block  Grant  proposals.  The  Commission 
on  Public  Health  reviewed  the  Preventive  Health  and  Public  Health  Services  Block 
Grant,  and,  with  the  approval  of  the  SCMA  Executive  Committee,  forwarded  its 
recommendations  and  concerns  in  certain  areas  to  the  S.  C.  Department  of  Health 
and  Environmental  Control. 

The  SCMA  Committee  on  Mental  Health  reviewed  the  Mental  Health  Block  Grant  to  fund 
community  mental  health  centers  in  South  Carolina.  The  Committee  has  made  recom- 
mendations to  the  Department  of  Mental  Health  regarding  the  services  provided  by 
the  centers  and  the  funds  required  to  provide  such  services. 

In  addition,  William  H.  Hester,  M.  D. , and  J.  Gavin  Appleby,  M.  D.,  presented  testi- 
mony on  SCMA's  positions  on  these  block  grants,  as  well  as  the  Maternal  and  Child 
Health  Block  Grant,  before  the  Joint  Appropriations  Legislative  Review  Committee. 
Such  involvement  is  part  of  SCMA  efforts  to  provide  input  in  the  planning  stages. 

SHORT  TERM  HEALTH  INSURANCE  POLICY  FOR  THE  UNEMPLOYED 

A recent  AMA  survey  reported  that  1\%  of  physicians  provide  free  care  or  reduce 
their  fees  for  patients  who  have  become  unemployed  recently  and  lost  their  health 
insurance  coverage. 

Because  of  its  concern  in  this  area,  the  SCMA  has  expressed  an  interest  in  pursuing, 
with  Blue  Cross  and  Blue  Shield,  the  development  of  a short  term  health  insurance 
policy  for  the  unemployed.  Such  a policy  would  offer  to  workers  who  have  been  laid 
off  due  to  cutbacks  or  plant  closings  an  inexpensive,  short  term  policy,  designed 
to  reimburse  50  to  60%  of  only  emergency  medical  services. 


AMA  NEWS 


...  As  this  "Newsletter"  goes  to  press,  the  SCMA  is  finalizing  plans  for  SCMA 
representation  at  the  Annual  Meeting  of  the  American  Medical  Association,  June 
19-23  in  Chicago.  SCMA  officers,  Delegates  and  Alternates,  house  staff  and  student 
members,  and  SCMA  staff  wi 1 1 be  attending,  guaranteeing  SCMA  input  at  all  reference 
committee  meetings.  Three  Resolutions  passed  at  the  SCMA  Annual  Meeting  have 
been  forwarded  to  the  AMA:  (l)  Establishment  of  AMA  Periodic  Index  of  Cost  of 

Medical  Services;  (2)  Opposition  to  Proposed  Revisions  in  the  JCAH  Accreditation 
Manual  for  Hospitals;  and  (3)  Opposition  to  Delinquency  or  Default  in  Payback  of 
Educational  Loans  for  Medical  Students. 

. . . THe  SCMA  has  endorsed  Mrs.  Wayne  C.  Brady,  Greenville , as  President-Elect  of 
the  AMA  Auxiliary,  and  j.  Stewart  Haskin,  Jr.,  M.  D .,  Mt.  Pleasant,  for  re-election 
to  the  Council  on  Medical  Services.  Frank  Jirka,  M.  D . , a distinguished  guest 
at  the  SCMA  Annual  Meeting,  will  be  sworn  in  as  AMA  President. 

. ..  The  AMA  has  announced  a new  fund  to  assist  medical  students  by  adding  resources 
to  the  student  financial  aid  programs  and  student  loan  programs  of  medical  schools. 
Donors  to  the  new  fund  will  select  the  school  that  they  want  to  benefit  from  their 
gifts.  The  ERF's  unrestricted  medical  school  fund  program  will  continue  as  it  has 
since  the  early  1950's,  and  fund  raising  efforts  for  both  programs  will  be  balanced 
to  assure  the  continuation  of  the  unrestricted  Medical  School  Fund. 


SCMA/JUA  RISK  MANAGEMENT  PROGRAM 


A sub-committee  of  the  SCMA/JUA  Risk  Management  Program  has  been  formed  to  carry 
out  the  objectives  of  the  Program  in  the  most  effective  way  for  the  good  of  the 
medical  profession  in  medical  liability  matters.  The  sub-committee  will  also 
develop  programs  designed  to  meet  the  needs  of  the  membership,  and  will  be  Chaired 
by  Euta  M.  Colvin , M.  D.  The  makeup  of  the  sub-committee,  in  addition  to  Dr.  Colvin 
will  include  the  four  regional  panel  Chairmen  in  the  state. 

Meantime,  Mr.  Cal  Stewart  of  the  JUA,  will  attend  the  June  meeting  of  the  SCMA 
Council  to  present  an  update  on  activities  in  the  JUA  and  the  Patients'  Compensation 
Fund . 


NURSING  BOARD/STATE  BOARD  OF  MEDICAL  EXAMINERS 

Because  of  questions  as  to  the  legality  of  nurse  anesthetists  writing  premedication 
orders  and  nurse  practitioners  prescribing  drugs  under  written  protocol,  the 
State  Board  of  Medical  Examiners,  the  State  Nursing  Board,  and  the  Attorney  General1 
office  have  entered  into  discussions  regarding  a modification  of  the  opinion  of 
former  Attorney  General  Pedon  McLeod. 

The  SCMA  has  endorsed  the  efforts  of  the  Board  of  Medical  Examiners  to  seek  such 
a modification  to  more  properly  define  nursing  practices  as  relates  to  the  practice 
of  medicine  for  the  benefit  of  the  nurses,  the  hospitals,  and  the  physicians. 

The  Board  will  seek  input  from  the  SCMA  on  any  approach  and  language  agreed  upon, 
and  any  proposed  joint  determinants. 


IOWA  STATE  TRAVELERS  MUTUAL  ASSURANCE  COMPANY  IN  RECEIVERSHIP 


The  SCMA  has  been  notified  that  iowa  State  Travelers  Mutual  Assurance  Company 
and  its  assets  were  put  in  receivership  in  February  of  this  year.  The  state 
of  South  Carolina  has  a Guarantee  Association,  however,  which  will  be  responsible 
for  paying  all  claims  in  South  Carolina. 

In  filing  health  insurance  claims  under  Iowa  State  Travelers  Mutual  policies, 
please  use  the  following  mailing  address:  Mr.  Lanville  H.  Mengedoht , Chairman , 

Life  and  Health  Insurance  Guaranty  Association  of  S.  C.,  P.  O.  Box  11539,  Capitol 
Station , Columbia , S.  C.  29211.  For  answers  to  questions,  call  (803)  748-2301 . 

WANTED:  PHYSICIANS  TO  MANAGE  STD'S 


"No  serious  communicable  disease  problem  is  as  widespread  as  the  sexually  trans- 
missible diseases. "*  The  VD  National  Hotline,  a program  of  the  American  Social 
Health  Association,  has  been  established  to  serve  patients  with  STD's,  funded  in 
part  by  a grant  from  the  Centers  for  Disease  Control  and  private  contributions. 

If  you  are  a primary  care  physician  who  has  an  interest  in  the  diagnosis  and 
treatment  of  STD's  and  are  willing  to  accept  referrals  from  the  VD  National  Hotline , 
please  send  your  name , address  (including  county) , telephone  number  and  office 
hours  to:  American  Social  Health  Association , 260  Sheridan  Avenue,  Palo  Alto, 

California  94306. 


*Sam  Nixon,  M.  D.,  President,  American  Academy  of  Family  Physicians , AAFP  Reporter 
July,  1981. 


HINTS  FOR  THE  DOCTOR'S  OFFICE 


DON'T  BE  ABUSED  BY  A DRUG  ABUSER 


A determined  drug  abuser  knows  that  a physician  is  the  possible  source  of  a $15 
bottle  of  Percodan  tablets,  and,  if  you  let  him,  that  drug  abuser  will  use  you 
for  all  you're  worth.  Keep  your  practice  from  becoming  an  easy  mark  for  people 
who  care  less  about  you  than  they  do  about  drugs.  Following  are  tips  to  prevent 
you  from  being  known  as  a "script  doctor"  - one  who  freely  and  excessively  pre- 
scribes potentially  dangerous  drugs. 

* Guard  your  prescription  blanks  as  you  would  guard  cash. 

* Guard  your  medications  as  you  do  your  prescription  blanks. 

* Be  alert  to  drug  abusers'  tell-tale  habits. 

* Know  your  patients ; it  is  not  unreasonable  to  ask  new  patients  for  identi- 
fication if  he  needs  a Class  IV  prescription. 

* Cooperate  for  control.  Share  information  between  doctors  and  pharmacists , 
between  doctors  and  the  office  staff , and  between  referring  physicians . 

* Keep  records  to  expose  drug  abuse  patterns.  Note  unusual  requests  on 
the  patient' s chart. 

* Play  CIA  with  your  DEA  number. 

* Play  "Fort  Knox"  when  you  close  the  office  for  the  night. 

* Support  your  local  police ; maybe  invite  a cop  to  lunch. 

* Encourage  a "drug  hotline"  in  your  area. 

* Be  a partner  in  protection ; report  forgeries  or  stolen  prescription  blanks. 

* Support  your  local  tough  legislator . 

Remember,  you  are  a person  who  cares.  For  further  information  on  clinical  treat- 
ment of  drug  abuse,  obtain  a copy  of  Drug  Abuse,  A Guide  for  the  Primary  Care 
Phys i c i an  (American  Medical  Association,  Chicago:  1981).  A good  reference  for 
the  legal  and  ethical  aspects  of  your  office  is  Law  and  Ethics  in  the  Medical 
Office,  by  Marcia  A.  Lewis  and  Carol  D.  Warden  (Philadelphia:  F.  A.  Davis  Company, 
1983). 

Excerpted  from  "The  Doctor's  Office ",  (c)  1983. 


CAPSULES. . . . 


...Leonard  W.  Douglas,  M.  D . , was  re-elected  in  April  as  Chairman  of  Council  for 
1983-8A.  James  H.  Her  long , M.  D. , will  again  serve  as  Vice  Chairman,  and  William 
H.  Hull,  M.  D . , was  re-elected  as  Member  of  the  Executive  Committee  At  Large. 

...Council  has  endorsed  Fred  Phillips , M.  D. , for  a position  on  the  National  Health 
Planning  Council...  Honorary  membership  status  has  been  awarded  to  William  N. 
Cochran,  M.  D. , Joseph  H.  King,  M.  D . , John  R.  Paul,  Jr.,  M.  D.,  Frederick  F. 

Adams,  M.  D.,  Jennings  K.  Owens,  M.  D.,  and  Harry  Tiller,  M.D. 

...The  following  physicians  have  been  re-appointed  to  the  Medical  Disciplinary 
Commission  of  the  State  Board  of  Medical  Examiners:  Samuel  E.  Wood,  M.  D. , Waiter- 

boro;  Franklin  L.  Clark,  M.  D.,  Cayce;  James  E.  Bleckley , M.  -D . , Anderson;  Jack 
Evans,  Jr.,  M.  D.,  Spartanburg;  James  L.  Maynard,  M.  D.,  Rock  Hill;  and  William 
H.  Davis,  M.  D . , Myrtle  Beach. 


Oddly  enough,  the  newest  idea 
in  investments  is  as  old  as  the  hills. 


If  you  have  a pension  or  profit  shar- 
ing plan,  you  need  to  know  about  a new 
idea  that  could  substantially  enhance  your 
return  on  investment. 

The  good  earth. 

South  Carolina  Nationals  Trust 
Division  now  provides  you  with  the  op- 
portunity of  investing  pension  and  pro- 
fit sharing  dollars  in  real  estate  through  a 
collective  investment  fund. 

As  a result,  you  can  participate  in  the 


development  and  ownership  of  properties 
such  as  shopping  centers, office  buildings 
and  industrial  plants. 

And,  according  to  many  analysts, 
real  estate  is  as  valuable  an  investment  as 
you  can  make  today. 

F or  example,  published  reports  sub- 
stantiate the  fact  that  31,000  invested  in 
real  estate  in  1 970  would  yield  an  average 
of  33,500  today. 

That’s  far  greater  than  the  compar- 


able return  on  treasury  bills  or  common 
stocks,  and  more  than  double  the  return 
on  long-term  bonds. 

The  real  estate  fund  is  one  of  many 
investment  vehicles  available  from  SCN. 

T o learn  more  about  how  they  can 
benefit  you,  we  encourage  you  to  invest  a 
few  minutes  of  your  time  with  one  of  our 
trust  officers  today. 

It  could  well  be  the  most  profitable 
investment  you’ll  make  this  year. 


South  Carolina  National  Itust  Division 


PROSTAGLANDINS  AND  PLATELET  FUNCTION 


AMER  CHAIKHOUNI,  M.D.* 

THE  PLATELETS  AND  THEIR  FUNCTION 

In  1883,  Bizzorzero  described  the  platelets  and 
remarked  on  their  role  on  thrombus  formation 
and  hemocoagulation.  The  platelets  are  described 
as  colorless,  discoid  or  elliptical  bodies  present  in 
peripheral  blood.  They  contain  few  granules  and 
vacules  but  have  no  nucleus.  These  apparently 
inert  particles  contain  about  80  enzymes,  some 
mitochondria,  microzomes,  and  glycogen.  They 
have  considerable  energy  expenditure,  and  a re- 
markable ability  to  adhere,  aggregate  and  con- 
tract (Fig.  1). 

The  major  function  of  the  platelets  is  hemo- 
stasis. Vascular  injury  results  in  adherence  of  the 
platelets  to  the  exposed  collagen  and  suben- 
dothelial  tissues.  Adherent  platelets  release  sub- 
stances, such  as  ADP,  which  stimulates  further 
platelet  aggregation.  The  release  of  other  sub- 
stances, such  as  platelet  factor-3  and  serotonin, 
also  stimulate  coagulation  and  vasoconstriction 
leading  to  consolidation  of  the  platelet  plug  by 
fibrin  clot.  Hemostasis  is  further  established  by 
platelet-induced  clot  retraction. 

Hammarsten,  Schmidt,  and  Morawitz  estab- 
lished the  four  factors  theory  of  blood  clotting. 
However,  further  studies  demonstrated  a much 
more  complicated  cascade  or  waterfall  of  bio- 
chemical reactions  involving  more  than  13  cofac- 
tors and  activating  substances  (Fig.  2).  As  studies 
were  demonstrating  more  information  about  he- 
mocoagulation, another  problem  was  emerging: 
What  prevents  the  blood  from  clotting  in  the 
vessels  of  normal  human  beings? 

Endothelial  damage  is  consistently  the  most 
important  factor  in  the  etiology  of  intravascular 
thrombosis.  Interruption  of  endothelium  exposes 
the  subendothelial  tissues  to  which  the  platelets 
will  adhere  and  release  their  active  substances 
that  trigger  platelets  aggregation,  formation  of 
platelets  plug,  local  vasoconstriction,  and  hemo- 
coagulation. Until  recently,  the  major  function  of 
the  endothelial  cells  was  thought  to  be  the  preven- 
tion of  thrombus  formation  by  preventing  ex- 


°  Division  of  Cardiothoracic  Surgery,  Medical  University  of 
South  Carolina,  171  Ashley  Avenue,  Charleston,  S.  C.  29425. 
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posure  of  the  subendo-thelial  tissues  to  circulating 
platelets.  What  makes  the  platelets  able  to  adhere 
to  almost  every  tissue  or  material  except  the  endo- 
thelium? This  question  remained  unanswered  un- 
til our  knowledge  of  prostaglandins  developed. 

THE  PROSTAGLANDINS 

In  1930,  Kurzrok  and  Lieb  in  the  United  States 
reported  that  seminal  fluid  stimulates  contraction 
of  the  uterine  muscle  preparations.7  In  1935, 
Goldblatt  in  England  and  Von  Euler  in  Sweden 
studied  the  effects  of  seminal  fluid  on  smooth 
muscle  preparations.  Von  Euler  named  the  active 
substance  in  the  seminal  fluid  “the  prostaglandin” 
under  the  impression  that  it  is  secreted  by  the 
prostate  gland.  The  name  was  kept  in  use  despite 
the  fact  that  the  prostaglandins  are  now  known  to 
be  present  in  most  biological  tissues.  In  1960, 
Bergestrom  and  Sjovall  in  Sweden  identified  the 
chemical  structure  of  five  prosta-glandins.1  By 
1962,  Samuelsson  described  the  biosynthesis  and 
metabolism  of  prostaglandins.  Since  then  inten- 
sive research  has  been  done  on  these  compounds 
demonstrating  their  remarkable  biological  ac- 
tivity in  many  aspects  of  metabolism  and  function 
of  the  living  cell. 


FIGURE  1 — Illustration  of  the  ultrastructure  of  a platelet 
in  the  inactive  (left)  and  active  (right)  forms. 
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FIGURE  2(A)  — Ring  structure  of  various  prostaglandins, 
according  to  which  each  prostaglandin  is  given  a specific 
identification  letter. 

Prostaglandins  are  cyclic,  unsaturated,  20  car- 
bon atom  fatty  acids.  Each  is  formed  of  a basic 
ring  and  two  side  chains.  According  to  the  ring 
structure,  prostaglandins  are  named  PGA,  PGB, 
PGC,  PGD,  PGE,  PGF  (Fig.  2),  and  according  to 
the  number  of  double  bonds  in  the  side  chains 
they  are  subdivided  into  PGA2,  PGA3,  PGEl5 
PGE2,  PGE3  (Fig.  2).  Intermediate  metabolites 
were  described  by  Samuelsson  in  1973.  They  were 
called  cyclic  endoperoxides  and  labeled  as  PGG 
and  PGH. 

THROMBOXANE  A2 

Vane  described  a new  substance  in  1969  and 
called  it  rabbit  aorta  contracting  substance 
“RCA”.  Samuelsson  in  197512  demonstrated  that 
RCA  is  a mixture  of  PGG2,  PGH2  and  a very 
unstable  substance  he  later  identified  as  throm- 
boxane A2,  (TX  A2)  (6),  which  is  chemically  re- 
lated to  prostaglandins  (Fig.  3).  Thromboxane  A2 
is  a very  potent  vasoconstrictor  and  inducer  of 
platelet  aggregation.  Vane  and  Samuelsson  later 
reported  that  platelets  converted  arachidonic  acid 
and  prostaglandin  intermediate  metabolites 
mainly  into  TX  A2.n  This  finding  added  another 
very  potent  factor  to  the  cascade  of  hemocoagula- 
tion.  Thromboxane  A2  properties  largely  ex- 
plained the  remarkable  ability  of  platelets  for 
adhesiveness  and  aggregation.  The  ability  of  in- 
tact endothelium  to  prevent  platelet  adhesiveness 
became  more  difficult  to  understand. 

PROSTAGLANDIN  I2 

In  1976,  Vane  reported  that  endothelial  cells  do 
not  form  TX  A2.  Instead,  they  contain  different 


FIGURE  2(B)  — Side  chains  of  a prostaglandin  molecule 
showing  the  location  of  the  double  bonds  according  to 
which  each  prostaglandin  is  given  a specific  identification 
number. 

enzymes  that  convert  the  intermediate  metabo- 
lites into  a new  prostaglandin  he  called  PGX.9-  4 
This  new  prostaglandin  was  found  to  be  a very 
potent  vasodilator  and  inhibitor  of  platelet  ad- 
hesiveness and  aggregation.  Johnson,  in  1976, 
identified  and  synthesized  PGX  and  named  it 
Prostacyclin  (Fig.  3).  The  name  was  later  changed 
to  PGI2  to  be  in  harmony  with  the  other  members 
of  the  prostaglandin  family. 

In  1976,  Vane  and  coworkers  presented  a new 
theory:  A critical  dynamic  balance  is  normally 
present  between  TX  A2  produced  by  the  platelets, 
and  PGI2  produced  by  the  endothelial  cells.9-  4 
Whenever  the  platelets  are  in  contact  with  the 
endothelium,  they  release  TX  A2  to  stimulate 
adhesiveness  and  aggregation,  but  the  endothelial 
cells,  utilizing  the  same  precursors,  produce  PGI2 
which  neutralizes  the  effects  of  TX  A2  and  pre- 
vents platelet  adhesiveness,  thus  blocking  blood 


FIGURE  3 — The  chemical  structure  of  prostaglandin  I2 
(PGI^  and  thromboxane  A2  (TX  A2). 
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clotting  at  the  very  early  step.  Damage  or  inter- 
ruption of  endothelium  by  injury  or  atheroma  will 
leave  TX  A2  activity  unopposed  leading  to  platelet 
adhesiveness,  aggregation,  and  intravascular 
thrombosis. 

This  theory  stimulates  a new  look  at  the  plate- 
lets and  focuses  more  attention  at  the  possible 
clinical  application  of  antiplatelet  drugs  in  the 
management  of  coronary  heart  disease,  cerebral 
vascular  disorders  and  transient  ischemic  attacks, 
atherosclerosis,  postoperative  deep  vein  throm- 
bosis and  pulmonary  embolism,  occlusion  of  pros- 
thetic vessels  and  shunts,  extracorporeal  circula- 
tion, and  congenital  heart  diseases. 

THROMBOXANE  — PROSTACYCLIN 
INTERACTION 

Arachidonic  acid  is  formed  by  the  action  of 
phospholipase  A2  on  cellular  phospholipids.  Sub- 
sequently, arachidonic  acid  is  converted  by  cyclo- 
oxygenase (prostaglandin  synthetase)  to  the  cyclic 
endoperoxides  PGG2  and  PGH2  which  are  the 
common  intermediate  metabolites  of  prostaglan- 
din synthesis.  PGG2  and  PGH2  are  formed  in  the 
platelets  and  the  endothelial  cells.  In  platelets, 
these  unstable  intermediary  metabolites  are  con- 
verted by  thromboxane  synthetase  to  throm- 
boxane A2  (TX  A2)  which  inhibits  platelet 
adenylcyclase  leading  to  a decrease  of  cyclic 
adenosine  monophosphate  (cAMP)  formation. 
The  decrease  in  cAMP  probably  causes  increased 
calcium  mobilization  and  release  of  adenosine 
diphosphate  (ADP),  serotonin,  and  other  sub- 
stances released  by  the  activated  platelets  with  a 
resulting  increase  in  platelet  adherence  and  ag- 
gregation. The  endothelial  cells,  on  the  other 
hand,  convert  PGG2  and  PGH2  by  prostacyclin 
synthetase  to  prostaglandin  I2  (PGI2)  which  stimu- 
lates platelet  adenylcyclase  leading  to  increase  of 
cAMP  formation.  The  increase  in  cAMP  probably 
causes  decreased  calcium  mobilization  and  inhibi- 
tion of  release  reaction,  thus  inhibiting  platelet 
adherence  and  aggregation  (Fig.  4).  PGI2  has  a 
half-life  of  about  2-3  minutes  at  body  temperature 
and  PH.  It  is  rapidly  converted  to  6-keto-PGF,  a 
stable  less  active  compound.  TX  A2  has  a half-life 
of  about  30  seconds  at  body  temperature  and  PH. 
It  is  spontaneously  converted  to  TX  B2,  a stable 
inactive  compound. 

PHARMACOLOGIC  STRATEGIES 

Arachidonic  acid  metabolism  and  the  balance 
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of  action  between  platelet  TX  A2  and  endothelial 
PGI2  form  the  basis  for  better  understanding  of 
the  mechanism  of  action  of  many  antiplatelet 
drugs.  In  addition,  it  has  stimulated  the  develop- 
ment of  new  pharmacologic  strategies  in  the 
therapeutic  approach  to  many  diseases  where  in- 
travascular thrombosis  can  be  significant:  Manip- 
ulation of  diet,  inhibition  of  phospholipase, 
inhibition  of  cyclo-oxygenase,  stimulation  of  pros- 
tacycline  synthetase,  inhibition  of  thromboxane 
synthetase,  and  inhibition  of  phosphodiesterase, 
all  can  be  of  theoretical  benefit  in  the  prevention 
of  intravascular  thrombosis  (Fig.  5). 


FIGURE  4 — Illustration  of  the  mechanism  of  action  of 
prostaglandin  I2  (PGI2)  in  the  endothelial  cell  (left),  and 
thromboxane  A2  (TX  A2)  in  the  platelet  (right). 

CLINICAL  APPLICATIONS 

1.  Manipulation  of  the  Diet:  Greenland 
Eskimos  were  found  to  have  a very  low  incidence 
of  vascular  diseases.  This  may  be  related  to  their 
high  dietary  intake  of  cold  water  fish,  such  as 
mackerel,  which  contains  large  quantities  of  the 
essential  fatty  acid  eicosatetraenoic  acid  (EPA).  In 
contrast  to  arachidonic  acid,  EPA  is  metabolized 
to  prostaglandins  and  thromboxanes  that  have  3 
double  bonds  in  their  side  chains,  namely  PGI3 
and  TX  A3.  PGI3  is  similar  to  PGI2  in  its  antiplate- 
let and  vasodilation  effects,  while  TX  A3  is  phys- 
iologically inactive.  Higher  dietary  intake  of  EPA 
may  promote  vascular  dilatation  and  inhibit 
platelet  aggregation,  thus,  possibly  reducing  the 
risk  of  cardiovascular  disease.2-  5 

2.  Inhibition  of  Cyclo-Oxygenase:  Aspirin,  in- 
domethacin,  ibuprofen,  and  sulfinpyrazone  are 
inhibitors  of  the  enzymes  cyclo-oxvgenase.  Thus, 
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FIGURE  5 — Diagram  of  prostaglandin  I2  (PGI2)  and 
thromboxane  A2  (TX  A2)  synthesis  and  metabolic  pathway. 
The  site  of  action  of  various  antiplatelet  drugs  is  illustrated: 

(1)  Clofibrate,  Indomethacin,  Steroids. 

(2)  Aspirin,  Indomethacin,  Sulfinpyrazone  lAnturan), 
Ibuprofen  (Motrin). 

(3)  Imidazoles,  Pinan  — TX  A2. 

(4)  Dipyridamole  (Persantin),  Theophylline,  Caffeine, 
Papaverin. 

these  drugs  can  inhibit  prostaglandin  synthesis  at 
an  early  stage  and  can  block  the  synthesis  of  both 
PGI2  and  TX  A2.  Aspirin  inactivates  cyclo-oxy- 
genase irreversibly  by  acetylation.  The  platelets 
lack  the  ability  of  protein  synthesis  due  to  their 
lack  of  nuclei.  Thus  platelets  that  are  exposed  to 
aspirin  carry  a permanently  inactive  cyclo-oxy- 
genase and  can  not  regenerate  this  enzyme,  while 
endothelial  cells  are  capable  of  regenerating  their 
inactivated  cyclo-oxygenase.  Masotti8  demon- 
strated that  aspirin  administration  at  3.5  mg  kg 
every  three  days  causes  almost  maximal  platelet 
inhibition  without  affecting  PGI2  production  in 
humans.  Higher  doses  of  aspirin  inhibit  PGI2  pro- 
duction with  no  significant  gain  in  platelet  inhibi- 
tion. An  almost  complete  inhibition  of  PGI2 
production  occurred  after  8 mg  kg  aspirin  dose. 
Unfortunately,  the  clinical  trials  of  aspirin  in  coro- 
nary heart  disease  have  not  been  uniformly  suc- 
cessful, possibly  because  a larger  dosage  of  aspirin 
was  used  than  the  low  dose  which  seems  to  be 
more  appropriate  as  suggested  by  the  later  basic 


research  studies.  In  addition,  PGI2  production  by 
the  endothelium  is  variable  in  the  vascular  bed. 
The  response  of  human  coronary  endothelium  to 
aspirin  has  not  been  specifically  studied.  Aspirin, 
especially  in  combination  with  dipyridamol,  has 
been  clinically  beneficial  in  prevention  of  post- 
operative thromboembolism,  transient  ischemic 
attacks,  and  stroke.13 

3.  Inhibition  of  Thromboxane.  Selective  inhi- 
bition of  thromboxane  synthetase  or  specific  an- 
tagonism of  thromboxane  are  very  promising 
strategies  because  they  represent  specific  anti- 
platelet activity  without  affecting  the  endo- 
thelium. Imidazole,  pinane  TX  A2,  and  some  azo 
anologue  compounds  are  promising  anti-throm- 
boxane  agents  under  intensive  investigation  in  the 
search  for  a clinically  useful  thromboxane  inhibi- 
tor. 

4.  Inhibition  of  Phosphodiesterase:  Pros- 
taglandin I2  and  Thromboxane  A2  exert  their  ac- 
tions by  changing  the  concentration  of  platelet 
cAMP.  cAMP  is  inactivated  by  phosphodiesterase 
into  SAMP.  Thus,  inhibition  of  phosphodiesterase 
should  lead  to  higher  concentration  of  cAMP  in 
the  platelet  with  a resultant  effect  similar  to  that 
of  PGI.,.  Compounds  like  dipyridamole  (Persan- 
tin), and  thiophylline  exert  their  antiplatelet  ac- 
tivity by  inhibition  of  phosphodiesterase10,  thus 
increasing  platelet  cAMP,  and  inhibiting  platelet 
release  reaction  and  aggregation.  Clearly,  the 
combination  of  a compound  that  increases  plate- 
let cAMP  activity  (like  aspirin)  with  another  com- 
pound that  decreases  the  degradation  of  cAMP 
(like  dipyridamole)  should  have  a synergistic  anti- 
platelet activity.  Indeed,  this  combination  has 
been  proven  to  be  clinically  helpful  in  the  man- 
agement of  transient  ischemic  attacks  long  before 
the  mechanism  of  action  of  these  drugs  was 
clearly  understood. 

The  understanding  of  the  platelet-endothelium 
interaction,  and  the  role  of  prostaglandins  and 
thromboxane  in  this  dynamic  interaction  has  ad- 
vanced tremendously  in  the  last  decade.  This 
knowledge  has  improved  our  understanding  of 
atherosclerosis  and  other  important  diseases 
which  involve  thrombosis  such  as  coronary  artery 
disease  and  stroke.  It  also  has  improved  our  under- 
standing of  the  mechanism  of  action  of  many 
antiplatelet  drugs,13  and  the  effect  of  diet,  hyper- 
lipidemia, diabetes  mellitus,  smoking,  and  hyper- 
tension on  the  development  and  progression  of 
atherosclerosis.  New  horizons  of  pharmacological 
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manipulation  of  the  platelets  are  now  open,  and 
intensive  research  is  needed  in  this  area  when  the 
prevention  and  control  of  atherosclerosis  and 
other  lethal  vascular  diseases  seem  to  be  within 
reach  of  the  advancing  knowledge  of  medicine.  □ 
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Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self-growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro- 
blem with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall. 
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Chance  only  favors  the  prepared  mind. 

— Louis  Pasteur,  1854 

Detection  of  exotic  parasites  in  refugees  from 
Southeast  Asia  is  a common  occurrence  in  the 
United  States.  It  is  not  unusual  to  find  these  per- 
sons infected  with  the  liver  fluke,  Clonorchis  sin- 
ensis-, the  intestinal  fluke,  Fasciolopsis  buski-,  and, 
less  frequently,  the  blood  fluke,  Schistosoma 
mekongi.  Additionally,  the  lung  fluke,  Para- 
gonimus  icestermani,  is  being  identified  as  the 
etiologic  agent  in  pulmonary  disease  of  these  peo- 
ple. During  the  period  from  April  1975,  through 
September  1982,  600,000  Indochinese  refugees 
entered  the  United  States,  and  2,500  settled  in 
South  Carolina.  Consequently,  physicians  in  the 
State  should  be  prepared  to  consider  infections  by 
exotic  parasites  when  treating  immigrants  from 
this  area  of  the  world.  We  report  a case  of  pulmon- 
ary disease  which  presented  as  hemoptysis  due  to 
P.  westermani  — an  unusual  cause  of  this  symp- 
tom in  the  United  States. 

P.  westermani  has  a cosmopolitan  distribution 
among  wild  and  domestic  mammals,  but  infection 
of  human  beings  is  chiefly  confined  to  the  Far 
East.  Regions  of  high  endemicity  include  Japan, 
South  Korea,  the  People’s  Republic  of  China,  Tai- 
wan, the  Philippines,  and  Southeast  Asia. 

Paragonimus  has  a complex  life  cycle  which 
requires  two  intermediate  hosts  — the  first,  a 
fresh-water  snail,  and  the  second,  a fresh-water 
crustacean  (crab  or  crayfish).  Infection  of  the 
definitive  host  (mammal)  is  through  ingestion  of 
the  uncooked,  or  partially  cooked,  infected  inter- 


° From  the  Bureau  of  Laboratories  and  State  Park  Health 
Center,  South  Carolina  Department  of  Health  and  En- 
vironmental Control,  Columbia,  S.  C.  Presented  at  the 
110th  Annual  Meeting  of  the  American  Public  Health 
Association,  Montreal,  Canada,  November  17,  1982. 
Address  correspondence  to  Dr.  DiSalvo  at  the  Bureau  of 
Laboratories,  South  Carolina  Department  of  Health  and 
Environmental  Control,  Box  2202,  Columbia,  S.  C.  29202. 


mediate  host  (crustacean).  The  immature  form  of 
the  parasite  from  the  ingested  crustacean  pene- 
trates the  ileum  and  migrates  through  the  body, 
maturing  preferentially  in  the  lungs  and  some- 
times in  the  brain.  The  adult  fluke,  which  typ- 
ically lives  encapsulated  in  the  lungs,  measures  7.5 
to  12  mm  in  length,  4 to  6 mm  in  breadth  and  3.5 
to  5 mm  in  thickness.  The  large,  golden-brown, 
operculated  eggs  (80-90  p X 40-50  p)  escape 
through  the  bronchioles,  are  coughed  up,  and 
then  voided  in  the  sputum  or  swallowed  and 
passed  in  the  feces. 

The  life  span  of  the  adult  fluke  is  about  six 
years,  but  living  worms  have  been  found  in  per- 
sons for  as  long  as  20  years  after  leaving  endemic 
areas. 

CASE  PRESENTATION 

A 36-vear-old,  slight  (96  lb.)  male,  native  of 
Samneua  Province,  Laos,  was  admitted  to  the 
State  Park  Health  Center  November  10,  1981, 
with  a referring  diagnosis  of  tuberculosis.  This 
diagnosis  was  based  on  a history  of  being  treated 
for  tuberculosis  in  Bangkok,  Thailand,  an  episode 
of  hemoptysis  one  week  prior  to  admission  and  an 
abnormal  chest  x-ray  (Figure  1). 

The  patient  entered  the  United  States  in  May 
1980.  Two  months  prior  to  that,  in  Bangkok, 
Thailand,  he  was  diagnosed  as  having  tuberculosis 
and  was  started  on  chemotherapy  (Rifampin, 
INH  and  Mvambutol).  He  was  still  taking  this 
medication  at  the  time  of  admission  to  the  hospi- 
tal. Hemoptysis  on  two  consecutive  days  was  the 
impetus  for  his  visit  to  the  county  health  depart- 
ment. 

A review  of  several  chest  x-rays,  including  one 
made  January  13,  1980,  in  Bangkok,  revealed  an 
area  of  infiltration  in  the  upper  portion  of  the  left 
lung  and  a large  area  of  consolidation  in  the  right 
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FIGURE  1 


lower  lobe  extant  since  the  earliest  available  films. 
The  only  significant  difference  was  a small  cavity 
with  an  air/fluid  level  in  the  left  upper  lobe  which 
appeared  only  in  the  film  made  October  30,  1980. 

On  admission,  the  patient  had  a temperature  of 
98.6°F,  WBC  of  5,397 /cu  mm  (62  segmented,  30 
lymphocytes,  4 monocytes,  2 eosinophils  and  2 
basophils),  hemoglobin  of  14.2  gm/dl  and  hemat- 
ocrit of  42%.  Serum  chemistries,  urinalysis  and  the 
physical  examination  were  unremarkable.  The 
lungs  were  clear  to  percussion  and  auscultation. 
Because  the  patient  had  a diagnosis  of  tuber- 
culosis, a Mantoux  tuberculin  skin  test  was  not 
performed.  Smears  and  cultures  for  mycobacteria 
were  negative  (15  sputum  specimens  were  exam- 
ined between  October  31,  1980,  and  December 
29,  1981). 

Based  on  negative  mycobacteria  cultures,  lack 
of  response  to  chemotherapy,  his  country  of  ori- 
gin, hemoptysis  and  chest  x-ray,  a diagnosis  of 
paragonimiasis  was  considered.  Sputum  was  sub- 
mitted to  the  Parasitology  laboratory  and  numer- 
ous eggs  of  P.  westermani  were  found  (Figure  2). 
The  patient’s  stool  also  contained  this  parasite,  as 
well  as  the  eggs  of  hookworms  and  Clonorchis 
sinensis.  A retrospective  microscopic  examination 
of  acid-fast  smears  prepared  from  the  concen- 
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trated  sputum  disclosed  several  P.  westermani 
ova  in  three  samples.  Although  the  ova  were  dis- 
torted from  the  digestion  process,  they  were  rec- 
ognizable. Ova  were  also  noted  on  the  surface  of 
the  medium  during  the  course  of  examining  the 
Middlebrook  7H10  plates  used  for  culture  of  my- 
cobacteria. 

When  the  diagnosis  of  paragonimiasis  was  es- 
tablished, Bithional,  the  drug  of  choice,  was  ob- 
tained from  the  Parasitic  Disease  Drug  Service, 
Centers  for  Disease  Control  (CDC),  Atlanta, 
Georgia.  Two  500  mg  capsules  of  Bithional  were 
administered  orally  twice  a day  on  alternate  days, 
beginning  November  25,  1981. 

Bithional  has  side  effects.  The  evening  the  drug 
was  started,  the  patient  complained  of  diarrhea, 
nausea,  hot  flashes  and  loss  of  appetite.  On 
November  30,  1981,  after  three  days  of  therapy,  a 
rash  appeared  on  the  upper  arms  and  head.  On 
December  1,  1981,  he  had  urticaria  over  the  en- 
tire body  and  Bithional  was  discontinued.  He  was 
placed  on  Chlor-trimeton  8 mg  b.i.d.  and  pred- 
nisone 10  mg  b.i.d.  The  rash  disappeared  com- 
pletely within  24  hours  and  Bithional  administra- 
tion was  resumed  on  December  3,  1981.  The 
patient  had  complaints  of  loose  stools,  mild  ab- 
dominal cramps,  nausea  and  loss  of  appetite  for 
the  next  10  days.  He  was  asymptomatic  from 
December  14,  1981,  until  January  4,  1982,  when 
the  15-day  course  of  Bithional  therapy  (total  dose 
30  gm)  was  completed. 

During  the  course  of  therapy,  the  peripheral 
blood  contained  1-3  eosinophils.  Serum  chemistry 
and  urinalysis  remained  essentially  unchanged. 


FIGURE  2 
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Stool  examinations  for  intestinal  parasites  were 
performed  periodically.  By  December  14,  1981, 
eggs  of  P.  westermani  were  not  found. 

Paragonimus  serology  (performed  at  the  CDC) 
was  positive  prior  to  treatment  (CF  1:8)  and  nega- 
tive three  months  after  completion  of  therapy. 
The  patient  was  feeling  well  at  the  time  of  dis- 
charge on  January  1,  1982.  At  follow-up  visits  of 
three  months,  six  months  and  one  year,  he  con- 
tinued in  good  health. 

The  patient’s  wife  (32  years  old)  and  daughter 
(13  years  old)  were  also  examined.  Both  indi- 
viduals were  apparently  well.  Chest  x-rays  were 
found  to  be  within  normal  limits.  Serological  tests 
(complement  fixation)  on  both  were  negative  for 
Paragonimus  antibody.  Sputum  specimens  from 
the  patient’s  wife  and  daughter  (collected  on 
three  successive  days)  were  examined  for  Para- 
gonimus and  all  were  negative. 

No  intestinal  parasites  were  found  in  the  stool  of 
the  wife,  and  her  peripheral  blood  contained  7% 
eosinophils.  The  daughter  had  hookworm  and 
Trichuris  eggs  in  her  stool,  and  her  peripheral 
blood  contained  8%  eosinophils. 

DISCUSSION 

Pulmonary  paragonimiasis  is  a frequent  cause 
of  hemoptysis  in  Southeast  Asia.  This  disease  is 
being  seen  more  commonly  in  the  United  states  in 
immigrants  from  that  endemic  area.  A cursory 
review  of  the  literature  revealed  that  at  least  16 
cases  of  pulmonary  paragonimiasis  were  reported 
between  1980  and  1982  in  Indochinese  refugees 
now  residing  in  the  United  States.  The  more  fre- 
quent occurrence  of  this  disease  is  supported  by  a 
report  from  the  Parasitic  Disease  Drug  Reference 
Service  of  the  CDC  that  they  received  64  inquiries 
about  paragonimiasis  during  1981  (personal 
communication). 

The  combination  of  a history  of  residence  in 
Southeast  Asia  and  acute  or  chronic  pulmonary 
symptoms  such  as  cough,  hemoptysis  and  radio- 


logical evidence  of  disease  should  raise  the  index 
of  suspicion  for  pulmonary  paragonimiasis.  Fre- 
quently, a simple  microscopic  examination  of  a 
direct  smear  of  the  sputum  will  confirm  the  diag- 
nosis. The  golden-brown  eggs  of  P.  westermani 
are  distinctive  and  readily  seen  with  the  low 
power  objective. 

Tuberculosis  should  also  be  considered  in  the 
differential  diagnosis  of  a patient  as  described 
above.  This  disease  occurs  frequently  in  Indochi- 
nese and  dual  infections  with  M.  tuberculosis  and 
Paragonimus  are  not  uncommon.  The  results  of 
sputum  and  stool  microscopic  examinations,  CBC 
and  the  tuberculin  skin  test  can  be  available 
within  48  hours.  If  examination  of  sputa  and  stools 
are  negative  for  Paragonimus,  there  is  no  eosino- 
philia  in  the  peripheral  blood  and  the  PPD  is 
positive,  then  tuberculosis  is  suggested.  In  this 
case,  the  results  of  smears  for  acid  fast  bacilli 
should  be  available  while  cultures  are  in  progress. 
This  procedure  should  establish  the  etiology  of  the 
disease  process  in  as  short  a time  as  possible. 

It  is  understandable  that  the  diagnosis  of  this 
patient’s  disease  as  paragonimiasis  was  delayed 
when  the  patient  arrived  in  the  United  States,  but 
it  is  puzzling  that  the  disease  was  not  recognized 
in  Bangkok,  the  heart  of  the  endemic  area.  Our 
patient  acknowledged  a life-long  history  of  inges- 
tion of  partially  cooked  crustaceans,  the  vehicle  of 
transmission  of  paragonimiasis,  and  was  able  to 
recall  pulmonary  symptoms  compatible  with  par- 
agonimiasis since  1975. 

Paragonimiasis  is  not  a public  health  problem 
in  the  United  States.  The  competent  sewerage 
systems  block  the  parasite’s  contamination  of  nat- 
ural waters,  and  the  host  snail,  essential  to  the  life 
cycle,  is  not  indigenous  to  this  country. 

This  case  is  presented  to  alert  South  Carolina 
physicians  who  might  see  refugees  from  Southeast 
Asia  in  their  practice,  because  an  accurate  diag- 
nosis is  essential  to  provide  the  specific  and  effec- 
tive therapy  for  this  arcane  disease.  □ 
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increasing  frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials, 
especially  in  these  urinary  tract  infections. 
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for  suggested  children's  dosage  table. 
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PRESIDENTIAL  INAUGURATION  ADDRESS 
APRIL  15,  1983 
Charleston,  South  Carolina 

OUR  MEDICAL  HERITAGE  — CONCERN  THYSELF 

I speak  of  this  not  in  the  vein  of  being  self-serving,  but  in  one  of  preservation  of  a profession  which  has 
led  our  nation  to  the  highest  quality  of  medical  care  known  to  civilization.  This  has  been  achieved  through 
research,  education  and  the  application  of  the  art  and  science  of  medicine  to  our  patients. 

I would  like  to  mention  several  notable  features  of  medicine: 

FIRST:  Medicine  enjoys  a noble  ancestry.  Like  so  many  things  that  are  prominent  and  substantial  in  this 
world,  modern  medicine  is  an  important  product  of  Greek  intellect.  It  had  its  origin  when  the  people 
created  rational  science,  and  a great  credit  is  due  to  the  earlier  Greek  physicians. 

Another  great  feature  is  the  solidarity  of  purpose  of  the  profession.  Throughout  the  civilized  world,  our 
ambitions,  our  methods,  our  work  all  are  for  the  purpose  of  disseminating  new  information  and  methods  to 
relieve  suffering  and  to  heal  the  sick.  No  other  profession  in  the  world  has  such  a universally  applicable 
goal. 

NEXT:  Medicine  has  undergone  more  profound  changes  through  research  and  high  technology  than 
almost  any  other  science,  perhaps  excepting  space  development. 

An  additional  distinction  of  our  profession  is  that  of  its  benevolence.  It  carries  out  the  work  of  charity 
unhesitatingly  when  it  is  needed.  The  word  of  action  is  stronger  than  the  word  of  speech. 

There  are  few  professions  with  a more  satisfying  character  than  the  practice  of  medicine.  This  is 
especially  true  if  a man’s  philosophy  is  that  we  are  here  not  to  just  get  the  most  we  can  out  of  the  world 
surrounding  us,  but  to  see  how  much  we  can  add  to  it.  More  often  than  not,  the  discontent  that  one  hears 
has  its  source  in  the  man  rather  than  in  his  environment. 

Looking  back  over  300  years  of  medicine  in  South  Carolina,  records  of  the  original  landing  in  1670  here 
at  Charles  Towne  showed  the  Earl  of  Sheffesbury  had  been  a member  of  the  Board  of  Health  in  England 
but  did  not  make  any  great  contribution  in  the  New  World.  There  were  various  references  to  doctors  in  the 
early  recordings  throughout  the  remaining  years  of  the  1600’s  but  no  qualifications  were  listed.  Little 
progress  was  made  in  medicine  in  the  early  1700’s  in  the  New  World. 

At  the  turn  of  the  18th  century  there  were  only  three  schools  of  medicine  in  the  United  States.  There 
were  only  two  or  three  medical  journals  and  very  few  books  had  been  published  in  this  country. 

The  Medical  Society  of  South  Carolina  which  was  founded  in  Charleston  in  1789  has  been  in  continuing 
existence  since  its  formation.  It  has  been  responsible  for  many  notable  medical  achievements  in  South 
Carolina.  The  Society  founded  the  Medical  College  of  South  Carolina  in  1824  and  the  South  Carolina 
Medical  Association  in  1848. 

During  the  earlier  1800’s  up  to  the  time  of  the  War  Between  the  States,  medicine  in  South  Carolina  had 
made  significant  advances.  The  Medical  College  of  South  Carolina  ranked  fifth  among  the  medical  schools 
in  this  country  in  terms  of  enrollment  and  numbers  of  graduates  just  prior  to  the  War  Between  the  States. 
The  records  state  that  it  was  always  besieged  by  a lack  of  funding,  even  in  those  years. 

I would  direct  the  next  comments  particularly  to  our  distinguished  visiting  guests  on  my  right.  In  1847, 
the  Medical  Society  sent  delegates  to  Philadelphia  to  assist  in  the  formation  of  a national  association.  The 
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fruit  of  this  convention  was  the  American  Medical  Association.  Among  its  first  officers  were  Dr.  James 
Moultrie,  Jr.,  Vice-President,  and  Dr.  S.  Henry  Dixon,  Chairman  of  the  Committee  on  Medical  Sciences, 
both  of  Charleston.  In  1851,  the  South  Carolina  Medical  Association  entertained  the  American  Medical 
Association  in  Charleston.  According  to  one  account,  “The  delegates  were  received,  both  by  the  profession 
and  the  citizens  of  Charleston,  with  the  most  cordial  hospitality.  Besides  the  generous  hospitalities  of 
individual  members  and  citizens,  the  Medical  Association  of  South  Carolina  provided  on  the  third  day  of 
the  session  a splendid  banquet  which  afforded  a pleasure  season  for  social  intercourse  and  festive 
enjoyment,  and  there,  too,  the  first  time  in  the  history  of  the  Association  wines  and  strong  drink  were  freely 
furnished  as  a part  of  the  entertainment”. 

During  the  War  Between  the  States,  South  Carolina  physicians  cared  for  the  soldiers  as  well  as  the 
civilians  within  their  available  means.  After  the  war,  the  physicians  struggled  once  again  to  restore  the 
medical  college  and  revive  the  South  Carolina  Medical  Association,  in  the  face  of  a state  that  had  been 
ravaged  and  depleted  by  war. 

Among  the  many  handicaps  to  the  qualified  physician  was  the  lack  of  proper  licensing  laws  which 
would  restrain  the  numerous  competitive  pretenders  to  medical  knowledge.  Quacks  abounded  and  patent 
medicines  enjoyed  a large  patronage.  The  Medical  Profession  was  not  organized  sufficiently  in  political 
matters  to  sway  the  legislative  bodies,  particularly  those  members  of  the  Senate  and  House  which  held 
power  in  the  years  immediately  after  the  end  of  the  war. 

Yellow  fever  made  its  last  appearance  in  1876  while  malaria  and  tuberculosis  continued  to  be  problems. 
The  public  health  problems,  especially  tuberculosis,  were  difficult  to  meet  with  a lack  of  public  concern 
and  the  lack  of  funds  appropriated  for  management  of  this  on  a statewide  basis.  A proper  licensing 
procedure  and  a State  Board  of  Health  were  organized,  at  the  insistence  of  the  Medical  Association. 
Although  a few  new  hospitals  were  established,  these  were  available  to  only  a limited  number  of 
physicians. 

Looking  back  100  years  ago,  in  1883  the  Journal  of  the  American  Medical  Association  was  founded. 
Also,  Dr.  J.  Marion  Sims,  the  father  of  modern  gynecology  and  a native  of  South  Carolina,  died. 

From  the  latter  part  of  the  1800’s  to  the  present,  essentially  during  the  past  100  years,  we  have  seen  a 
period  of  scientific  advancement.  There  has  been  tremendous  advancement  in  the  opportunities  for 
medical  education,  medical  research,  a vast  increase  in  the  number  of  hospitals,  in  the  development  of 
licensure  and  protective  regulations.  We  have  seen  volumes  of  literature  published  and  the  advent  of 
modern  drugs  has  given  us  an  entirely  new  dimension  in  medicine. 

The  year  1940  marked  the  beginning  of  a new  era  in  the  relationship  of  the  Federal  Government  and 
Science.  Since  that  time,  there  has  been  considerably  more  involvement  in  the  funding  for  research  and 
the  availability  of  care  for  the  elderly  and  underprivileged. 

The  year  1944,  some  40  years  ago,  saw  the  declaration  of  a ten  point  program  by  the  South  Carolina 
Medical  Association  aimed  at  circumventing  or  squashing  the  threat  of  political  domination  of  the 
profession.  These  included  the  political  control,  availability  of  medical  care,  hospital  group  insurance, 
hospitals,  medical  education,  education  of  the  public,  etc.  You  can  see  some  of  the  same  issues  are  pertinent 
in  today’s  discussions. 

The  most  recent  twenty-five  years  have  seen  an  unprecedented  growth  in  antibiotics,  surgical 
techniques  and  employment  of  sophisticated  technology  into  the  medical  field.  Simultaneously,  there  has 
been  an  overwhelming  demand  by  society  for  the  highest  quality  and  greatest  accessibility  of  health  care 
of  any  time  in  history. 

The  depth  and  breadth  of  available  medical  care  during  the  time  of  an  increased  commitment  of 
resources  to  medicine  have  led  to  the  highest  of  satisfaction  by  both  patient  and  physician. 

Once  again,  in  history,  we  are  probably  approaching  a time  when  medical  care  may  have  to  be  rationed 
or  society’s  thinking  changed.  Coupled  with  the  tremendous  force  of  the  non-M.D.  trained  individual 
attempting  to  gain  recognition  in  the  Health  Field  and  expanding  our  applicable  resources,  we  are  at  one 
of  the  greatest  crossroads  in  American  medical  history. 

During  the  past  two  decades,  with  the  increase  in  third  party  payers,  and  especially  the  advent  of 
government  programs  such  as  Medicare  and  Medicaid,  I fear  that  we  have  become  a more  business-like 
group  and  some  of  the  compassion  and  charity  may  have  gone  out  the  window,  due  to  these  increasing 
pressures. 
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Government  regulations  have  destroyed  some  of  our  basic  ethical  principles.  Historically,  the  American 
Medical  Association  has  said  it  was  unethical  for  its  members  to  solicit  patients  by  advertising.  The  Federal 
Trade  Commission  has  now  levied  an  order  allowing  this.  Imagine  the  ads  which  can  follow  this  — it 
would  remind  me  of  what  we  currently  see  in  the  newspaper  from  some  of  our  across-town  friends. 

The  American  Medical  Association  is  prohibited  from  characterizing  as  unethical  the  use  of  closed 
panels  or  other  plans  that  limit  the  patient’s  choice.  It’s  startling  to  think  that  if  a patient  enters  a certain 
system  he  has  to  be  handled  by  a physician  not  of  his  own  choosing!  This  has  always  been  a very  basic 
premise,  that  the  patient  should  have  the  right  to  choose  a physician  as  he  sees  fit. 

In  addition,  organized  medicine  is  prohibited  from  characterizing  as  unethical  the  participation  of  non- 
physicians in  the  ownership  of  organizations  that  provide  physician  services  to  the  public.  Herein,  my 
friends,  lies  the  entry  of  big  business,  capitalizing  on  the  physician  glut,  and  cutting  deeply  into  the  public 
supported  hospitals  of  our  nation.  I assure  you  that  when  a business  corporation  seizes  an  opportunity  to 
hire  professionals  to  carry  out  work  for  them,  while  competing  with  an  existing  system  which  has  a track 
record  of  high  quality  and  cost  effectiveness,  then  quality  becomes  secondary.  Big  business  will  be 
marketing  a product  and  will  be  oblivious  to  the  human  element.  Compassion  and  understanding  are  not 
within  the  business  jargon. 

With  the  cost  of  malpractice  insurance  ranging  up  to  fifty  thousand  dollars  per  year  and  the  high  cost  of 
office  start-up,  it  will  become  increasingly  difficult  for  a young  physician  to  initiate  his  own  solo  practice. 
Then  he  is  very  apt  to  be  coddled  into  the  protective  umbrella  of  a corporately  owned  business  simply 
because  he  doesn’t  have  the  capital  to  initiate  his  own  practice.  Now,  these  things  are  not  intended  to  be 
protective  of  the  private  practice  in  the  free  enterprise  system  which  we  have  all  championed.  Instead,  it  is 
recognized  as  a near  total  rearrangement  of  the  business  manner  in  which  the  practice  of  medicine  is 
carried  out. 

The  happenings  of  the  mid-1980  s will  probably  be  very  instrumental  in  setting  the  future  course  of 
medicine  for  generations  to  come.  The  organization  of  medicine  is  so  essential,  so  vital,  so  critical  to  the 
management  of  these  conditions  that  I have  just  enumerated.  One  may  think  of  the  1960’s  as  the  Golden 
Ages,  the  1980’s  as  the  period  of  transition  and  the  2000’s,  the  ages  of  Darkness  and  Turmoil.  If  there  is  the 
great  intrusion  that  we  are  projecting,  M.D.’s  will  become  few  and  far  between  and  health  care  will  be 
delivered  by  lesser  trained  technicians.  Only  the  wealthy  will  receive  care  by  a highly  trained  medical 
physician.  All  of  this  may  come  about  if  there  is  no  plan  of  action  by  physicians. 

The  JCAH  recommendation  that  the  wording  of  medical  staff  be  changed  to  an  “organized  staff  to 
encompass  all  comers’’  is  yet  another  example  of  internal  erosion  due  to  the  fear  of  litigation.  In  the 
awareness  of  our  litiginous  society,  and  the  potential  for  anti-trust  actions  against  all  segments  of  the 
profession,  we  must  take  a stand,  united,  and  defend. 

Let  it  be  said  — firmly  and  unequivocally  — that  the  leader  of  the  health  care  team,  be  it  directly  or 
indirectly,  must  be  the  medical  trained  physician.  The  other  members  of  the  team  are  a very  vital  and 
integral  part  of  the  delivery  of  health  care,  but  the  physician  must  assume  the  responsibility  and  the 
leadership  to  implement  it. 

To  paraphrase  a remark  by  President  Lincoln,  “We  — even  we  here  — hold  the  power  and  bear  the 
responsibility  — we  shall  nobly  save  or  meanly  lose  the  last,  best  hope  of  earth.’’ 

Some  twenty  centuries  ago  Hippocrates  gave  the  admonition,  “Physician,  heal  thyself.  ” These  words 
are  probably  as  relevant  today  as  they  were  at  the  time  that  they  were  first  spoken  by  this  great  man  of 
medicine.  Each  of  us  should  dedicate  himself  to  this  goal,  as  it  is  a cornerstone  of  our  profession.  If  there  is 
reason  for  an  increasing  body  of  criticism  being  levied  upon  the  profession,  then  we  should  stand  tall  and 
put  our  house  in  order  and  be  above  reproach. 

The  highest  qualities  of  a person  have  been  required  for  a student  to  enter  the  field  of  medicine.  The 
increasing  volume  of  knowledge  and  technology  has  pushed  physicians  toward  limiting  the  scope  of  their 
practice.  However,  we  must  never  allow  the  fundamental  aspects  of  compassion,  concern,  care,  willing- 
ness and  integrity  to  be  diminished.  It  becomes  even  more  essential  that  knowledge  and  training  be  built 
on  these  fundamental  characteristics  which  we  expect  to  be  found  in  an  individual  in  medicine. 

The  demands  placed  upon  the  profession  have  brought  it  to  the  pinnacle  of  glory  among  the  professions. 
It  has  enjoyed  the  position  of  trust,  respect  and  affection.  There  is  great  concern  that  we  are  allowing  a 
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profession  in  this  day  of  high  technology  to  change  a science  into  a business  and  an  art  into  a trade. 

In  a farewell  address  to  the  medical  profession  of  the  United  States  by  that  great  physician  Sir  William 
Osier,  he  states,  “I  give  a single  word  as  my  parting  commandment,  ‘It  is  not  hidden  from  thee,  neither  is  it 
far  off.  It  is  not  in  heaven,  that  thou  shouldst  say,  ‘Who  shall  go  up  for  us  to  heaven,  and  bring  it  unto  us, 
that  we  may  hear  it,  and  do  it?’  Neither  is  it  beyond  the  sea,  that  thou  shouldst  say,  ‘Who  shall  go  over  the 
sea  for  us,  and  bring  it  unto  us,  that  we  may  hear  it,  and  do  it?’,  but  the  word  is  very  nigh  unto  thee,  in  thy 
mouth  and  in  thy  heart,  that  thou  mayest  do  it  — CHARITY.’ 

Probably  the  most  dangerous  foe  we  have  to  fight  is  apathy.  Presently,  medicine  may  be  on  trial  and 
before  that  proceeds  too  far,  I trust  that  it  will  arouse  each  individual  member  of  the  profession  to  not  allow 
a default  on  behalf  of  our  patients  and  the  people  of  this  great  nation.  Unity  and  understanding  promote 
accord  and  this  will  be  needed  as  we  attempt  to  combat  commercialism,  charlatan  activity  and 
government  intrusion. 

The  risks  are  so  high  that  one  must  set  aside  any  hesitations  of  involvement  in  organized  medicine  and 
pursue  these  common  goals  through  that  means.  It  must  be  a collective  rather  than  an  individual  approach 
to  significantly  change  the  future  course  of  medicine  in  the  halls  of  our  governments  and  the  courts  of  our 
lands. 

The  time  has  come  when  we  must  take  a very  hard  look  at  the  philosophy  and  concepts  of  private 
practice  in  the  light  of  today’s  scenario.  We  must  address  and  plan  for  our  involvement  in  the  future 
delivery  systems  of  health  care  in  this  great  nation.  There  is  too  much  greatness  in  our  system  to  allow  it  to 
be  scuttled  by  those  who  are  seeking  to  dismantle  it  for  self-serving  purposes.  We  must  take  an  active  role 
in  all  interfaces  of  medicine,  be  it  legislation,  government,  hospitals,  allied  care  groups,  etc. 

History  may  record  that  the  profession  as  it  is  known  today  became  extinct  because  we  weren’t 
aggressive  enough  to  sustain  medicine  in  its  present  form  even  though  it  may  be  necessary  to  undergo  some 
modification. 

As  I have  stood  before  you  and  have  recounted  a few  selected  happenings  over  the  past  300  years  in  our 
state’s  medical  history  and  while  many  of  you,  as  I,  have  ancestors  and  roots  in  this  state,  dating  well  over 
250  years,  let  us  not  forget  the  adversities  overcome  by  our  predecessors. 

Medicine  as  we  know  it  today  was  not  decreed  or  legislated  to  us  from  earlier  in  history.  Instead,  it  was 
created  by  great  physicians  and  lay  people  bit  by  bit  over  the  centuries.  Presently,  we  are  at  the  zenith  of 
these  accomplishments.  Let  us  not  forsake  our  heritage,  but  preserve  and  advance  the  care  of  this  greatest 
gift  of  God  — life  itself  — for  our  posterity. 

My  friends  and  colleagues  — CONCERN  THYSELF. 


Randolph  D.  Smoak,  Jr.,  M.D.,  President 


The  South  Carolina  Medical  Association  is  indebted  to  the  South  Carolina  Medical  Care  Foundation  for  its  generous  donation 
towards  the  publication  of  this  Inaugural  Address. 
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DR.  COLLINS  ISN’T  PAYING  HIS 
MALPRACTICE  INSURANCE  PREMIUM 

THIS  YEAR. 


But  he’ll  still  be  covered.  Because  the  Army  covers  it.  Jack  Collins  is  an  Army 
surgeon.  And  he  doesn’t  have  to  burden  himself  with  the  details  of  running  a civilian 
surgical  practice.  The  Army  does  the  worrying  for  him. 


It  works  out  better  for  Dr.  Collins.  And  for  the  Army.  He  has  a relatively  trouble-free 
practice.  And  the  Army  has  a first-rate  surgeon. 


Every  Army  physician  is  commissioned  as  a Captain  or  higher.  He  earns  30  days  paid 
vacation  a year.  And  his  noncontributory  retirement  benefits  are  substantial. 


Jack  Collins  joined  the  Army  to  practice  surgery.  . .not  bookeeping,  typing, 
accounting,  or  hiring  office  help.  Army  medicine  is  as  free  from  nonmedical 
distractions  as  it  is  possible  for  any  practice  to  be. 

The  Army  Medical  Department  has  positions  available  or  projected  requirements  for 
physicians  trained  in  the  following  specialties  in  the  Southeastern  United  States. 

GENERAL  SURGERY 
NEUROSURGERY 
ORTHOPEDIC  SURGERY 
OBSTETRICS-GYNECOLOGY 
OTOLARYNGOLOGY 
ADULT  PSYCHIATRY 
CHILD  PSYCHIATRY 
DIAGNOSTIC  RADIOLOGY 
FAMILY  PRACTICE 


If  you  desire  an  attractive  alternative  to  civilian  practice  for  a reasonable  net  amount 
of  money  and  want  to  spend  a reasonable  amount  of  time  with  your  family,  then 
maybe  you  should  find  out  more  about  Army  Medicine. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits,  write  or  call 
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The  following  essay  suggests  a new  name  for  disease  symptoms  engendered  by  institutional  stress. 
Tm  not  sure  that  I quite  follow  the  contributions  ofBriareos  to  this  phenomenon.  However,  in  this  age  of 
large  institutions  and  conglomerates,  we  can  anticipate  that  disease  symptoms  will  increasingly  reflect 
victimization  of  individuals  by  the  hierarchies  which  they  serve.  In  explaining  disease  phenomena,  one 
can  thus  envision  a series  of  diagrams  (e.g.,  supervisor  — co-worker  — worker)  similar  to  the  diagrams  of 
family-derived  illness  (e.g.,  mother  — big  sister  — little  brother)  first  shown  to  us  by  Dr.  Hiram  Curry  of 
MUSC.  Thus,  in  a sense,  these  thoughts  pertaining  to  “ institution  medicine ” might  supplement  the 
concept  of  “family  medicine” . Guest  editorials  reflect  the  opinions  of  the  authors  and  do  not  necessarily 
represent  the  opinions  of  the  Editorial  Board  and  the  South  Carolina  Medical  Association. 

— CSB 


GUEST  EDITORIAL:  THE  SPECTER  OF  RRIAREOS 


Briareos,  according  to  the  eighth-century  B.C. 
Greek  poet  Hesiod,  was  one  of  three  brothers, 
offspring  of  Mother  Earth  (Gaia)  and  Father  Sky 
(Ouranos),  who  were  born  with  such  strength  as  to 
be  a threat  to  other  gods.  Hesiod  in  Theogony 
147-153  describes  them: 

And  again  others  were  born  from  Gaia  and 
Ouranos, 

Three  sons  large  and  strong,  not  to  be  spoken  of, 

Kottos,  Briareos,  and  Guges,  arrogant  offspring. 

From  their  shoulders  shot  forth  a hundred 
hands, 

Not-to-be-controlled,  and  for  each  one  fifty 
heads 

Sprang  forth  from  their  shoulders  on  sturdy 
limbs; 

And  boundless,  powerful  strength  was  on  huge 
form. 

(Translation  by  P.  Matsen) 
From  the  moment  of  their  birth  Ouranos,  in  ter- 
ror, kept  these  “Hundred-Handers”  imprisoned 
inside  Gaia.  In  the  third  generation,  however, 
Ouranos’  grandson  Zeus  freed  them  to  fight  on  his 
side  in  the  great  war  against  the  Titans  — they 
hurled  three  hundred  rocks  at  a time.  After  the 
war,  Zeus  appointed  them  wardens  of  Tartaros, 
his  underground  jailhouse  for  rebel  gods.  Briareos 
is  the  most  famous  of  the  brothers,  for  Homer  tells 
how  he  was  once  summoned  to  Olympus  to  help 
Zeus  put  an  end  to  a palace  revolt  ( Iliad  1. 
396-406). 
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From  this  root,  Briareogenesis  is  conceived  to 
acknowledge  the  capacity  to  generate  injury 
through  misapplication  of  power,  organization, 
bureaucracy  or  government.  One  may  refer  to 
briareogenic  risk  as  the  potential  in  an  institution 
for  illness  or  disability  among  those  it  is  intended 
to  serve.  Briareogenic  disability  may  be  perceived 
as  that  occurring  in  an  individual  as  a conse- 
quence of  operation  or  function  of  organizational 
elements,  or  as  a consequence  of  conflicting  solu- 
tions of  several  independent  agencies  addressed  to 
differing  aspects  of  an  individual’s  set  of  prob- 
lems. 

Such  a coined  word  is  not  unrelated  to  a com- 
mon term  with  similar  roots.  Iatros,  being  one  of 
the  names  of  the  Greek  god  Apollo,  the  patron  of 
the  art  of  healing,  refers  to  “one  who  heals.” 
Apollo  was  the  father  of  the  healing  hero  Asklep- 
ios.  According  to  Euripides  ( Alcestis  3ff.)  and 
others,  Zeus  destroyed  Asklepios  for  bringing  the 
boy  Hippolytos  back  to  life.  Thus  does  Greek 
mythology  acknowledge  unanticipated  effects  of 
the  art  of  healing.  Iatrogenic  illness  is  intended  to 
refer  to  side  effects  and  untoward  consequences 
of  therapy.  The  original  meaning  has  been  broad- 
ened in  usage  so  that  the  general  public  would 
take  it  to  mean  “illness  caused  by  hospitals  and 
doctors.” 

To  differentiate  between  the  two  seems  useful 
in  the  context  of  advanced  institutionalization  of 
the  practice  of  medicine.  The  management  as- 
pects are  identified  as  a potential  class  of  etiologic 
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elements:  doctor-staff-patient  relationships,  wide- 
ly-dispersed and  independent  technical  contribu- 
tions, conflicts  related  to  organizational  power, 
standardization  of  procedures  for  efficiency  and 
cost  control,  third-party  rules,  and  government 
regulations  are  all  potential  sources  of  injury,  par- 
ticularly for  the  patient  whose  characteristics  are 
far  from  the  “average”  model  upon  which  the 
practices  and  standards  are  based.  The  conse- 
quences may  be  realized  when  timing,  commu- 
nication, eligibility  or  other  aspects  of  individual 
use  of  the  resources  are  thrown  off  their  optimal 
course.  Thus  we  acknowledge  errors  and  inade- 
quacies in  patient  management  which  are  not 
iatrogenic,  but  briareogenic  in  nature. 

In  the  broader  sense,  some  of  the  complex  and 
distorted  illnesses  and  disabilities  coming  to  medi- 
cal care  may  be  traced  to  misapplications  of  the 
organization  of  government.  Functions  dealing 
with  hazardous  conditions  of  life  are  dispersed 
through  a large  number  of  independent  agencies, 
authorities,  commissions  and  the  like.  At  present, 
many  extend  downward  from  the  federal  agen- 


cies into  localities.  In  a particular  neighborhood 
where  multiple  deficiencies  occur  (for  example, 
unhygienic  practices,  toxic  substances,  drainage 
problems  and  inadequate  housing)  one  anticipates 
the  presence  of  fetal  and  infant  death,  poor  physi- 
cal and  mental  development,  poorly  managed 
chronic  conditions,  and  increased  incidence  of,  as 
well  as  excessively  complicated,  acute  conditions. 
But  such  places  continue  to  exist,  and  attempts  to 
improve  the  situation  advance  for  each  agency, 
each  treating  its  mandated  symptom.  The  failure 
to  provide  an  organized  approach  to  resolving  the 
several  problems  for  a given  locality  in  a syn- 
chronous way  is  conceivably  the  most  important 
of  the  classes  of  briareogenic  disease  and  mor- 
tality. 

— Robert  Lewis,  Ph  D. 

Patricia  Matsen,  Ph.D. 

School  of  Public  Health  and  Department 
of  Preventive  Medicine  (Dr.  Lewis)  and 
Department  of  Foreign  Languages  and 
Literature  (Dr.  Matsen),  University  of 
South  Carolina,  Columbia,  S.  C.  29208 


medical  information  network  becomes  a reality 


A computer-based  medical  information  net- 
work is  now  available  to  South  Carolina  physi- 
cians, who  need  only  to  call  the  SCMA  office 
(252-6311)  for  details.  Developed  by  the  Ameri- 
can Medical  Association  and  the  GTE  Telenet 
Medical  Information  Network,  the  system  offers 
keyword  searches  through  the  medical  literature 
and  prescribing  information  for  over  1,500  drug 
preparations.  Information  about  poison  control, 
therapy,  and  patient  management  will  be  added 
in  the  near  future.  A telephone  and  terminal  (not 
necessarily  a full  computer  system)  are  the  only 
needed  equipment.  There  is  a one-time  subscriber 
fee  of  $100,  a registration  fee  of  $25  per  user,  and 
a $45  minimum  monthly  service  charge. 

This  network  should  prove  to  be  only  a begin- 


ning. One  can  envision  that  physicians  will  in- 
creasingly rely  on  computers  not  only  for  office 
management  and  literature  searches  but  also  for 
communication  with  each  other.  Computers 
should  eventually  offer  a welcome  alternative  to 
the  present  system  (or  non-system)  of  beepers  and 
telephones!  Finally,  one  can  envision  that  com- 
puters will  link  together  all  of  the  important  seg- 
ments of  our  health  care  delivery  network, 
providing  information  not  only  from  national 
sources  but  also  up-to-the-minute  reports  from 
DHEC  on  local  epidemiology  and  curbside  con- 
sultations from  faculty  at  the  state’s  medical 
schools.  We  welcome  correspondence  from  read- 
ers concerning  their  initial  reactions  to  the  new 
SCMA/AMA  Medical  Information  Network. 

— CSB 
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RU4USS 


TABLETS 


• antihistaminic  • nasal  decongestant  • anti-secretory  • convenient  b.i.d.  dosage 

Prompt,  effective  Ru-Tuss®  tablets  bring  welcome  relief  to  the  patient  with  allergic 
rhinitis.  Ru-Tuss®  tablets  ease  congestion,  relieve  respiratory  tract  irritation  and 
reduce  the  need  to  sneeze.  Convenient  b.i.d.  dosage  provides  a full  day’s  therapy. 


Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg  • Phenylpropanolamine  Hydrochloride 
50  mg  • Chlorpheniramine  Maleate  8 mg  • Hyoscyamine  Sulfate  0.1 9 mg  • Atropine  Sulfate  0.04  mg 
• Scopolamine  Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours. 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  71 106 

Pioneers  in  medicine  for  the  family 


Please  see  brief  summary  of  prescribing  information  on  the  next  page. 


ANNUAL  MEETING  PICTORIAL  HIGHLIGHTS 


The  Honorable  Richard  Riley,  Gover- 
nor of  the  state  of  South  Carolina,  ad- 
dresses the  House. 


John  M.  Fleming,  M.D.,  receiving  the 
President’s  Award  for  outstanding  ser- 
vice from  Euta  M.  Colvin,  M.D. 


Frank  Jirka,  M.D.,  AMA  President- 
Elect,  in  one  of  his  addresses  at  the 
Annual  Meeting. 


Euta  M.  Colvin,  M.D.  (left),  presents  J. 
Sidney  Fulmer,  M.D.,  with  the  A.  H. 
Robins’  Physician’s  Award  for  Com- 
munity Service. 


Vice  Admiral  William  Cox,  M.D.,  Sur- 
geon General  of  the  United  States 
Navy,  speaks  to  the  House  of  Dele- 
gates. 


James  Edwards,  D.M.D.,  Sc.D.,  Presi- 
dent, MUSC,  receiving  Honorary  Fel- 
low Membership  in  the  SCMA  from 
Speaker  of  the  House,  J.  Gavin  Ap- 
pleby, M.D. 


Randolph  D.  Smoak,  Jr.,  M.D.,  being  sworn  in  as  119th 
President  of  the  SCMA.  Left  to  right:  Euta  M.  Colvin,  M.D., 
Mrs.  Saundra  Smoak,  Dr.  Smoak,  and  Leonard  W.  Douglas, 


M.D. 


The  assembled  House  of  Delegates,  1983. 


Receiving  guests  at  the  President’s  Re- 
ception are  (left  to  right)  Mrs.  Mary 
Anne  Douglas,  Leonard  W.  Douglas, 
M.D.,  Mrs.  Saundra  Smoak,  Randolph 
D.  Smoak,  Jr.,  M.D.,  Mrs.  Dorothy  Col- 
vin, and  Euta  M.  Colvin,  M.D. 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION  AUXILIARY  SCHOLARSHIP  RECIPIENTS 

It  is  with  greatest  pleasure  that  the  South  Carolina  Medical  Association  Auxiliary  announces  its 
scholarship  recipients.  These  four  scholarships  are  being  given  again  this  year  to  two  students  from  each 
medical  school.  The  four  $750.00  scholarships  are  awarded  yearly. 

Students  receiving  scholarships  from  the  USC  School  of  Medicine  are  Charles  Hood,  from  Pickens,  and 
Connie  Ross,  of  Greenville. 

MUSC  recipients  are  Bill  Macon,  Columbia,  and  James  Taylor,  a native  of  Pageland,  S.  C. 

The  accomplishments  of  these  young  students  of  medicine  are  impressive,  and  the  South  Carolina 
Medical  Association  Auxiliary  is  proud  to  be  of  help  to  each  in  his  chosen  field. 


Charles  Hood,  USC  School  of  Medicine 

Charles  earned  his  B.S.  in  Chemistry  and  received  a Carolina  Scholarship. 
During  his  undergraduate  career,  he  was  a member  of  S.  C.  College,  the 
honors  school  of  South  Carolina,  and  Phi  Beta  Kappa.  He  was  the  valedic- 
torian of  Pickens  Senior  High,  and  Student  Body  President.  There,  he 
received  a National  Merit  Scholarship  award. 

Charles  wrote  his  Senior  thesis  at  USC  on  Alkaloids.  He  gets  his  motivation 
to  attend  medical  school  from  the  fact  that  his  father  did  not  recover  from 
lung  cancer,  and  he  would  like  to  reduce  the  amount  of  suffering  others 
might  have. 


Connie  Ross,  USC  School  of  Medicine 
Connie  graduated  from  Furman  in  May  of  1981.  While  there,  she  was 
Secretary  of  the  American  Chemical  Society,  Chairman  of  the  Student 
Admissions  Advisory  Council,  Vice-president  of  Alpha  Epsilon  Delta  Pre- 
med  Honor  Society,  and  was  elected  into  Phi  Beta  Kappa. 

She  is  currently  a second  year  student  at  USC  School  of  Medicine  and  is  a 
member  of  the  School  of  Medicine  Curriculum  Committee  and  the  Ameri- 
can Medical  Women’s  Association.  Upon  completion  of  her  medical  educa- 
tion, she  would  like  to  return  to  the  Greenville  area  to  practice  in  a primary 
care  field. 


Bill  Macon,  MUSC 

Bill  Macon  is  a 1979  graduate  of  USC,  with  a B.S.  in  Science  and  Math;  his 
major  was  Biology.  He  graduated  magna  cum  laude,  and  his  honors  include 
Phi  Beta  Kappa,  Omicron  Delta  Kappa,  and  Alpha  Epsilon  Delta.  He  was 
president  of  his  social  fraternity,  Pi  Kappa  Alpha. 

Bill  is  now  in  his  junior  year  at  MUSC.  During  1982-83,  he  was  the  Student 
Government  Association  President. 

When  asked  why  he  chose  medicine  as  a career,  Bill  said  “Medicine 
appeals  to  me  intellectually.  With  it  I can  do  things  to  help  other  people  have 
a full  life.  I really  enjoy  teaching  others  and  am  thinking  of  going  into 
academic  medicine.” 


James  Taylor,  MUSC 

James  has  a B.S.  in  Pharmacy  from  the  University  of  South  Carolina. 
While  at  USC,  he  was  a member  of  the  Chi  Psi  fraternity  and  held  offices  of 
President  and  Vice-president.  During  his  year  as  President,  the  chapter  won 
the  National  Fraternal  Excellence  Award. 

After  graduating  from  USC,  he  worked  as  a pharmacist  from  one  year  at 
Hermann  Hospital  in  Houston,  and  21A  years  at  Duke  University  Hospital  in 
Durham.  He  is  currently  a third  year  student  at  MUSC  and  is  interested  in 
surgery  as  a career. 
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RETIREMENT 


You  have  spent  up  to  30  years  or  more  preparing  for  retirement.  However,  there  is  one 

catch the  money  you  receive  will  be  taxed  in  one  way  or  another,  thus,  how  you 

receive  your  retirement  dollars  will  affect  your  taxes  and  the  net  return  to  you 

the  amount  of  dollar  cost/savings  to  you  can  be  enormous.  Therefore,  I am  starting  a 
mini-series  on  the  ways  and  wherefores  of  the  alternatives  of  receiving  the  monies  you 
have  set  aside  under  a retirement  program the  series  will  cover  the  following  topics: 

1 . How  the  Federal  Government  views  distributions 

2.  Special  tax  rates  on  the  distributions 

3.  The  IRA  Rollover  account 

4.  Taxation  comparisons 

5.  Questions  and  answers 

Basically,  you  have  two  alternatives  to  minimize  the  tax  impact: 

(1)  Take  your  money  all  at  once,  and  pay  the  taxes,  usually  at  a favorable  fed- 
eral tax  rate. 

(2)  Place  your  money  into  an  IRA  rollover  account  and  pay  taxes  at  ordinary  income 
tax  rates  as  you  withdraw  these  funds  over  time. 

In  any  case,  you  are  faced  with  taking  a ’’lump  sum  distribution”.  Next  month,  I will 
discuss  how  the  Federal  Government  views  distributions. 

TAX  SHELTERS 

You  have  paid  your  taxes  for  1982  and  have  had  time  to  fret  and  stew  about  the  amount. 

You  are  now  ready  to  jump  in  and  convert  some  of  your  1983  tax  dollars  into  real  estate 
assets.  A commendable  thought.  And,  sure  enough,  some  how,  some  way,  you  are  shown  a 

real  estate  tax  shelter When  looking  into  the  economic  merits  of  the  investment,  be 

careful  about  one  slight  of  hand.  That  is:  Paying  too  much  money  for  the  property 

This  is  usually  done  by  the  syndicator  who  over  values  the  property  and  has  the  inves- 
tor (s)  pay  for  the  property  with  a combination  of  cash  and  a non-recourse  mortgage  note 
Beware!  If  the  IRS  determines  that  the  property  is  overvalued,  the  IRS  will  prob- 
ably determine  that  the  investment  lacks  economic  merit  and  as  a start,  deny  the  interest 

deductions  on  the  non-recourse  note Unfortunately  overvaluing  real  estate  is  too 

common  a practice  in  the  private  placement  deals.  Again,  I caution  you  to  have  your  tax 

advisor  look  over  all  Tax  Shelter  investments  shown  to  you Don’t  be  caught  on  the 

short  end  of  the  "Proverbial  Stick". 

ESTATE  PLANNING 

How  would  you  like  to  receive  a guaranteed  monthly  income  {mostly  tax  free);  and,  at  the 
end  of  seven  (7)  years  still  have  your  principal?  Not  only  can  you  do  this,  but  there 


(Financial  Check-up  continued) 


are  some  other  benefits: 

(1)  In  the  event  of  your  death  prior  to  the  end  of  seven  years,  an  individual 
(or  trust)  you  designate  will  receive  the  monthly  income  for  the  balance 
of  the  seven  years; 

(2)  The  beneficiary  will  also  receive  principal  at  the  end  of  seven  years; 

(3)  Nobody  but  the  beneficiary  will  know  how  much  money  is  involved; 

(4)  There  is  no  probate;  thus,  no  delay  in  the  receipt  of  the  money Here’s 

how  it’s  done: 


A HYPOTHETICAL  ILLUSTRATION 
Start  with  any  amount,  i.e.  $100,000 

Divide  up  into:  Income 

$49,600 

Receive:  $ 816.42/month 

$68,578  for  Total  Payout  $100,000  Value  at  the  end 

over  seven  years  of  seven  years 


Accumulation 
$50,400  @ 10.286% 


Thus,  you  receive  a monthly  income  of  $816.42  for  seven  (7)  years,  and  at  the  end  of 
the  seven  years  you  still  have  your  $100,000  principal.  This  is  a great  way  to  bolster 
other  retirement  income.  Of  course,  the  amount  you  start  with  can  vary;  and,  the  in- 
terest rates  can  change  from  the  rate  designated  above. 

***** 

The  information  contained  herein  has  been  obtained  from  sources  believed  reliable 
but  is  not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed 
are  subject  to  change  without  notice.  Neither  the  information  presented  nor  any 
opinion  expressed  constitutes  a representation  by  us  or  a solicitation  of  the  pur- 
chase or  sale  or  any  securities.  South  Carolina  Medical  Association  and  E.F.  Hutton 
and  Co. , Inc.  1983. 

FURTHER  INFORMATION 


If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this 
newsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  and  Co.,  Inc.,  2700 
Middleburg  Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  800-922-1112.  (toll  free). 


* * * * * 


From  the  State  House: 

LEGISLATIVE  UPDATE 


July,  1983 

The  South  Carolina  Legislature  closed  its  shop  to  regular  business  on  June  10,  1983.  It 
will  return  on  July  27  to  take  up  vetoes  and  other  loose  ends,  with  official  Sine  Die 
adjournment  occurring  on  that  date.  We  again  remind  our  readers  that  legislation  that 
does  not  pass  the  General  Assembly  this  year  will  carry  over  to  1984  if  the  particular 
bill  or  resolution  is  not  tabled  (killed)  outright. 

Since  the  usually  fast-breaking  legislative  issues  of  importance  to  physicians  will  be 
at  a minimum  between  now  and  January,  1984,  we  will  attempt  to  treat  some  matters  in 
greater  depth  than  is  normally  allowable  during  the  actual  session  period. 

CHILD  RESTRAINT  LAW  IN  EFFECT 

As  last  reported  in  the  March,  1983  Legislative  Update,  the  SCMA-supported  child  restraint 
law  has  passed  and  been  signed  by  the  Governor.  Importantly,  it  went  into  effect  on  July 
1,  1983.  The  principal  provisions  of  this  law  provide: 

7)  that  childhe.n  young  eA  than  age,  one.  (7)  hA.de,  'in  child  heAlhaini  t>yt>£emt>, 
hcgahdleAA  o^  wh chc  they  kiX  £ n an  automobile.; 

2)  that  childhcn  between  ageA  one.  (7)  and  ouh  [4]  hide,  in  child  heAthaini 
t>y&£emt>  ifa  they  oj te  hiding  in  a ^hont  6 eat;  and 

3)  that  childhen  between  ageA  one.  (7)  and  fiouh.  [4]  uAe  beat  beltA  i £ they 
ahe  hiding  in  a back  beat. 

Since  the  first  child  restraint  law  was  passed  in  Tennessee  in  1977,  thirty-nine  states 
have  passed  some  type  of  law  requiring  child  restraints.  Many  of  these  states  have 
stricter  fines  and/or  age  parameters  than  the  South  Carolina  law,  which  was  primarily 
designed  to  be  educational  in  nature. 

Studies  have  shown  that  crashed-tested  child  safety  seats  correctly  used  on  the  minor 
child  can  reduce  the  chance  of  death  by  75%-90%,  and  the  possibility  of  injury  by  50%- 
60%.  We  are  optimistic  that  this  will,  indeed,  be  the  case  in  South  Carolina.  In  1980 
alone  it  was  estimated  that  child  safety  seats  could  have  prevented  as  many  as  326 
injuries  and  7-10  deaths  in  South  Carolina.  Additionally,  more  deaths  and  disabilities 
in  children  resulted  from  automobile  accidents  in  1981  than  from  any  other  cause. 

Special  recognition  for  passage  of  this  law  must  go  to  Vh.  William  VcLoachc  of  Greenville 
and  the  S.  C.  Pediatric  Society,  which  helped  lead  the  battle  to  enact  one  of  the  most 
worthwhile  pieces  of  legislation  during  the  1983  session. 

CANDIDATES  FOR  NEW  HHSFC  (HEALTH  AND  HUMAN  SERVICES  FINANCE  COMMISSION) 

Seven  positions  will  have  to  be  filled  on  the  newly  created  Health  and  Human  Services 
Finance  Commission.  One  seat  will  be  filled  by  the  Governor,  and  this  person  will  serve 
as  Chairman  of  the  Commission.  The  other  six  seats  will  be  elected  by  the  Legislature, 
one  from  each  Congressional  District. 


The  South  Carolina  Medical  Association  leadership  is  anxious  for  qualified  people  of 
integrity  to  serve  on  this  Commission.  It  is  important,  because  these  persons  will  have 
a strong  voice  on  how  Medicaid  funds  are  allocated  to  serve  the  indigent  in  this  state. 

SCMA  is  thus  encouraging  concerned  physicians  to  urge  local  individuals  with  an  interest 
in  good  government  to  consider  running  for  one  of  these  positions.  These  persons  should 
contact  their  local  legislative  delegation  for  information  on  how  to  go  about  seeking  this 
office . 

Any  candidate  seeking  office  on  the  HHSFC  cannot  have  any  current  involvement  in  providing 
health  care.  Such  person  also  could  not  continue  to  hold  another  government  position  of 
trust  and  still  run  for  this  Commission  without  giving  up  the  position  he  currently  holds. 
Candidates  that  have  been  nominated  for  these  positions  are  expected  to  be  screened  by  a 
Legislative  panel  sometime  this  fall.  Elections  will  be  held  shortly  after  the  Legislature 
convenes  in  January,  1984. 

The  new  HHSFC  will  strip  the  Department  of  Social  Services  of  its  current  authority  over 
various  welfare  programs — in  particular,  the  Medicaid  Program.  DSS  will  henceforth  be 
concerned  only  with  "delivery”  of  these  important  services,  while  the  HHSFC  will  set  the 
policy  for  spending  the  various  monies. 

BEER  AND  WINE  IN  AUTOMOBILES  (H. 2037 , S.106) 

The  State  Legislature  failed  to  enact  the  SCMA-supported  bill  to  prohibit  the  possession 
of  beer  and  wine  in  open  containers  in  moving  motor  vehicles  (except  in  the  trunk  or 
luggage  compartment).  With  all  the  fanfare  surrounding  changes  in  the  DUI  laws,  H.2037 
barely  missed  passage  in  1983.  This  is  a dangerous  "loophole"  in  the  law  when  people 
can  effectively  ride  and  drink  on  our  state's  highways  without  impunity.  We  are  optimis- 
tic that  this  legislation  will  pass  in  1984. 

The  sentiment  seems  to  be  very  strong  to  tighten  up  on  those  who  drink  and  then  drive, 
as  evidenced  by  the  strong  DUI  penalties  enacted.  While  it  had  gotten  little  attention 
since  the  early  '70s,  the  DUI  law  change  seemed  to  have  more  popular  support  among  citi- 
zens and  organizations  than  any  other  recently  enacted  law. 

SCMA  DOCTOR  OF  THE  DAY  PROGRAM 


The  SCMA-sponsored  Doctor  of  the  Day  Program  was  a bona  fide  success  this  year,  with  approxi- 
mately 75-plus  physicians  participating  throughout  the  Legislative  Session.  Special  recog- 
nition must  be  given  to  the  two  nurses,  HdzeX  Johnson,  R.N.  and  Pat  KaJi kJbmd,  P.N.,  who 
anchored  the  Doctor  of  the  Day  room  at  the  State  House,  kept  the  legislators  "tuned  up" 
and  handled  many  of  the  administrative  details  that  occurred  on  the  State  House  premises. 

With  administrative  aid  back  at  SCMA  Headquarters  from  Kay  VouLQZa&&  and  Fsiank  RogeAA,  who 
juggled  schedules  to  make  sure  a physician  was  available  each  day  to  handle  medical  emer- 
gencies at  the  Doctor  of  the  Day  Station,  we  noticed  an  ever-increasing  interest  on  the 
part  of  those  physicians  who  had  never  served  before  to  come  back  again. 

Members  of  the  General  Assembly  and  their  staff  seem  to  be  more  complimentary  than  ever 
of, the  program,  which  is  now  located  on  the  first  floor  of  the  State  House  across  from 
the  Lieutenant  Governor’s  office.  VA.  V.  StA.otk.QJi  Pope.,  the  "Godfather"  of  the  Doctor  of 
the  Day  Program,  has  facilitated  many  donations  of  equipment,  drugs,  etc.  for  the  opera- 
tion of  the  program,  helping  make  it  the  success  it  has  been  since  its  inception  in  the 
early  1970's. 

If  you  are  interested  in  serving  as  Doctor  of  the  Day  during  the  1984  Legislative  Session, 
its  not  too  early  to  sign  up.  Just  write  or  call  the  SCMA  Headquarters  at  252-6311  and 
let  us  know  of  your  willingness  to  serve  on  a Tuesday,  Wednesday  or  Thursday  during  the 
months  of  January  through  June  of  1984. 
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PERCUTANEOUS  TRANSLUMINAL 
ANGIOPLASTY  (PTA) 

FOR  TREATMENT  OF  CLAUDICATION* 

IVAN  VUJIC,  M.D.** 

GILBERT  B.  BRADHAM,  M.D. 

ROLF  P.  GOBIEN,  M.D. 

Percutaneous  transluminal  angioplasty  (PTA) 
is  the  fluoroscopically  guided  use  of  guidewires 
and  special  catheters  to  relieve  stenotic  and 
obstructive  vascular  lesions.  The  idea  was  initially 
conceived  by  Dotter,1  modified  by  several  co- 
workers, and  made  practical  by  the  design  of  a 
double  lumen  balloon  catheter  by  Gruntzig.2  PTA 
has  gained  wide  acceptance  and  is  performed  in 
major  medical  centers  and  in  those  community 
hospitals  staffed  by  experienced  vascular  radiolo- 
gists and  surgeons.3  The  procedure,  if  performed 
correctly,  is  quite  simple  with  a low  complication 
rate.  Close  cooperation  of  vascular  radiologist  and 
vascular  surgeon  is  essential  for  the  selection  of 
patients,  optimal  treatment,  and  avoidance  or 
timely  treatment  of  complications.  The  referring 
physician  plays  an  important  role  in  the  evalua- 
tion of  long  term  results. 

REFERRAL  PATTERN  AND 
PATIENT  SELECTION 

Any  patient  with  clinical  signs  of  claudication 
should  be  at  first  evaluated  by  an  experienced 
vascular  surgeon.  Non-invasive  evaluation  is  a 


° From  the  Departments  of  Radiology  (Drs.  Vujic  and  Go- 
bien)  and  Surgery  (Dr.  Bradham),  Medical  University  of 
South  Carolina,  Charleston,  S.  C. 

Address  correspondence  to  Dr.  Vujic  at  the  Department  of 
Radiology,  Medical  University  of  South  Carolina,  171  Ash- 
ley Avenue,  Charleston,  S.  C.  29425. 


mandatory  first  step  and  includes  a number  of 
tests.  Their  purpose  is  to  document  the  nature, 
location  and  severity  of  symptoms  and  signs  in 
order  that  logical  and  optimal  invasive  testing 
plans  can  be  formulated,  and  to  establish  a base- 
line against  which  the  results  of  therapy  can  be 
compared.  Experience  has  shown  that  no  one 
instrument  or  test  is  sufficiently  accurate  to  be 
recommended  to  the  exclusion  of  others.  Greater 
diagnostic  accuracy  is  achieved  by  a combination 
of  these  tests.  One  of  the  most  widely  accepted 
methods  is  segmental  pressure  measurement  of 
the  lower  extremities.  Systolic  pressures  are  taken 
at  the  thigh,  calf  and  ankle  levels  bilaterally. 
These  pressures  can  be  used  to  reveal  areas  of 
arterial  flow  compromise  as  well  as  estimate  distal 
runoff.  These  values  are  also  compared  to  the 
ipsilateral  brachial  pressure  and  ratios  are  estab- 
lished. A useful  index  is  the  ankle/brachial  ratio 
which  detects  and  quantifies  peripheral  arterial 
occlusive  disease  in  the  lower  extremity.  Patients 
with  significant  claudication  symptoms  usually 
have  a resting  ankle/brachial  pressure  index  be- 
low 0.5  (Normal  = 1.1  ± 0.1).  A Doppler  can  be 
used  to  obtain  analogue  recordings  of  arterial  flow 
for  waveform  analysis  as  well  as  audible  signals 
for  monitoring  vessel  patency.  The  pressure-pulse 
waveform  amplitude  and  contour  can  be  evalu- 
ated to  provide  a reasonably  accurate  estimate  of 
the  location  and  severity  of  the  suspected  arterial 
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occlusive  disease.  Direct  skin  temperature  mea- 
surement and  thermography  are  other  methods 
employed  to  detect  and  record  abnormal  patterns 
of  blood  flow.  Used  in  appropriate  combination 
these  modalities  can  provide  useful  data  in  selec- 
tion of  candidates  for  angiography  and  post-oper- 
ative follow-up. 

Angiographic  visualization  of  the  distal  aorta, 
pelvic  and  lower  extremity  arterial  system  is  sub- 
sequently employed  in  those  patients  considered 
to  have  significant  vascular  disease.  The  location, 
severity  and  extent  of  disease  are  parameters  em- 
ployed in  selecting  the  most  appropriate  therapy. 

When  deciding  whether  or  not  PTA  is  feasible, 
one  should  not  rely  solely  on  the  angiographic 
appearance  of  the  lesion.  There  are  severely 
stenotic  appearing  areas  which  are  not  hemo- 
dynamically  significant  and  innocent  regions  of 
narrowing  which  are.  Therefore  the  clinical 
symptoms  and  systolic  pressure  gradient  across 
the  lesion  measured  at  angiography  should  be  the 
two  most  important  factors  in  deciding  whether 
the  angioplasty  should  be  done.  On  the  basis  of  all 
available  data,  the  patients  are  then  put  into  sev- 
eral different  groups. 

The  first  group  consists  of  patients  who  are 
qualified  for  surgery  but  not  amenable  for  PTA. 
Although  there  have  been  sporadic  reports  of 
successful  PTA  of  the  aorta  there  is  a general 
opinion  that  occlusion  or  severe  stenosis  of  distal 
abdominal  aorta  should  be  treated  surgically. 
Total  long  segment  occlusion  of  the  superficial 
femoral  artery  with  good  run-off  remains  the 
ideal  lesion  for  grafting,  and  can  only  occasionally 
be  managed  by  PTA.  Experience  has  shown  that 
the  success  rate  of  PTA  drops  significantly  in 
occlusions  longer  than  10  cm.4 

The  second  group  consists  of  patients  who  are 
ideal  for  PTA.  Single  short  segment  stenosis  in  the 
region  of  the  iliac  or  superficial  femoral  artery 
should  be  treated  by  PTA.  These  lesions  respond 
very  well  and  results  are  excellent  (Fig.  1).  PTA 
should  be  attempted  in  any  case  of  severe  stenosis 
or  complete  occlusion  of  the  superficial  femoral 
artery  with  poor  run-off.  These  patients  are  not 
surgical  candidates  and  any  recanalization  of  the 
distal  portion  of  superficial  femoral  artery  or  pop- 
liteal artery  will  considerably  improve  the  perfu- 
sion of  the  distal  limb  through  collateral  vessels 
which  are  particularly  abundant  in  the  region  of 
knee  joint.  Gratifying  results  are  being  obtained 
from  PTA  performed  as  limb  salvage  procedures 
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in  patients  who  otherwise  would  have  amputa- 
tions. Revascularized  limbs  often  become  totally 
viable,  or  below  the  knee  amputations  instead  of 
above  the  knee  amputations  become  sufficient. 

The  third  group  consists  of  the  patients  which 
benefit  from  combined  surgical  treatment  and 
PTA.  Many  patients  in  our  institution  fall  into  this 
group.  The  most  common  combination  of  find- 
ings is  total  long  segment  occlusion  or  severe  dis- 
ease of  femoral  popliteal  system  with  good  run-off 
in  patients  who  have  significant  stenosis  of  the 
iliac  artery.  In  such  a situation  we  perform  the 
PTA  of  iliac  artery  prior  to  femoro-popliteal  by- 
pass graft  in  order  to  improve  the  inflow  to  the 
graft.  Improved  inflow  is  essential  for  long-term 
patency  of  the  graft.  Another  group  of  patients 
with  disease  of  both  iliac  arteries  requiring  graft- 
ing have  diffuse  disease  involving  the  superficial 
femoral  arteries  which  is  amenable  to  the  PTA.  In 
this  situation  PTA  of  the  superficial  femoral  ar- 
teries can  be  performed  in  the  operating  room 
during  placement  of  a proximal  graft. 

METHODS 

The  procedure  begins  with  a diagnostic  arterio- 
gram. In  the  case  of  a stenotic  lesion  a “J  shaped 
teflon  coated  guidewire  is  inserted  through  the 
angiographic  catheter  and  gently  manipulated 
past  it.  The  angiographic  catheter  is  then  also 
inserted  through  the  stenotic  region.  The  an- 
giographic catheter  is  next  replaced  by  a Gruntzig 
balloon  catheter  of  appropriate  size  and  the  bal- 
loon manipulated  to  locate  its  center  at  the  center 


FIGURE  1 — High  grade  stenosis  of  common  iliac  artery 
with  significant  pressure  gradient  in  a patient  with 
claudication  symptoms. 
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of  the  stenosis.  The  balloon  is  inflated  with  dilute 
contrast  material  for  15-30  seconds. 

The  procedure  is  modified  slightly  in  the  case 
of  total  occlusions.  A movable  core  guidewire  is 
inserted  into  the  occlusion  for  several  centimeters. 
The  angiographic  catheter  is  advanced  over  this 
to  test  intraluminal  position  followed  by  the  bal- 
loon catheter  which  again  dilates  the  region. 
These  steps  can  be  repeated  incrementally,  gradu- 
ally dilating  total  occlusions  of  significant  length. 
In  both  stenotic  and  occlusive  lesions  repeat  injec- 
tion of  contrast  material  tests  the  result  of  the 
dilatation.  More  important  than  the  appearance 
of  the  lesion  angiographically  however  is  repeat 
measurement  of  the  pressure  gradient  across  the 
lesion  (Fig.  2).  This  is  the  objective  criterion  used 
to  evaluate  the  success  of  PTA. 


FIGURE  2 — Same  patient  as  Figure  1.  Relief  of  pressure 
gradient  following  PTA.  Visible  but  hemodynamically  non- 
significant narrowing  remains.  Symptoms  relieved. 


Experience  has  shown  that  most  complications 
of  PTA  are  thrombotic-embolic  in  nature.  To 
reduce  these  risks  adjunctive  medications  are  em- 
ployed during  the  procedure  and  afterwards.  All 
patients  are  pretreated  with  aspirin  for  several 
days  beforehand,  and  heparinized  during  the  pro- 
cedure. Lidocaine  is  given  intraarterially  to  de- 
crease vasospasm  and  tolazoline  to  increase  flow. 
The  aspirin  is  continued  indefinitely  after  the 
procedure.  There  is  no  uniform  agreement  on  the 


length  of  formal  anticoagulation  following  the 
PTA. 

RESULTS  AND  COMPLICATIONS 

The  results  of  PTA  have  been  evaluated  in 
several  major  centers.  Follow-up  studies  up  to  two 
years  in  the  USA  and  somewhat  longer  followup 
studies  up  to  five  years  in  Europe  reveal  the  results 
which  are  comparable  to  surgical  procedures.5 
The  patency  of  iliac  vessels  up  to  two  years  is 
preserved  in  over  80%  of  the  patients  while  the 
results  in  the  region  of  superficial  femoral  arteries 
are  somewhat  less  successful  (about  60%  remain 
open  for  two  years  following  PTA).  There  is  an 
inverse  relationship  between  the  length  of  an  oc- 
cluded or  stenotic  segment  and  the  short  and  long 
term  results  of  PTA. 

The  major  advantage  of  PTA  is  its  low  risk  to 
the  patient  combined  with  the  fact  that  the  failure 
of  this  technique  does  not  preclude  or  diminish 
the  prospect  of  good  results  from  subsequent  sur- 
gical intervention.  The  complication  rate  is  very 
low.  Most  serious  but  also  most  rare  is  rupture  of 
the  artery  requiring  immediate  surgical  interven- 
tion. Even  this  occurrence  is  not  as  catastrophic  as 
it  may  sound  since  it  merely  serves  to  accelerate 
the  time  course  of  surgical  intervention  which 
would  have  eventually  taken  place  without  PTA. 
Intimal  flap  and  sub-intimal  hemorrhage  are  the 
most  common  complications.  They  should  be 
carefully  monitored  and  generally  do  not  require 
any  treatment  unless  complete  occlusion  occurs, 
at  which  time  surgical  intervention  will  be  neces- 
sary. In  this  situation  local  intraarterial  infusion  of 
low  dose  fibrinolytic  agents  may  be  attempted  as 
an  alternative  over  a period  of  12  to  18  hours. 
Surgical  procedures  should  be  performed  as  the 
last  resort  in  very  rare  instances. 

SUMMARY 

Transluminal  angioplasty  offers  considerable 
potential  advantages  over  surgery  in  a selected 
group  of  patients.  The  hospitalization  is  brief  and 
mobilization  of  the  patient  is  quick.  The  pro- 
cedure is  short,  painless,  and  does  not  require 
general  anesthesia.  Much  can  be  gained  at  very 
low  risk  to  the  patient.  The  long  term  results  seem 
to  be  comparable  to  surgery.  □ 
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Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

♦ anxiety 

♦ chest  pains  of  vague  origin 

♦ gastric  disturbances 

♦ depression 

♦ family  or  job-related  problems 

♦ hypertension 

♦ sleep  disturbances 
Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


380 


The  Journal  of  the  South  Carolina  Medical  Association 


ULNAR  NERVE  LESIONS 


JACKSON  B.  PICKETT,  M.D.* 

During  a routine  examination,  an  alert  physi- 
cian may  notice  that  the  skin  on  the  dorsal  surface 
of  the  hand  has  been  thrown  into  fan-like  corruga- 
tions by  the  metacarpal  bones.  Recognizing  that 
this  may  reflect  atrophy  of  the  dorsal  interossei 
muscles,  he  will  test  the  strength  of  these  and  other 
upper  extremity  muscles  to  confirm  his  impres- 
sion of  muscle  atrophy.  Finding  weakness  and 
atrophy  limited  to  ulnar-innervated  muscles,  he 
will  diagnose  an  ulnar  neuropathy.  Some  sensory 
impairment  may  be  found  in  the  distribution  of 
the  ulnar  nerve  to  support  this  diagnosis. 

While  easily  detected,  ulnar  nerve  lesions  can 
rarely  be  localized  by  examination.  A review  of 
the  history  searching  for  the  cause  of  the  ulnar 
nerve  lesion  may  reveal  only  that  the  onset  has 
been  so  insidious  that  the  problem  has  passed 
unnoticed.  If  the  patient  has  injured  his  elbow  or 
has  leaned  on  his  elbow  as  in  driving  a truck  across 
the  country,  the  history  may  localize  the  lesion  to 
the  elbow.  If  the  history  and  physical  examination 
fail  to  localize  an  ulnar  nerve  lesion,  electrical  tests 
may  be  indicated.  Electrical  tests  will  confirm 
most  ulnar  nerve  lesions  but  will  localize  only  a 
minority.  Even  if  the  ulnar  nerve  lesion  can  be 
localized  to  the  elbow,  treatment  remains  prob- 
lematic. Should  the  physician  simply  provide  the 
patient  with  an  elbow  pad  and  admonitions  to 
avoid  further  trauma  to  the  elbow  assuming  that 
the  natural  history  of  ulnar  nerve  lesions  at  the 
elbow  is  one  of  gradual  improvement,  or  should  a 
surgeon  transpose  the  ulnar  nerve  anteriorly  with 
the  belief  that  this  unproven  therapy  is  better  than 
passively  waiting?  At  present  there  are  little  data 
to  guide  this  choice. 

Anatomy 

A knowledge  of  the  anatomy  of  the  ulnar  nerve 
is  the  key  to  the  analysis  of  ulnar  nerve  lesions 
(Table  I and  Figure  1).  Formed  by  C7,  C8  and  Tj 
roots,  the  ulnar  nerve  innervates  two  forearm 
muscles,  the  flexor  carpi  ulnaris  and  flexor  digi- 
torum  profundus  III  and  IV.  The  flexor  carpi 


8 Neurology  Service  (127),  Veterans  Administration  Medical 
Center,  Charleston,  S.C.  29403. 


ulnaris  flexes  the  wrist  along  with  the  palmaris 
longus  and  flexor  carpi  radialis,  and  abducts  the 
wrist  along  with  the  extensor  carpi  ulnaris.  Be- 
cause of  the  many  muscles  that  flex  and  abduct 
the  wrist,  weakness  of  the  flexor  carpi,  ulnaris  is 
hard  to  detect.  However,  the  bulk  of  the  flexor 
carpi  ulnaris  is  easy  to  assess.  Abduction  of  the 
little  finger  involves  a contraction  by  the  abductor 
digiti  minimi  which  arises  from  the  pisiform 
bone.  The  flexor  carpi  ulnaris  inserts  on  the 
pisiform  and  assists  abduction  of  the  little  finger 
by  stabilizing  this  bone.  To  check  the  bulk  of  the 
flexor  carpi  ulnaris  you  have  the  patient  abduct 
his  little  finger  and  feel  the  muscle. 

Most  ulnar  innervated  muscles  are  in  the  hand. 
At  the  wrist  the  ulnar  nerve  divides  into  a superfi- 
cial and  deep  branch.  The  superficial  branch  of 
the  ulnar  nerve  supplies  the  palmaris  brevis  which 
wrinkles  the  skin  over  the  proximal  hypothenar 
eminence  and  may  aid  the  hand  grip.  The  deep 
branch  supplies  all  the  other  ulnar  innervated 


FIGURE  1 — Schematic  drawing  of  the  innervation  and 
approximate  location  of  six  muscles  that  will  aid  in  the 
localization  of  an  ulnar  nerve  lesion.  See  text  and  Table 
1 for  details. 
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Table  1 

MUSCLES  USED  TO  LOCALIZE  AN  ULNAR  NERVE  LESION 

Nerve 

Roots 

Site  of  Origin 

Muscle  Innervated 

Action 

Ulnar 

c8-t1 

Deep  Branch 
In  Hand 

First  Dorsal 
Interosseus 

Abduction  Of  The 
Index  Finger 

Ulnar 

C8-T1 

Deep  Branch 
In  Hand 

Abductor  Digiti 
Minimi 

Abduction  Of  The 
Little  Finger 

Ulnar 

c7-c8 

Forearm 

Flexor  Digitorum 
Profundus  III 
& IV 

Flexes  Distal 
Interphalangeal 
Joints  Of  Ring  & 
Little  Finger 

Median 

QrU 

Hand 

Abductor  Pollicis 
Brevis 

Moves  Thumb 
Forward 

Radial 

CVU 

Forearm 

Extensor  Indius 

Extends  Index 
Finger 

Radial 

C7-C8 

Upper  Arm 

Triceps 

Extends  Elbow 

hand  muscles.  These  include  the  (1)  abductor  and 
(2)  flexor  digiti  minimi  which  abduct  and  flex  the 
little  finger,  (3)  opponens  digiti  minimi  which 
moves  the  fifth  metacarpal  bone  forward  with  a 
slight  lateral  relation,  (4)  interossei  which  abduct 
and  adduct  the  fingers,  (5)  third  and  fourth 
lumbrical  muscles  which  with  help  from  the  inter- 
ossei flex  the  metacarpophalangeal  joints  and  ex- 
tend the  interphalangeal  joints  and  (6)  adductor 
pollicis  which  adducts  the  thumb. 

The  ulnar  nerve  has  three  sensory  branches:  (1) 
the  dorsal  branch  which  supplies  the  skin  on  the 
ulnar  third  of  the  dorsal  surface  of  the  hand,  the 
little  finger  and  ulnar  side  of  the  ring  finger,  (2) 
palmar  branch  which  innervates  the  ulnar  third  of 
the  proximal  palmar  surface  of  the  hand  and  (3) 
superficial  branch  which  supplies  the  rest  of  the 
ulnar  third  of  the  palmar  surface  of  the  hand,  little 
finger  and  ulnar  half  of  the  ring  finger. 

LOCALIZATION 

Given  the  anatomy  of  the  ulnar  nerve,  it  is  easy 
to  predict  the  findings  expected  in  a patient  with  a 
lesion  at  the  elbow  or  wrist  (Table  I and  Figure  1). 
The  physical  examination  of  a patient  with  an 
ulnar  nerve  lesion  at  the  wrist  would  reveal  weak- 
ness of  ulnar  innervated  hand  muscles  and  a sen- 
sory loss  in  the  distribution  of  the  superficial 
branch  of  the  ulnar  nerve.  Among  the  first  and  last 
muscles  the  ulnar  nerve  innervates  in  the  hand  are 
the  abductor  digiti  minimi  and  the  first  dorsal 
interosseus.  These  muscles  can  be  tested  by  having 


the  patient  abduct  his  fingers  and  by  evaluating 
the  force  needed  to  overcome  abduction  of  the 
index  and  little  fingers.  At  the  same  time  the  bulk 
of  the  first  dorsal  interosseus  and  abductor  digiti 
minimi  can  be  palpated.  In  addition  to  weakness 
of  these  muscles,  a lesion  of  the  ulnar  nerve  at  the 
wrist  produces  a sensory  loss  in  the  distribution  of 
the  superficial  branch  of  the  ulnar  nerve. 

A lesion  of  the  ulnar  nerve  at  the  elbow  should 
combine  the  findings  seen  with  a lesion  at  the 
wrist  with  a loss  of  the  functions  supplied  by  the 
ulnar  nerve  in  the  forearm  (Table  I and  Figure  1). 
In  the  forearm  the  ulnar  nerve  supplies  the  flexor 
carpi  ulnaris  and  flexor  digitorum  profundus  to 
the  little  and  ring  fingers.  Since  the  flexor  carpi 
ulnaris  is  one  of  three  muscles  that  flex  the  wrist, 
its  strength  is  difficult  to  evaluate.  The  strength  of 
the  flexor  digitorum  profundus  to  the  little  and 
ring  fingers  is  easier  to  test,  as  it  is-the  only  muscle 
flexing  the  distal  interphalangeal  joints.  After 
finding  weakness  of  the  flexor  digitorum  profun- 
dus, you  should  seek  a sensory  loss  in  the  full  ulnar 
nerve  distribution.  The  sensory  examination 
should  include  the  dorsal  and  palmar  surfaces  of 
the  ulnar  third  of  the  hand,  little  finger  and  ulnar 
half  of  the  ring  finger. 

If  the  physical  examination  suggests  a lesion  of 
the  ulnar  nerve  at  the  wrist,  you  must  take  care  to 
exclude  a more  proximal  lesion  at  a root  or 
brachial  plexus  level  (Table  I).  Lesions  of  the 
medial  cord  or  lower  trunk  of  the  brachial  plexus 
or  Cg-Tj  roots  would  cause  weakness  of  ulnar 
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innervated  hand  muscles  but  also  should  cause 
weakness  of  the:  (1)  abductor  pollicis  brevis  which 
moves  the  thumb  forward  perpendicular  to  the 
plane  of  the  palm  and  is  innervated  by  the  median 
nerve;  (2)  flexor  pollicis  longus  which  flexes  the 
distal  phalanx  of  the  thumb  and  is  innervated  by 
the  median  nerve;  and  (3)  extensor  indices  which 
extends  the  index  finger  and  is  innervated  by  the 
radial  nerve.  These  more  proximal  lesions  should 
also  have  a sensory  loss  on  the  ulnar  aspect  of  the 
forearm.  In  considering  a lesion  of  the  ulnar  nerve 
at  the  elbow  you  should  also  check:  (1)  the 
strength  of  the  triceps  muscle,  which  extends  the 
elbow,  (2)  middle  finger  sensation  and  (3)  the 
triceps  stretch  reflex  to  exclude  a C7  radiculopa- 
thy or  involvement  of  the  middle  trunk  of  the 
brachial  plexus. 

The  ways  of  separating  ulnar  nerve  lesions  at 
the  wrist  and  elbow  should  not  be  accepted  at  face 
value.  At  best  they  are  an  imperfect  guide.  Nerve 
lesions  are  rarely  complete.  For  this  reason,  the 
findings  with  a nerve  lesion  are  difficult  to  pre- 
dict. To  add  to  the  difficulties,  the  flexor  carpi 
ulnaris  is  partially  innervated  by  branches  arising 
from  the  ulnar  nerve  above  the  elbow.  Thus  it 
may  be  spared  by  an  ulnar  nerve  lesion  at  the 
elbow.  In  addition,  the  median  nerve  can  inner- 
vate the  whole  flexor  digitorum  profundus  so  that 
this  muscle  may  be  spared  with  an  ulnar  nerve 
lesion.  The  only  remaining  way  to  try  to  localize 
an  ulnar  nerve  lesion  is  the  sensory  examination, 
and  it  is  equally  equivocal.  The  sensory  findings  in 
an  ulnar  nerve  lesion  are  variable  and  can  be 


minimal.  In  a given  case  the  physical  examination 
may  not  localize  an  ulnar  nerve  lesion. 

ELECTRICAL  TESTS 

Since  the  clinical  examination  often  fails  to 
localize  an  ulnar  nerve  lesion,  it  is  natural  to 
inquire  into  the  efficacy  of  electrical  tests  as  they 
are  the  only  other  diagnostic  tests  that  could  local- 
ize an  ulnar  nerve  lesion  (Table  2).  Electrical  tests 
include  electromyography  and  nerve  conduction 
studies.  Electromyography  involves  inserting  a 
needle  electrode  into  a muscle  and  recording  the 
electrical  activity  observed  by  the  electrode.  Elec- 
tromyography can  detect  three  main  abnor- 
malities with  a nerve  lesion:  (1)  fibrillation  action 
potentials,  which  reflect  the  spontaneous  firing  of 
denervated  muscle  fibers,  (2)  large  and  long 
motor  unit  potentials  which  reflect  the  reinnerva- 
tion of  denervated  muscle  fibers  by  surviving 
motor  units  and  (3)  a reduced  number  of  motor 
unit  potentials  activated  during  a maximal  volun- 
tary contraction  which  is  due  to  a loss  of  motor 
unit  function.  Since  a normal  muscle  should  have 
no  spontaneous  activity  at  rest,  the  appearance  of 
fibrillation  action  potentials  is  clear  evidence  of 
denervated  muscle  fibers.  A motor  unit  potential 
is  the  sum  of  the  electrical  activity  of  all  the 
muscle  fibers  innervated  by  a motor  neuron.  As 
surviving  motor  units  reinnervate  denervated 
muscle  fibers  via  unmyelinated  sprouts,  the  am- 
plitude of  the  motor  unit  potentials  increases,  as 
does  its  duration  which  reflects  the  later  firing  of 
muscle  fibers  innervated  by  the  slowly  conducting 


Table  2 

SIGNIFICANCE  AND  LIMITATIONS  OF  ELECTROMYOGRAPHY  AND  MOTOR  CONDUCTION  STUDIES 


Finding 

Significance 

Limitation 

Fibrillation  Action  Potentials 

Denervation  Of  Muscle  Fibers 

Not  Present  For  3-4  Weeks  After 
A Nerve  Lesion 

Electromyography 

Large  And  Long  Motor  Unit 
Potentials 

Surviving  Motor  Units 
Reinnervate  Denervated 
Muscle  Fibers 

Takes  Weeks  To  Develop  After  A 
Nerve  Lesion 

Reduced  Number  Of  Motor 
Unit  Potential  Firing 

Loss  of  Motor  Unit  Function 

Difficult  to  Detect  Unless  Gross 

Motor  Conduction 

Drop  in  Motor  Amplitude  > 
25%  Across  The  Elbow 

Loss  Of  Motor  Axon  Or  Myelin 
Function 

Not  Present  In  All  Ulnar  Nerve 
Lesions  At  The  Elbow 

Studies 

Drop  In  Motor  Conduction 
Velocity  >17  Meters/Second 
Across  The  Elbow 
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unmyelinated  sprouts.  During  a maximal  voli- 
tional contraction  the  electromyographer  can  esti- 
mate the  total  number  of  motor  units  firing  by  the 
degree  their  electrical  activity  fills  the  oscillo- 
scope screen.  This  interference  pattern  is  subjec- 
tively graded  as  full  or  reduced.  The  interference 
pattern  is  reduced  by  a loss  of  motor  unit  function. 

There  are  limitations  to  each  of  the  three  main 
electromyographic  abnormalities  seen  with  an  ul- 
nar nerve  lesion.  Neither  fibrillation  action  poten- 
tials nor  large  and  long  motor  unit  potentials  are 
seen  for  several  weeks  after  a nerve  lesion.  A 
reduced  interference  pattern  could  be  seen  imme- 
diately after  a nerve  lesion,  but  is  difficult  to 
detect  unless  the  abnormality  is  large.  In  addition 
to  these  abnormalities,  electromyography  does 
not  avoid  the  ambiguities  associated  with  partial 
nerve  lesions,  the  innervation  of  the  flexor  carpi 
ulnaris  by  branches  of  the  ulnar  nerve  above  the 
elbow  and  median  innervation  of  all  of  the  flexor 
digitorum  profundus.  In  addition  there  are  no 
consistent  branches  of  the  ulnar  nerve  above  the 
elbow.  Thus  even  if  there  were  electromyograph- 
ic abnormalities  recorded  in  the  flexor  carpi  ul- 
naris or  flexor  digitorum  profundus  III  or  IV,  the 
ulnar  nerve  lesion  could  be  anywhere  from  the 
elbow  to  the  axilla.  Electromyography  can  also  be 
equivocal  with  ulnar  nerve  lesions  at  the  wrist. 
Many  ulnar  nerve  lesions  at  the  elbow  have  elec- 
tromyographic abnormalities  limited  to  ulnar  in- 
nervated hand  muscles.  In  these  cases  you  could 
not  separate  a lesion  at  the  elbow  from  one  at  the 
wrist  by  electromyography.  Clearly  the  localiza- 
tion of  ulnar  nerve  lesions  cannot  be  based  on 
electromyography  alone. 

Nerve  conduction  studies  are  the  only  other 
way  to  localize  ulnar  nerve  lesions  to  the  elbow 
(Table  2).  They  involve  taping  disk  electrodes 
over  the  hypothenar  muscles  for  recording  and 
stimulating  the  ulnar  nerve  through  the  skin  at  the 
wrist,  below  the  elbow  and  above  the  elbow.  After 
the  ulnar  nerve  is  stimulated,  nerve  impulses  con- 
duct along  their  axons  to  the  neuromuscular  junc- 
tion. The  arrival  of  nerve  impulses  at  the  neuro- 
muscular junction  causes  the  release  of  acetylcho- 
line which  depolarizes  the  muscle  fibers  leading  to 
muscle  fiber  action  potentials.  The  muscle  fiber 
action  potentials  are  detected  by  the  “active” 
electrode  taped  over  the  center  of  the  abductor 
digiti  minimi  as  a negative  potential  relative  to  the 
“indifferent”  electrode  taped  over  the  medial  sur- 
face of  the  distal  end  of  the  fifth  metacarpal  bone. 
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The  amplitude  of  this  negative  muscle  response  is 
a function  of  the  number  of  motor  axons  capable 
of  activating  their  muscle  fibers.  If  the  amplitude 
of  this  muscle  response  drops  more  than  25  per- 
cent as  stimulation  is  moved  from  below  elbow  to 
above  elbow,  then  an  ulnar  nerve  lesion  exists 
between  the  two  sites  of  stimulation.1  A lesion  of 
the  ulnar  nerve  at  the  elbow  can  also  be  diagnosed 
if  ulnar  motor  conduction  velocity  from  below 
elbow  to  wrist  is  more  than  17  meters/second 
faster  than  the  conduction  velocity  from  above 
elbow  to  wrist.1  The  ulnar  motor  conduction  ve- 
locity is  determined  by  measuring  the  proximal 
and  distal  latencies  and  the  distance  between  the 
sites  of  stimulation.  The  latencies  are  the  time 
between  nerve  stimulation  and  the  onset  of  the 
motor  response.  The  difference  between  the  prox- 
imal and  distal  latency  is  the  time  it  takes  nerve 
impulses  to  conduct  from  the  elbow  to  the  wrist. 
This  means  the  distance  between  the  stimulation 
sites  divided  by  the  difference  between  the  proxi- 
mal and  distal  latencies  is  the  conduction  velocity 
which  is  usually  expressed  in  meters/second. 

About  one-third  of  ulnar  nerve  lesions  can  be 
localized  to  the  elbow  by  a significant  drop  in 
motor  amplitude  or  conduction  velocity.1  Of  the 
lesions  localized  to  the  elbow,  over  three-fourths 
have  a drop  in  motor  amplitude  across  the  elbow. 
While  a drop  in  motor  amplitude  across  the  elbow 
is  the  best  way  to  localize  an  ulnar  nerve  lesion  to 
the  elbow,  the  localization  of  the  bulk  of  ulnar 
nerve  lesions  remains  obscure  after  electrical  tests. 

PATHOPHYSIOLOGY 

Given  the  benign  nature  of  ulnar  nerve  lesions, 
it  is  not  surprising  that  little  is  known  of  their 
pathology.  When  nerves  from  patients  with  no 
clinical  evidence  of  an  ulnar  nerve  lesion  are 
examined,  it  is  common  to  find  alterations  of 
myelin  structure.2  The  myelin  is  swept  away  from 
the  elbow  and  collects  at  the  inter  nodes.  This 
obviously  thins  the  myelin  which  would  be  ex- 
pected to  slow  the  conduction  velocity  of  nerve 
impulses  or  even  cause  a block  of  nerve  conduc- 
tion. With  an  ulnar  nerve  lesion  at  the  elbow, 
these  myelin  abnormalities  should  be  more 
marked  and  could  explain  the  drop  in  motor 
amplitude  or  conduction  velocity  seen  in  some 
ulnar  nerve  lesions  at  the  elbow. 

TREATMENT 

While  most  ulnar  nerve  lesions  are  due  to 
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trauma  or  compression,  some  are  secondary  to 
conditions  that  may  require  treatment  (Table  3). 
At  the  elbow  the  ulnar  nerve  can  be  compressed  as 
it  passes  under  the  fibrous  origin  of  the  flexor 
carpi  ulnaris  which  forms  the  roof  of  the  cubital 
tunnel.  Likewise  the  ulnar  nerve  can  be  com- 
pressed at  the  wrist  as  it  passes  under  the  fibrous 
origin  of  the  abductor  digiti  minimi  and  flexor 
digiti  minimi  to  enter  the  canal  of  Guyon.  While 
the  superficial  position  of  the  ulnar  nerve  at  the 
elbow  invites  trauma,  it  can  also  be  injured  in  the 
hand  by  wrist  fractures  or  bicycling.3  A myriad  of 
local  masses  can  compress  the  ulnar  nerve.  These 
vary  from  cysts  and  joint  deformities  in  rheu- 
matoid arthritis4  to  polytenosynovitis  due  to  spo- 
rotrichosis.5 Even  enlargement  of  the  distal 
humerus  due  to  Paget’s  disease  may  expose  the 
ulnar  nerve  to  trauma.6  Diseases  of  small  blood 
vessels,  as  common  as  diabetes  mellitus  and  as  rare 
as  polyarteritis  nodosa,  may  infarct  the  ulnar 
nerve.  On  rare  occasions  a tuberculoma  may  de- 
velop in  an  ulnar  nerve  and  cause  an  ulnar  neu- 
ropathy.7 While  leprosy  favors  sensory  nerves, 
ulnar  innervated  muscles  are  favored  when  weak- 
ness is  present  in  leprosy.  Ulnar  nerve  lesions  are 
associated  with  arteriovenous  fistulas  used  for  he- 
modialysis8 and  a number  of  anomalies  including 
a supracondylar  process  above  the  elbow.9 


Table  3 

ULNAR  NEUROPATHY  — CAUSES 

Compression  — cubital  tunnel,  canal  of  Guyon 
Trauma  — blunt  or  penetrating 
Local  tumors,  masses  or  cysts 
Small  blood  vessel  disease 
Diabetes  mellitus 
Polyarteritis  nodosa 
Rheumatoid  arthritis 
Paget’s  disease 
Infections 
Leprosy 
Tuberculosis 
Sporotrichosis 

Arteriovenous  fistula  for  hemodialysis 
Anomalies  — supracondylar  process 


If  the  ulnar  nerve  lesion  is  not  secondary  to  a 
treatable  disease,  then  the  patient  should  be  told 
to  avoid  activities  that  might  subject  the  ulnar 
nerve  to  trauma  at  the  wrist  or  elbow.  An  elbow 
pad  can  be  provided  for  patients  with  an  ulnar 
nerve  lesion  at  the  elbow.  When  to  suggest  surgery 
is  unclear.  Two  basic  surgical  procedures  are 
available.  For  lesions  at  elbow,  the  ulnar  nerve  can 
be  moved  anteriorly  to  avoid  trauma  at  the  elbow 
and  compression  in  the  cubital  tunnel.10  Section  of 
the  fibrous  origin  of  the  abductor  and  flexor  digiti 
minimi  will  prevent  further  compression  in  the 
canal  of  Guyon.  Since  most  ulnar  neuropathies 
slowly  improve  without  surgery,  it  is  difficult  to 
select  which  patients  may  benefit  from  surgery. 
In  the  future,  controlled  studies  may  be  done  to 
answer  this  question.  □ 
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The  $8,500 
cure  for 
what  ails  you 

Think  of  The  Cure  as  penicillin  for  your  paperwork 

It’s  the  new  medical  computer  system  from  Palmetto  Pro- 
fessional Systems  to  wipe  out  the  ills  — insurance  claim 
hassles,  record  mixups,  billing  confusions  and  delays  — that 
plague  your  office  administration  At  a Basic  package  price  of 
$8,500,  The  Cure  costs  considerably  less  than  other  such 
systems,  yet  it  does  considerably  more: 

• files  insurance  claims  electronically,  especially  with  Blue 
Cross/Blue  Shield  That  means  immediate  claim  verification, 
so  you  avoid  the  hassle  and  expense  of  refiling  or  following 
up  improper  claims 

• holds  your  patient  accounting  and  handles  office  billings 

• keeps  your  patient  records  and  does  other  word  process- 
ing jobs  That  includes  patient  recall  and  rescheduling 

• expedites  management  of  accounts  receivable 

The  Cure  does  it  all  If  you  need  more,  it  can  take  on  addi- 
tional programs  If  you  have  special  needs,  Palmetto  Profes- 
sional Systems  will  accommodate  them  with  a customized 
program  The  Cure  is  flexible  enough  to  fit  your  individual  of- 
fice environment.  And  it  even  allows  for  single  or  multiple 
users. 

But,  should  your  office  ills  prove  resistant  to  The  Cure, 
Palmetto  Professional  Systems  provides  a money-back 
guarantee 

If  you  try  it,  though,  we  think  you  ll  like  it  The  software 
program  was  developed  by  a doctor  — one  of  you  So  it  was 
developed  to  fill  a doctor's  needs  — yours 

You  already  have  a computer  system7  The  Cure  software 
works  on  practically  all  8 or  16  bit  micro-computers,  in- 
cluding IBM,  so  you  can  still  take  advantage  of  it 

Installation  of  The  Cure  can  be  in  your  office,  complete,  in 
about  30  days  Then,  Palmetto  Professional  Systems  con- 
tinues to  make  housecalls  for  total  training  and  follow-up  sup- 
port after  installation  And  behind  Palmetto  Professional 
Systems  lies  Bell  & Howell,  which  services  the  computer  on  a 
national  level 

Add  all  these  features  together,  and  compare  this  package 
to  other  medical  computer  systems  you  have  heard  about 
Then  compare  the  prices  See  why  we  call  it  The  Cure! 


Take  two  aspirins 
and  call  us  in  the 
morning! 

We  have  . . . 


(The  Cure) 


PALMETTO  PROFESSIONAL 


SYSTEMS,  INC. 

2724  MIDDLEBURG  DRIVE 
COLUMBIA,  SC  29204 

Call  (803)  254-7169 
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BRIEF  SUMMARY 

PROCARDIA  “ (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  ( nifedipine ) is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine.  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina , provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm . or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  for 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
m patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adiustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  of  fentanyl.  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  of  these  potential  problems  and. 
if  the  patient  s condition  permits,  sufficient  time  (at  least  36  hours)  should  be  allowed  tor 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  ot  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely,  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
ot  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
m over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  ot  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-admmistered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antiangmal  effectiveness  of  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxm  increased  digoxm  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  meas- 
ured. digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxm  levels,  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating,  adiust- 
ing,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys. 

ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness. 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10%  ot  pa- 
tients. transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
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MEDICAID  COST  CONTAINMENT  IN  SOUTH 
CAROLINA:  LONG  TERM  CARE 
REIMBURSEMENT 


ROBERT  J.  BUCHANAN,  Ph.D.* 

The  Research  Institute  of  Pharmaceutical  Sci- 
ences (RIPS)  at  the  University  of  Mississippi  con- 
ducted a national  study  of  state  Medicaid 
programs  to  determine  the  impact  various  reim- 
bursement factors  have  had  on  the  cost  and  uti- 
lization of  long  term  care  between  1975  and  1981. 
A series  of  survey  questionnaires  were  mailed  to 
all  the  state  programs  to  gather  data  on  per  diem 
payments  and  reimbursement  factors  used  for 
both  skilled  and  intermediate  care.  State  utiliza- 
tion data  for  both  types  of  care  ° ° were  obtained 
from  the  Health  Care  Financing  Administration 
of  the  Department  of  Health  and  Human  Ser- 
vices.1 This  study  compares  the  South  Carolina 
program  to  the  findings  for  the  nation.  Given  the 
fact  that  long  term  care  expenditures  absorbed 
47%  of  the  Medicaid  budget  in  South  Carolina 
during  1980,  cost  savings  on  nursing  home  reim- 
bursement would  have  a significant  impact  on 
efforts  to  contain  total  Medicaid  outlays. 

REIMBURSEMENT  FACTORS 

The  RIPS  national  analysis  of  reimbursement 
factors  used  by  state  Medicaid  programs  to  pay  for 
long  term  care  discovered  that  some  of  these 
mechanisms  are  associated  with  lower  per  diem 
costs.  A discussion  of  these  factors  follows. 

Return  on  Net  Equity 

Federal  regulations  allow  each  state  Medicaid 
program  the  option  to  treat  “a  return  on  proprie- 
tary provider’s  net  equity”  as  an  allowable  cost 
when  calculating  payment  rates.  The  South  Caro- 
lina Medicaid  program,  as  of  1983,  will  no  longer 


° Research  Institute  of  Pharmaceutical  Sciences,  School  of 
Pharmacy,  University  of  Mississippi,  University,  Mississippi 
38677.  A complete  set  of  tables  comparing  South  Carolina  to 
averages  for  the  South  Atlantic  region  and  for  the  nation  in 
per  diem  rates,  Medicaid  patients,  Medicaid  patient  days, 
Medicaid  certified  beds,  and  average  length  of  stay  is  avail- 
able from  the  author  upon  request. 

For  Medicaid  recipients  65  years  and  over. 


allow  a return  on  net  equity  (RONE)  as  a reimbur- 
seable  cost  for  proprietary  providers.  Prior  to  this, 
however,  the  South  Carolina  program  used  the 
Medicare  definition  of  equity  capital:  a provider’s 
investment  in  plant,  property,  and  equipment 
related  to  patient  care  (net  of  depreciation);  funds 
a provider  is  required  to  deposit  when  plant, 
property  or  equipment  related  to  patient  care  is 
leased  (net  of  noncurrent  debt  related  to  such 
investment  or  deposited  funds),  and,  net  working 
capital  maintained  for  necessary  and  proper  oper- 
ation of  activities  related  to  patient  care.2  The  last 
RONE  rate  used  by  the  Medicaid  program  in 
South  Carolina  was  13.22%  in  1980,  which  was 
lower  than  the  national  average  of  14.07%. 

The  national  analysis  of  Medicaid  programs 
revealed  that  states  allowing  RONE  as  a reimbur- 
seable  cost  paid  on  average  significantly  higher 
per  diem  rates  for  skilled  care,  and  to  a lesser 
degree  intermediate  care,  than  states  not  allowing 
RONE.  In  terms  of  access  to  care,  Medicaid  recip- 
ients in  states  not  allowing  RONE  did  not  have 
lower  utilization  rates  for  long  term  care.  The 
decision  by  the  South  Carolina  Medicaid  program 
to  eliminate  RONE  as  an  allowable  cost  should 
help  contain  per  diem  payment  rates  without 
denying  Medicaid  recipients  access  to  care,  based 
on  the  results  of  the  national  study. 

Capital  Interest  Expenses 

The  survey  of  Medicaid  programs  conducted 
for  the  national  study  asked  each  state  how  inter- 
est expenses  incurred  by  long  term  care  facilities 
for  capital  indebtedness  were  treated  for  reim- 
bursement purposes.  Each  state  Medicaid  pro- 
gram was  given  the  following  choices:  not  an 
allowable  cost;  full  reimbursement  of  interest  ex- 
penses; and,  reimbursement  of  interest  with  a 
ceiling.  All  states  responding  used  one  of  the  latter 
two  options.  The  South  Carolina  program  allows 
full  reimbursement  of  capital  interest  expenses, 
according  to  the  survey. 
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The  results  of  the  national  study  indicate  that 
states  placing  a ceiling  on  capital  interest  expenses 
averaged  lower  payments  for  skilled  care  and  to  a 
lesser  extent  intermediate  care.  States  placing  a 
ceiling  on  capital  interest  expenses  had  higher 
utilization  of  skilled  care  but  lower  utilization  of 
intermediate  care  than  states  allowing  full  reim- 
bursement. The  treatment  of  capital  interest  ex- 
penses used  by  the  South  Carolina  Medicaid 
program  is  associated  with  higher  per  diem  costs 
for  long  term  care. 

Inflation  Factor 

The  survey  of  Medicaid  programs  conducted 
for  the  national  study  asked  each  state  what  per- 
centage rate  was  used  each  year  as  an  inflation 
factor  when  calculating  long  term  care  reim- 
bursement rates.  The  results  of  this  national  study 
indicate  that  higher  inflation  factors  used  in  de- 
termining payments  were  associated  with  higher 
long  term  care  costs  to  state  Medicaid  programs. 
The  analysis  also  reveals  that  higher  inflation  fac- 
tors did  not  result  in  greater  access  to  care.  The 
inflation  factor  used  in  long  term  care  reimburse- 
ment by  South  Carolina  was  15.766%  in  1981, 
higher  than  the  11.97%  national  average  for  all 
state  programs. 

Percentiles 

State  Medicaid  programs  can  use  a percentile 
methodology  when  calculating  new  per  diem 
rates  for  long  term  care.  The  first  step  in  the 
percentile  methodology  is  to  classify  providers 
according  to  the  type  of  care  delivered.  Next  the 
providers  are  rank  ordered  within  each  classifica- 
tion according  to  each  provider’s  projected  costs 
for  delivering  that  type  of  care.  This  results  in  an 
ascending  array  of  projected  per  diem  costs.  Fi- 
nally, the  provider  at  the  x percentile  level  of  this 
ascending  array  is  selected  and  the  projected  per 
diem  cost  incurred  by  that  provider  serves  as  the 
Medicaid  reimbursement  rate  for  all  institutions 
delivering  that  type  of  care.  The  percentile  levels 
used  by  the  state  programs  during  1981  to  calcu- 
late new  long  term  care  rates  ranged  from  a low  of 
the  50th  percentile  to  a high  of  the  90th  percen- 
tile, with  an  average  of  the  69th  percentile.  Ac- 
cording to  the  response  to  the  national  survey,  the 
South  Carolina  program  does  not  use  the  percen- 
tile methodology. 

One  of  the  major  findings  of  the  RIPS  national 
study  was  that  between  1975  and  1981,  states 


using  the  percentile  methodology  in  reimburse- 
ment paid  dramatically  lower  per  diem  fees  for 
long  term  care  (e.g.,  1981  — $36.18  skilled  care 
and  $29.96  intermediate  care),  and  Medicaid  re- 
cipients experienced  greater  access  to  care  than 
states  not  using  the  percentile  methodology  (e.g., 
1981  — $42.43  skilled  care  and  $33.18  intermedi- 
ate care).  Focusing  solely  on  those  states  using  the 
percentile  methodology,  the  results  of  the  national 
study  indicate  that  the  actual  percentile  level  was 
not  correlated  with  skilled  care  costs  but  lower 
percentile  levels  were  linked  to  lower  intermedi- 
ate care  costs.  The  use  of  the  percentile  methodol- 
ogy is  associated  with  lower  long  term  costs 
according  to  the  results  of  the  national  study  and 
its  use  should  be  considered  by  the  South  Carolina 
Medicaid  program. 

Prospective  Rate  Setting 

Another  important  reimbursement  factor  con- 
cerns the  timing  for  establishing  payment  rates. 
With  prospective  rate  setting,  the  amount  of  the 
Medicaid  payment  is  established  prior  to  the  pe- 
riod the  fee  will  be  in  effect.  With  retrospective 
rate  setting,  the  amount  of  Medicaid  reimburse- 
ment is  calculated  after  the  care  has  been  deliv- 
ered based  on  the  actual  costs.  Advocates  of  the 
prospective  rate  mechanism  claim  that  it  is  an 
effective  cost  containment  device,  promoting  ef- 
ficiency. Advocates  of  the  retrospective  mecha- 
nism assert  that  this  method  is  necessary  to 
provide  Medicaid  patients  with  access  to  care  and 
also  good  quality  care. 

The  analyses  for  the  national  study  discovered 
that  between  1975  and  1981,  state  Medicaid  pro- 
grams using  prospective  rate  setting  paid  consis- 
tently lower  per  diem  fees  for  both  skilled  (e.g., 
1981  — $38.11)  and  intermediate  care  (e.g.,  1981 
— $31.04)  than  states  using  the  retrospective 
mechanism  (e.g.,  1981  — skilled  care  $43.30, 
intermediate  care  $35.00).  Contrary  to  the  criti- 
cisms of  the  prospective  method  relating  to  access, 
Medicaid  patients  in  states  using  the  prospective 
method  actually  had  greater  utilization  levels  of 
both  skilled  and  intermediate  care  than  statf  .> 
using  retrospective  reimbursement.  To  protect 
Medicaid  recipients  from  the  possibility  that  the 
use  of  prospective  rate  setting  would  lower  the 
quality  of  care,  the  payment  mechanism  should 
be  linked  to  a quality  of  care  mechanism.3  The 
Medicaid  reimbursement  system  in  South  Caro- 
lina uses  prospective  rate  setting  with  later  adjust- 
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ment  which  is  associated  with  lower  per  diem 
costs. 

Recommendations 

Based  on  the  results  of  the  national  study  of  the 
reimbursement  systems  used  by  state  Medicaid 
programs,  there  are  opportunities  for  cost  savings 
reform  in  the  South  Carolina  system.  The  Medic- 
aid program  in  South  Carolina  should  consider 
placing  a ceiling  on  the  amount  of  interest  reim- 
bursement for  capital  indebtedness  and  should 
also  consider  lowering  the  level  of  the  inflation 
factor  used.  These  changes  should  lower  costs  yet 
not  deny  Medicaid  recipients  access  to  care,  ac- 
cording to  the  results  of  the  national  study.  Most 
importantly,  if  the  program  has  not  yet  done  so, 
the  South  Carolina  Medicaid  program  should  in- 
corporate the  percentile  methodology  into  its  pro- 
spective mechanism. 

COST  ANALYSIS 

The  South  Carolina  Medicaid  program  paid 
higher  per  diem  rates  for  skilled  care  than  the 
average  for  Medicaid  programs  in  either  the 
South  Atlantic  region  or  the  nation.  The  South 
Carolina  program  paid  higher  rates  for  intermedi- 


ate care  than  the  national  average,  but  since  1979 
paid  lower  rates  than  the  average  for  Medicaid 
programs  in  the  South  Atlantic  region  (See  Table 
A).  Many  factors  explain  variations  in  Medicaid 
reimbursement  rates  among  the  states.  The  na- 
tional study  identified  health  wage  rates  and  liv- 
ing costs  as  among  the  most  important  factors 
explaining  the  variance  in  per  diem  rates  among 
the  states.  Based  on  an  annual  health  wage  index 
developed  for  the  national  study  between  1975 
and  1980,  health  related  workers  in  the  nation 
were  paid  on  average  12.6%  more  than  their  coun- 
terparts in  South  Carolina.  Yet  the  average  Medic- 
aid payments  in  South  Carolina  for  skilled  and 
intermediate  care  were  greater  than  the  national 
averages.  As  the  reimbursement  factor  analyses  in 
this  study  demonstrate,  the  South  Carolina  Medic- 
aid program  uses  many  payment  mechanisms  as- 
sociated with  higher  reimbursement  rates  for 
nursing  home  care.  Reform  of  the  Medicaid  reim- 
bursement system  for  long  term  care  could  help 
contain  these  rising  payments  in  South  Carolina. 

UTILIZATION  ANALYSIS 

Medicaid  recipients  in  South  Carolina  are  uti- 
lizing skilled  care  at  a much  higher  rate  and 


Table  A. 

MEDICAID  PER  DIEM  COST 


1.  Skilled  Care 


Geographic  Area 

1981 

1980 

1979 

1978 

1977 

1976 

1975 

South  Carolina 

$44.63 

$39.72 

$35.27 

$32.36 

$28.92 

$25.82 

(N) 

(1) 

(1) 

(1) 

(1) 

(1) 

(1) 

South  Atlantic  Region 

41.11 

35.72 

32.10 

28.99 

26.48 

25.40 

24.18 

(N) 

(6) 

(6) 

(6) 

(6) 

(5) 

(4) 

(4) 

South  Carolina  as  % of 

Regional  Average 

109% 

111% 

110% 

112% 

109% 

102% 

— 

Nation 

39.48 

35.93 

31.99 

28.24 

25.72 

23.51 

22.25 

(N) 

(41) 

(43) 

(41) 

(39) 

(35) 

(34) 

(30) 

South  Carolina  as  % of 

National  Average 

113% 

111% 

110% 

115% 

112% 

110% 

— 

2.  Intermediate  Care 

Geographic  Area 

1981 

1980 

1979 

1978 

1977 

1976 

1975 

South  Carolina 

$33.30 

$29.68 

$27.16 

$24.66 

$22.52 

$20.46 

(N) 

(1) 

(1) 

(1) 

(1) 

(1) 

(1) 

South  Atlantic  Region 

34.15 

30.45 

27.90 

24.63 

21.86 

19.94 

20.21 

(N) 

(7) 

(6) 

(6) 

(6) 

(6) 

(5) 

(5) 

South  Carolina  as  % of 

Regional  Average 

97.5% 

97.5% 

97.3% 

100% 

103% 

103% 

— 

Nation 

31.98 

28.04 

25.41 

22.96 

20.08 

18.21 

17.81 

(N) 

(43) 

(43) 

(42) 

(40) 

(39) 

(38) 

(30) 

South  Carolina  as  % of 

National  Average 

104% 

106% 

107% 

107% 

112% 

112% 

— 
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intermediate  care  at  a lower  rate  than  the  aver- 
ages for  Medicaid  recipients  in  either  the  South 
Atlantic  region  or  the  entire  nation.  For  example, 
as  Table  B presents,  during  1979,  South  Carolina 
had  28.1  Medicaid  patients  per  1,000  elderly  in 
skilled  care  facilities  compared  to  14.2  skilled  care 
patients  for  the  South  Atlantic  region  and  14.4 
skilled  care  patients  for  the  nation.  Prior  to  1979, 
South  Carolina  had  noticeably  fewer  Medicaid 
patients  per  1,000  elderly  in  intermediate  care 
facilities  than  the  averages  for  Medicaid  programs 
in  the  South  Atlantic  region  and  the  nation.  In 
terms  of  Medicaid  patient  days,  Medicaid  cer- 
tified beds,  and  average  length  of  stay  the  results 
remain  the  same:  Medicaid  patients  in  South  Car- 
olina are  utilizing  skilled  care  at  higher  rates  and 
intermediate  care  at  lower  rates  than  Medicaid 
patients  in  the  South  Atlantic  region  and  in  the 
nation. 

The  utilization  observations  have  important 
total  cost  implications  given  the  higher  Medicaid 
reimbursement  rate  for  skilled  care.  According  to 
the  RIPS  survey,  the  South  Carolina  Medicaid 
program  paid  on  average  $11.33  more  per  patient 
day  for  skilled  care  in  1981  than  for  intermediate 
care.  Unless  there  is  a medical  reason  to  explain 


the  higher  than  average  utilization  of  skilled  care 
by  Medicaid  recipients  in  South  Carolina,  the 
state  could  save  money  by  switching  more  pa- 
tients to  intermediate  care  facilities  without  deny- 
ing them  appropriate  care.  Based  on  the  results  of 
the  national  study,  there  are  more  skilled  care 
beds  and  fewer  intermediate  care  beds  participat- 
ing in  Medicaid  per  1,000  elderly  in  South  Caro- 
lina than  the  averages  for  either  the  nation  or  the 
South  Atlantic  region.  South  Carolina  is  strikingly 
lower  than  the  national  average  in  the  number  of 
lower  cost,  Medicaid  certified  intermediate  care 
beds  (for  example,  only  36%  of  the  national  aver- 
age during  1981). 

A possible  cost  savings  reform  would  be  to 
increase  the  number  of  Medicaid  certified  inter- 
mediate care  beds  and  place  more  Medicaid  re- 
cipients in  these  beds  rather  than  in  more  expen- 
sive skilled  care  facilities.  If  the  mix  of  skilled 
care/intermediate  care  patient  days  in  South  Car- 
olina were  to  approach  the  average  for  either  the 
South  Atlantic  region  or  the  nation,  the  potential 
savings  would  be  substantial.  For  example,  during 
1979  (the  most  recent  year  utilization  data  are 
available  from  HCFA)  38.5%  of  total  Medicaid 
patient  days  for  long  term  care  in  South  Carolina 


Table  B. 

MEDICAID  PATIENTS  (PER  1,000  ELDERLY) 


1.  Skilled  Care 


Geographic  Area 

1979 

1978 

1977 

1976 

1975 

South  Carolina 

28.1 

24.9 

23.9 

25.6 

24.0 

(N) 

(1) 

(1) 

(1) 

(1) 

(1) 

South  Atlantic  Region 

14.2 

17.6 

16.0 

15.7 

17.5 

(N) 

(6) 

(6) 

(7) 

(7) 

(6) 

South  Carolina  as  % of 

Regional  Average 

198% 

141% 

149% 

163% 

137% 

Nation 

14.4 

18.4 

17.2 

16.3 

16.5 

(N) 

(40) 

(41) 

(43) 

(40) 

(40) 

South  Carolina  as  % of 

National  Average 

195% 

135% 

139% 

157% 

145% 

2.  Intermediate  Care 

Geographic  Area 

1979 

1978 

1977 

1976 

1975 

South  Carolina 

28.2 

12.6 

12.3 

12.2 

9.9 

(N) 

(1) 

(1) 

(1) 

(1) 

(1) 

South  Atlantic  Region 

23.9 

26.2 

19.2 

15.2 

13.5 

(N) 

(7) 

(6) 

(7) 

(7) 

(6) 

South  Carolina  as  % of 

Regional  Average 

118% 

48.1% 

64.1% 

80.3% 

73.3% 

Nation 

30.0 

27.5 

26.6 

25.6 

23.8 

(N) 

(40) 

(41) 

(41) 

(40) 

(39) 

South  Carolina  as  % of 

National  Average 

94.0% 

45.8% 

46.2% 

47.7% 

41.6% 
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were  in  skilled  care  facilities  compared  to  only 
27.0%  for  the  South  Atlantic  region  and  only 
25.9%  for  the  nation.  Had  that  South  Carolina 
percentage  of  skilled  care  patient  days  approxi- 
mated the  average  of  27.0%  for  the  South  Atlantic 
region,  then  the  cost  savings  would  have  approxi- 
mated $2.2  million  during  1979.°  In  1978  had  the 
South  Carolina  percentage  of  skilled  care  patient 
days  approximated  the  average  of  37.3%  for  the 
South  Atlantic  region  rather  than  the  actual 
63.5%,  then  the  costs  savings  would  have  ap- 
proached $4.2  million.00  Admittedly,  these  pro- 
jections are  approximated,  but  they  are  an 
indication  of  possible  savings  if  the  rate  of  utiliza- 
tion for  skilled  and  intermediate  care  by  Medicaid 
recipients  in  South  Carolina  approached  the  re- 
gional and  national  averages. 

DISCUSSION 

This  study  identified  factors  that  are  associated 
with  lower  payment  rates  but  that  do  not  ad- 
versely affect  the  access  Medicaid  recipients  have 
to  care.  The  most  important  cost  saving  mecha- 
nism discovered  was  use  of  the  percentile  meth- 
odology in  a prospective  rate  setting  system.  If  not 
already  in  use,  the  Medicaid  program  in  South 
Carolina  should  consider  adopting  the  use  of  the 
percentile  methodology  in  conjunction  with  its 
prospective  system.  Other  possible  cost  reduction 
recommendations  include  placing  a ceiling  on  the 
amount  of  interest  reimbursed  for  capital  indebt- 
edness and  lowering  the  level  of  the  inflation 
factor  used.  Based  on  the  national  study,  this 
should  lower  payment  rates  without  reducing  the 
access  Medicaid  patients  have  to  care. 


° Assuming  a skilled  care  utilization  rate  of  27%  (South 
Atlantic  region)  rather  than  the  actual  38.5%  in  South 
Carolina  would  have  resulted  in  266,310  fewer  skilled  care 
patient  days  during  1979  in  South  Carolina.  At  a cost 
differential  of  $8.09  per  patient  day  between  skilled  and 
intermediate  care  in  South  Carolina,  the  resulting  total  cost 
savings  for  the  South  Carolina  program  would  have  been 
$2, 154,448  in  1979  and  the  state  of  South  Carolina’s  share  of 
this  total  savings  (at  28.07%  state  participation)  would  have 
been  $604,754. 

During  1978  assuming  a skilled  care  utilization  rate  of 
37.3%  (South  Atlantic  region)  rather  than  the  actual  63.5% 
in  South  Carolina  would  have  resulted  in  545,928  fewer 
skilled  care  patient  days  in  South  Carolina.  At  a cost  differ- 
ential of  $7.70  per  patient  day  between  skilled  and  inter- 
mediate care  in  South  Carolina,  the  resulting  total  cost 
savings  for  the  Medicaid  program  in  South  Carolina  would 
have  been  $4,203,646  and  the  state  of  South  Carolina’s 
share  of  this  total  savings  (at  28.07%  state  participation) 
would  have  been  $1,179,963. 


The  utilization  pattern  of  skilled  and  inter- 
mediate care  in  South  Carolina  is  an  area  offering 
significant  cost  savings  potential.  Medicaid  recip- 
ients are  placed  in  skilled  care  facilities  at  much 
higher  rates  and  in  intermediate  care  facilities  at 
lower  rates  than  the  averages  for  Medicaid  pa- 
tients in  either  the  South  Atlantic  region  or  the 
nation.  In  the  absence  of  a medical  need  to  explain 
these  divergences  from  the  national  and  regional 
averages,  this  study  recommends  that  the  South 
Carolina  program  increase  the  number  of  Medic- 
aid certified  intermediate  care  beds  and  phase  in 
reductions  of  skilled  care  placements  until  the 
utilization  patterns  approximate  the  averages  for 
the  South  Atlantic  region  and  the  nation.  For  1979 
and  1978  respectively,  the  substitution  would 
have  resulted  in  a reduction  of  approximately  $2.2 
and  $4.2  million  in  state  expenditures  if  the 
skilled/intermediate  care  patient  days  mix  had 
equaled  the  averages  for  the  South  Atlantic  re- 
gion. The  savings  would  be  even  greater  if  the 
utilization  mix  in  South  Carolina  approached  the 
national  average.  Based  on  a review  of  Table  B, 
there  was  a sharp  increase  in  the  number  of  Med- 
icaid patients  (and  also  Medicaid  patient  days)  in 
intermediate  care  facilities  during  1979.  This 
could  mark  the  beginning  of  a trend  towards  the 
increased  utilization  of  intermediate  care  as  a cost 
savings  strategy  in  South  Carolina. 

These  recommendations  concerning  Medicaid 
reimbursement  for  long  term  care  in  South  Caro- 
lina are  based  on  the  results  of  a national  study, 
including  a comparison  of  South  Carolina  to  the 
South  Atlantic  region  and  the  nation.  The  cost 
containment  strategies  recommended  in  this 
study  must  be  viewed  within  the  context  of  the 
day-to-day  political  and  administrative  environ- 
ment. However,  they  warrant  serious  consider- 
ation for  implementation  either  in  their  present  or 
modified  form. 

SUMMARY 

Since  long  term  care  expenditures  absorbed 
47%  of  the  Medicaid  budget  in  South  Carolina 
during  1980,  cost  savings  on  nursing  home  reim- 
bursement would  have  a significant  impact  on  the 
containment  of  total  Medicaid  outlays.  This  study 
compares  various  reimbursement  practices  used 
by  the  Medicaid  program  in  South  Carolina  with 
the  results  of  a national  study  of  state  Medicaid 
programs  and  makes  cost  containment  recom- 
mendations. One  important  discovery  was  that 
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Medicaid  recipients  in  South  Carolina  utilize 
higher  priced  skilled  care  at  greater  rates  than 
Medicaid  recipients  in  the  South  Atlantic  region 
or  the  nation.  If  the  skilled/intermediate  care 
patient  days  mix  in  South  Carolina  approached 
the  average  for  the  South  Atlantic  region,  then 
Medicaid  expenditures  in  that  state  would  have 
been  reduced  by  over  $2.2  million  during  1979.  □ 
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1 told  him  to  get  help 
for  his  drinking, 
told  me  to  go  to  hell." 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self-growth  and  recovery  without  sacrific- 
ing dignity. 


If  one  of  your  patients  has  a pro- 
blem with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall,  < 

JCAH  ACCREDITED.  BLUE  CROSS/CHAMPUS  PROVIDER.  J 
MOST  PRIVATE  INSURANCE  ACCEPTED.  1 

plmcfipdB 

FENWICK 

HALL 

John  H.  Magill,  Executive  Director 
P.O.  Box  688,  Johns  Island,  South  Carolina  29455  (803)  559-2461 
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STATUS  REPORT:  MALPRACTICE  LIABILITY  IN  SOUTH  CAROLINA 


Physicians  in  the  state  of  Florida  are  coping  with  health  care  which  is  reaching 
crisis  proportions  because  of  that  state's  excessively  liberal  liability  system, 
with  many  Florida  doctors  fearful  of  treating  patients  due  to  the  growth  of  the 
liability  monster.  In  fact,  results  from  a recent  survey  indicated  that,  in 
Florida,  44%  of  the  respondents  said  they  had  stopped  performing  hospital  surgery, 
and  39%  said  they  had  stopped  assisting  in  surgery  — all  this  because  of  the  threat 
of  liability . 

In  an  effort  to  avoid  such  a situation  in  South  Carolina,  members  of  the  SCMA  Council 
invited  Mr.  Cal  Stewart  of  the  S.  C.  Insurance  Department  to  a meeting  in  June  to 
report  on  the  Joint  Underwriters'  Association  and  the  Patients'  Compensation  Fund, 
as  well  as  the  general  malpractice  liability  situation  in  the  state. 

It  was  Mr.  Stewart's  opinion  that,  as  far  as  malpractice  insurance  is  concerned, 
physicians  in  South  Carolina  are  in  a far  better  position  than  any  time  since  the 
crisis  in  the  mid-1970's.  The  amendment  which  recently  passed  the  General  Assembly 
removed  the  JUA  termination  date  of  December,  1983,  and  the  law  now  provides  that 
the  JUA  will  continue  to  operate  until  such  time  as  the  General  Assembly  feels  there 
is  no  further  need  for  it. 

With  regard  to  the  Patients'  Compensation  Fund  which  provides  unlimited  umbrella 
coverage,  Mr.  Stewart  noted  the  eight  years  of  experience  the  SCMA  has  in  adminis- 
tering the  fund  has  been  and  will  continue  to  prove  valuable.  The  Patients'  Com- 
pensation Fund  currently  has  30  million  dollars  in  liquid  assets  to  protect  it,  but 
increased  efforts  with  the  Hospital  Association  are  needed  in  establishing  a joint 
Risk  Management  Program.  Council  was  advised  that  because  the  PCF  was  created  under 
several  different  state  laws,  a need  exists  for  clarification  of  the  PCF  inter- 
pretations under  these  laws.  A special  committee,  composed  of  the  three  physician 
members  of  the  PCF  Board,  two  hospital  administrators,  and  the  JUA  attorney  will  be 
created  to  look  into  this  matter. 

Meantime,  if  you  are  interested  in  participating  in  the  SCMA  Risk  Management  Program, 
contact  Mrs.  Robin  Medlock  at  SCMA  Headquarters . 


AMA/GTE  TELENET  NETWORK 

The  SCMA  has  actively  begun  its  efforts  to  introduce  South  Carolina  physicians  to 
the  AMA/GTE  Telenet  Network,  first  mentioned  in  this  "Newsletter"  several  months 
ago.  A wealth  of  information  on  drug  information  services,  disease  and  diagnostic 
services,  education,  business,  and  professional  services,  and  general  medical  informa- 
tion and  literature  is  available.  All  that  is  needed  is  a telephone  and  a computer 
terminal  (not  an  entire  computer  system).  Call  SCMA  Headquarters  for  details. 


SCMA  NEWS  FROM  THE  AMA  ANNUAL  MEETING 


At  the  recent  Annual  Meeting  of  the  American  Medical  Association*  held  in  Chicago, 
June  19-23,  action  was  taken  on  three  Resolutions  submitted  by  the  SCMA. 

...The  SCMA  Resolution  calling  for  the  establishment  of  an  AMA  periodic  index  of 
cost  of  medical  services  was  not  adopted  by  the  AMA  House.  The  American  Medical 
Association  currently  has  a quarterly  Socioeconomic  Monitoring  System  which  provides 
timely  data  on  medical  practice  economics.  The  Reference  Committee  reported  that 
the  construction  of  an  AMA  Periodic  Index  was  not  cost-effective,  and  the  House 
supported  the  recommendation  that  the  Resolution  not  be  adopted. 

...The  SCMA  Resolution  in  opposition  to  proposed  Revisions  in  the  JCAH  "Accreditation 
Manual  for  Hospitals"  called  for  specific  opposition  to  any  revision  which  might 
serve  to  further  extend  hospital  staff  privileges  to  limited  licensed  practitioners. 
The  SCMA  Resolution  was  only  one  of  many  Resolutions  on  the  same  subject.  The  House 
adopted  a substitute  Resolution  encompassing  them  all  which  states,  in  part,  "That 
the  House  of  Del ega tes . . .af f i rm  the  following  principles  as  the  basis  for  any  re- 
vision of  the  Medical  Staff  section  of  the  Accreditation  Manual  for  Hospitals: 

* 1.  Continue  the  use  of  the  term  'Medical  Staff'  in  the  title  of  the  chapter 
and  throughout  the  manual; 

* 2.  Delete  any  specific  references  to  limited  licensed  practitioners  now 
contained  in  the  Medical  Staff  Chapter ... .This  deletion  does  not  preclude 
such  practitioners  from  belonging  to  the  medical  staff  if  approved  by  the 
executive  committee  of  the  medical  staff  and  by  the  governing  body  of  the 
hospital ; 

* 3.  Provide  consideration  of  qualified  limited  licensed  practitioners  in 
accordance  with  state  law  and  when  approved  by  the  executive  committee  of 
the  medical  staff  and  by  the  governing  board  and  when  their  services  are 
appropriate  to  the  goals  and  missions  of  that  hospital , taking  into  account 
the  training , experience , and  current  clinical  competence  of  the  practi- 
tioners; 

* 4 , Provide  that  the  executive  committee  of  the  medical  staff  is  composed 
of  members  selected  by  the  medical  staff , or  appointed  in  accordance  with 
the  hospital  bylaws.  All  members  of  the  medical  staff  are  eligible  for 
membership . . .but  a majority  of  the  executive  committee  members  must  be 
fully  licensed  physician  members  of  the  medical  staff  actively  practicing 
in  the  hospital;  and 

* 5.  Assure  that  the  medical  care  of  patients  remains  under  the  supervision 
and  direction  of  qualified , fully  licensed  physicians  to  ensure  the  continued 
high  quality  of  care ... ." 

...The  SCMA  Resolution  opposing  delinquency  or  default  in  payback  of  educational 
loans  for  medical  students  was  not  adopted  by  the  AMA  House  of  Delegates.  Instead, 
the  AMA  House  approved  reaffirmation  of  existing  policy  which,  in  part,  states:  "That 
the  AMA  adopt  the  position  that  it  is  improper  for  any  physician  not  to  repay  his  or 
her  educational  loans  when  he  or  she  is  financially  able  to  meet  this  primary  res- 
ponsibility; that  the  AMA  urge  increased  efforts  to  collect  overdue  debts  from  the 
present  medical  student  loan  programs  in  a manner  that  would  not  interfere  with  the 
provision  of  future  loan  funds  to  medical  students ; and  that  the  AMA  encourage 
medical  school  financial  aid  officers  to  counsel  individual  medical  student  borrowers 
on  the  status  of  their  indebtedness  and  payment  schedules  prior  to  their  graduation." 


AMA  NEWS  (CONTINUED) 


...In  addition,  SCMA  candidate,  J.  Stewart  Haskin,  Jr.,  M.  D .,  although  successful 
in  the  first  run-off  ballot,  failed  to  win  re-election  to  the  AMA  Council  on  Medical 
Servi ces . . . .Mrs . Wayne  C.  (Billie)  Brady , Greenville,  was  installed  as  the  President- 
Elect  of  the  AMA  Auxiliary  for  1 983 “84  . 

Watch  for  a complete  report  on  the  AMA  meeting  from  C.  Tucker  Weston,  M . D. , SCMA 
Delegate,  in  an  upcoming  issue  of  The  Journal. 


SCIMER  RECEIVES  PERMANENT  GRANT  FROM  THE  ROE  FOUNDATION 

_ - - - - - - - 

Through  the  generosity  of  The  Roe  Foundation  of  Greenville , Mr.  Thomas  A . Roe,  Chair- 
man, the  S.  C.  Institute  of  Medical  Education  and  Research  has  received  a permanent 
grant  of  $30,000  in  the  form  of  U.  S.  Treasury  Bonds.  This  will  make  possible  a 
perpetual  award,  through  the  year  2010,  of  $3,000  each  year  for  the  best  article 
published  in  The  Journal  of  the  South  Carolina  Medical  Association. 

In  1984,  based  on  the  previous  agreement  with  The  Roe  Foundation,  there  will  be  two 
$5,000  awards,  one  to  a practicing  physician  and  one  to  an  institution-based  phy- 
sician. However,  under  the  new  grant,  beginning  in  1985,  the  annual  award  of  $3,000 
will  be  alternated  each  year  between  practicing  physicians  and  institution-based 
physicians.  Thus,  the  period  for  publication  by  each  group  will  be  over  a 24-month 
period  rather  than  12  months  as  it  has  been  in  the  past. 

Additional  information  will  appear  on  the  Editorial  Pages  of  The  Journal  in  a forth- 
coming issue. 


COUNTY  SCMA  MEMBERSHIP  DERBY 


CONGRATULATIONS  TO  HAMPTON  AND  FAIRFIELD  COUNTY  MEDICAL  SOCIETIES  FOR  REACHING  THE 
FINISH  LINE  WITH  100  PERCENT  MEMBERSHIP  IN  THE  SCMA  IN  1983 . NEARING  THE  FINISH 
LINE  AND  COMING  UP  STRONG  ARE  THE  FOLLOWING  COUNTIES: 


Anderson 

80% 

Ches terfi eld 

85% 

Colleton 

85% 

Edisto-Orangeburg 

80% 

Spartanburg 

83% 

Union 

92% 

York 

90% 

A membership  mailing  went  out  recently  from  SCMA  Headquarters  to  all  physicians  in 
the  state  not  currently  members  of  the  SCMA,  Make  an  effort  to  personally  contact 
your  non-member  colleagues  regarding  their  participation  in  organized  medicine,  and 
watch  next  month's  " Newsletter " for  the  results!! 


CAPSULES. , . 

f . ,Lucius  P.  Varn,  M.  D. , will  serve  as  the  new  SCMA  appointee  to  DHEC's  Home  Health 
Services  Advisory  Council;  and  Allen  Bruner,  M.  D . , has  been  appointed  by  the  SCMA 
to  DHEC's  Health  Care  Advisory  Boa rd . . , .Mr . Thomas  An  Roe,  Chairman,  The  Roe  Founda- 
tion, Greenville,  has  been  asked  to  serve  as  the  first  non-physician  member  of  the 
Board  of  the  S.  C.  Institute  for  Medical  Education  and  Research. 


* * * 


HINTS  FOR  THE  DOCTOR'S  OFFICE  *** 


GET  AN  EXTRA  LINE  FOR  YOUR  OWN  USE  --  BY  INSTALLING  A PATIENT  PHONE! 

Many  practices  have  patients  who  have  to  make  a lot  of  telephone  calls.  Elderly 
patients  must  often  call  for  cabs  or  bus  information.  Kids  call  parents  to  be 
picked  up  from  the  orthodontist  and  the  pediatrician,  and  ophthalmologists'  pa- 
tients often  call  for  rides  after  eye  drops. 

Practices  that  serve  a lot  of  sales  and  business  people  get  constant  requests  for 
use  of  the  phone,  and  if  the  doctor  is  late  from  hospital  rounds,  there  can  be  a 
whole  roomful  of  patients  clamoring  to  use  the  phone.  You  obviously  cannot  surren- 
der your  main  phone  every  time  a patient  wants  to  make  a call,  and  you  can't  allow 
people  to  wander  in  and  out  of  the  receptionist's  area  where  confidential  records, 

Rx  blanks  and  cash  receipts  could  be  exposed. 

One  good  solution  is  to  install  a telephone  in  the  waiting  room , outer  hallway , or 
other  non-re stric ted  area  of  the  practice . This  should  be  a free  service , but  not 
an  overly  generous  one.  The  phone  company  can  arrange  to  install  the  line  so  that 
it  will  reach  only  local  exchanges , eliminating  the  danger  of  patients  using  it  for 
long-distance  calls.  Have  the  phone  wall-mounted , with  no  chair  nearby , to  dis- 
courage people  from  settling  down  for  a long  conversation.  For  the  same  reason , 
the  phone  should  be  in  an  open  area  instead  of  a cozy  nook.  You  can  add  to  the 
service  by  placing  a sign  near  the  phone,  listing  numbers  for  local  cab  service, 
public  transportation,  information , and  adding  a local  phone  directory . The  sign 
can  also  show  numbers  for  selected  hospitals  and  pharmacies . You  may  want  to  add, 
in  red  at  the  bottom,  "Please  limit  calls  to  three  minutes ." 

Finally,  keep  the  patient  phone  number  private;  don't  let  the  installer  put  one  of 
those  little  number  tags  on  the  dial.  Many  days,  your  staff  will  have  to  make  a 
lot  of  phone  calls.  If  you  need  an  extra  line,  use  the  patients'  phone! 

Excerpted  from  "The  Doctor's  Office,"  (c)  1983. 

- OTHER  NEWS  - 

PHYSICIAN  NEWS  FROM  BLUE  CROSS  AND  BLUE  SHIELD 

Blue  Cross  and  Blue  Shield  of  S.  C.,  the  Medicare  Carrier,  has  updated  the  Fee  Screen 
Year  1984  (FSY  84)  al  lowances,  effective  this  month.  The  new  allowances  were  de- 
rived from  charges  which  providers  submitted  on  claims  during  calendar  year  1982. 

For  Medicare  B,  the  FSY  84  Economic  Index  applied  was  106.3.  New  prevailing  allowan- 
ces are  limited  to  not  more  than  106.3%  increase  over  Fiscal  Year  1973  (calendar  year 
1 971  a 1 lowances) . 

Physicians  may  receive  a copy  of  their  Customary  Charge  Profile  and/or  Medicare  Pre- 
vailing Charge  Schedule  by  making  written  request  to:  Blue  Cross  and  Blue  Shield  of 

S.  C.,  Professional  Reimbursement,  Columbia,  S.  C.  29219. 

MEDICAL  TRANSCRIBERS  AVAILABLE  THROUGH  S.  C.  COMMISSION  FOR  THE  BLIND 


The  Rehabilitation  Department  of  the  South  Carolina  Commission  for  the  Blind  has 
available  qualified  medical  transcribers  desiring  to  work  on  a part-time  or  full- 
time basis.  For  more  information,  contact  Mr.  Joseph  Ray , VR  Counselor,  at 
758-5568  or  758-5569. 


THE  RELATION  OF  UNDERGRADUATE  MAJOR 
TO  MEDICAL  SCHOOL  ADMISSION  AND 
MEDICAL  SCHOOL  PERFORMANCE* 


ROBERT  M.  SADE,  M.D.** 

CAROL  LANCASTER,  M.S. 

There  is  a wide-spread  belief  among  premedi- 
cal students  that  they  must  concentrate  their 
efforts  and  take  majors  in  a science  to  gain  admis- 
sion to  medical  school.  Medical  school  faculty 
members  generally  believe  that  undergraduate 
science  concentration  is  the  best  preparation  for 
medical  school,  and  that  although  study  of  liberal 
arts  may  be  desirable,  academic  time  spent  in 
these  areas  rather  than  science  negatively  affects 
medical  school  performance. 

Recent  data  from  other  medical  schools  in  this 
country  suggest  that  these  beliefs  may  not  be 
true.1-  2 Are  they  true  in  South  Carolina?  To 
evaluate  this  question,  we  investigated  premedi- 
cal and  medical  school  academic  performance  of 
the  classes  admitted  to  the  College  of  Medicine  at 
the  Medical  University  of  South  Carolina  (MUSC) 
in  a recent  three  year  period. 

METHODS 

From  the  Registrar’s  Office,  information  re- 
garding undergraduate  major  and  academic  per- 
formance was  obtained  on  all  applicants  who  were 
granted  interviews  (892  students)  and  all  students 
who  matriculated  into  the  College  of  Medicine 
(491  students)  in  1978,  1979,  and  1980.  Both 
groups  were  divided  into  three  subgroups  by  un- 
dergraduate major:  natural  science  (e.g.,  biology, 
chemistry);  other  science  (e.g.,  engineering,  phar- 
macy); and  liberal  arts  (e.g.,  English;  history). 
Measures  of  academic  performance  were:  under- 
graduate grade  point  average  (UG-GPA),  grade 
point  average  in  the  basic  sciences  (BS-GPA),  dur- 
ing the  first  two  years  of  medical  school,  score  on 
the  Medical  College  Admission  Test  (MCAT)  or 
highest  score  if  more  than  one  were  available,  and 


8 From  the  College  of  Medicine  and  the  Office  of  Educa- 
tional Services,  Medical  University  of  South  Carolina, 
Charleston,  S.  C.  29425. 

Address  correspondence  to  Dr.  Sade  at  the  Division  of 
Cardiothoracic  Surgery,  Medical  University  of  South  Caro- 
lina, 171  Ashley  Avenue,  Charleston,  S.  C.  29425. 


scores  on  National  Board  of  Medical  Examiners 
Examination,  Part  I (NB-I)  and  Part  II  (NB-II). 
For  NB-II,  data  were  available  only  for  the  1978 
class.  These  variables  were  used  to  compare  the 
groups  of  majors  using  analysis  of  variance. 

The  Registrar’s  files  on  students  who  were  lib- 
eral arts  majors  were  reviewed  to  find  reasons  for 
choice  of  major,  timing  of  the  decision  to  pursue  a 
medical  career,  and  undergraduate  college.  Com- 
parative data  on  undergraduate  majors  for  appli- 
cants to  American  medical  schools  were  obtained 
from  the  Association  of  American  Medical  Col- 
leges (AAMC).3 

RESULTS 

There  were  no  significant  differences  among 
the  three  groups  of  majors  in  MCAT  or  UG-GPA 
in  the  applicant  pool  (P>0.05).  Among  the  stu- 
dents who  matriculated,  there  were  also  no  dif- 
ferences in  premedical  performance  (MCAT  and 
UG-GPA),  nor  were  there  differences  in  perfor- 
mance in  medical  school  as  measured  by  the  BS- 
GPA  and  NB-II  (P>0.05)  (Table  I).  The  perfor- 
mance on  NB-I  by  the  Other  Science  group  was 
significantly  better  than  the  Natural  Science 
group  (P<0.01);  the  Liberal  Arts  group  also  per- 
formed better  than  the  Natural  Science  group,  but 
the  difference  was  not  significant. 

The  Liberal  Arts  applicants  were  the  most 
likely  to  be  accepted  into  medical  school,  both 
nationally  and  at  MUSC,  followed  by  Natural 
Science  and  Other  Science  (Table  II).  A large 
majority,  of  applicants  were  Natural  Science  ma- 
jors, a much  smaller  proportion  majored  in  Other 
Sciences,  and  a very  small  fraction  were  Liberal 
Arts  majors,  both  nationally  and  at  MUSC.  The 
proportions  of  matriculants  were  similarly  dis- 
tributed (Table  II). 

Of  the  34  Liberal  Arts  majors  who  matriculated 
at  MUSC,  25  did  not  decide  to  go  to  medical 
school  until  after  finishing  the  bachelor’s  degree. 
Nine  students  knew  in  college  that  they  wanted  to 
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go  to  medical  school,  but  six  of  them  made  the 
decision  too  late  to  change  their  majors  to  science, 
and  were  apologetic  in  describing  their  reasons  for 
majoring  outside  the  sciences.  Only  three  students 
were  premedical  when  they  entered  college  and 
deliberately  chose  a Liberal  Arts  major;  only  one 
of  these  attended  a South  Carolina  college. 
Though  most  of  this  group  were  South  Carolina 
residents,  20  of  the  34  (58.8%)  attended  out-of- 
state  colleges,  a much  higher  proportion  than  the 
entire  group  of  matriculants  (32.7%)  (P<0.01). 

DISCUSSION 

Because  this  study  was  uncontrolled  and  retro- 
spective, we  cannot  determine  why  liberal  arts 
majors  performed  as  well  or  better  than  natural 
science  majors  in  medical  school,  nor  can  we 
explain  other  differences  among  the  groups.  We 
can,  however,  make  reasonable  surmises,  based  on 
our  own  data  and  those  of  other  investigators. 

UG-GPA  was  highest  (though  not  significantly) 
in  the  Natural  Science  group,  but  this  group  com- 
prised mostly  students  who  were  premedical  from 
the  time  they  entered  college,  while  the  other 
groups  had  a higher  proportion  who  decided  later. 
Premedical  students  have  been  shown  to  be  highly 
competitive  for  grades.1  For  example,  they  select 
courses  not  on  the  basis  of  educational  value  or 


difficulty,  but  on  the  likelihood  of  receiving  a 
high  grade.4  Thus,  it  is  not  surprising  that  the 
Natural  Science  group  had  higher  UG-GPA  than 
the  others. 

The  Liberal  Arts  group  had  the  highest  (though 
not  significantly)  MCAT  scores.  This  seems  likely 
to  be  related  to  the  fact  that  most  of  them  were 
late  deciders,  and  most  studied  required  science 
courses  either  late  in  college  or  after  graduation. 
Thus,  they  sat  for  the  MCAT  at  a time  that  was 
temporally  much  closer  to  their  study  of  the  ex- 
amination material  than  did  the  Natural  Science 
majors,  who  studied  their  introductory  science 
and  mathematics  course  in  freshman  and  soph- 
omore year  of  college,  but  sat  for  the  MCAT  in 
junior  or  senior  year.  It  is  also  possible  that  a 
higher  proportion  of  the  Liberal  Arts  group  pre- 
pared themselves  for  the  MCAT  with  a commer- 
cial preparatory  course,  but  we  do  not  have  access 
to  this  information. 

Whatever  the  reasons,  it  is  clear  that  among  our 
applicants,  the  chance  of  being  accepted  into 
medical  school  and  performing  well  is  as  good  or 
better  for  college  students  who  major  in  liberal 
arts  than  for  those  who  major  in  science. 

In  which  area  should  a premedical  student  ma- 
jor? Two  observations  are  relevant  to  this  ques- 
tion. First,  an  informal  survey  the  Admissions 


Table  I 

UNDERGRADUATE  MAJOR 
MATRICULATING  STUDENTS,  1978-80 


n ° 

MCAT 

UG-GPA 

BS-GPA 

NB-I 

NB-II 

Natural  Science 

375 

50.3 

3.43 

2.79 

484  f 

453 

Other  Science 

81 

52.2 

3.34 

2.95 

527  f 

493 

Liberal  Arts 

34 

53.0 

3.28 

2.80 

501 

463 

° All  data  were  not  available  for  every  student.  One  student  had  no  major, 
t Significant  differences  were  found  between  these  two  groups  (P<0.01). 


Table  II 

UNDERGRADUATE  MAJOR 
AAMC  AND  MUSC  DATA 


Fraction  (%)  of  Fraction  (%)  of  Fraction  (%)  of 

all  Applicants  all  Matriculants  Applicants  Accepted 


AAMC 

MUSC 

AAMC 

MUSC 

AAMC 

MUSC 

Natural  Science 

80.3 

75.7 

80.5 

76.4 

47.2 

55.4 

Other  Science 

13.3 

17.5 

12.4 

16.5 

44.0 

52.9 

Liberal  Arts 

6.4 

6.9 

7.1 

7.0 

51.8 

55.7 
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Committee  made  of  premedical  advisors  in  col- 
leges throughout  South  Carolina  in  1982  revealed 
that  they  perceive  narrowness  of  interest  and  aca- 
demic overspecialization  to  be  prevalent  among 
premedical  students.  This  seems  also  to  be  the  case 
nationally.5  Second,  academic  performance  cor- 
relates less  well  with  clinical  performance  of  med- 
ical students  than  some  aspects  of  character  and 
personality,  as  was  shown  by  Sutker,  Newberry, 
and  Bradham  at  this  institution.6  In  fact,  perfor- 
mance as  a practicing  physician  has  been  shown  to 
have  little  or  no  correlation  with  academic  perfor- 
mance in  either  college  or  medical  school.7’  8 
Through  research  extending  over  several  decades, 
Price,  Taylor  and  their  associates9  have  defined  a 
constellation  of  87  desirable  and  29  undesirable 
traits  of  physicians,  based  on  surveys  of  a broad 
cross-section  of  the  general  population  as  well  as 
physicians  and  related  professional  groups.  Non- 
cognitive  aspects  of  intellect,  such  as  intellectual 
honesty,  curiosity,  enthusiasm,  and  indepen- 
dence, ranked  high  on  their  list. 

In  which  area  should  a premedical  student  ma- 
jor? Our  answer  is:  any  area  in  which  he  is  inter- 
ested and  about  which  he  is  enthusiastic.  Our  data 
support  the  belief  that  the  analytical  training  (as, 
for  example,  in  philosophy  or  history)  and  the 
critical  training  (as,  for  example,  in  English)  of  the 
Liberal  Arts  are  just  as  good  academic  preparation 
for  medical  school  as  are  biology,  chemistry,  and 
physics.  Furthermore,  there  is  evidence  from  per- 
sonality studies  that  some  human  qualities  may  be 
less  prominent  in  students  who  concentrate  in 
science:  “Scientifically  oriented  students  [are]  less 
adept  in  interpersonal  skills,  less  articulate,  nar- 
rower in  interests,  and  less  adaptable  than  their 
fellows.”10 

Throughout  the  country  and  in  South  Carolina, 
the  medical  school  admissions  process  has  empha- 
sized grades,  MCAT  scores,  and  science  educa- 
tion. The  underlying  reasons  are  not  difficult  to 
understand:  grades  and  MCAT  scores  are  easy  to 
evaluate,  and  it  has  seemed  evident  that  an  exten- 
sive background  in  science  will  improve  perfor- 
mance in  medical  school.  More  than  anything 
else,  premedical  students  want  to  get  into  medical 
school.  They  are  very  sensitive  to  the  criteria  by 
which  schools  select  their  students.  Therefore, 
they  live  for  grades,  they  will  rarely  (3/491,  0.6%) 
make  a deliberate  choice  to  major  outside  the 
sciences,  and  they  hang  on  every  point  of  the 
MCAT  score.  Yet,  grades  and  MCAT  scores  do  not 


predict  performance  of  a physician,8  and  con- 
centrating in  science  does  not  improve  perfor- 
mance in  medical  school.  We  do  not  know  how 
many  students  who  have  majored  in  the  liberal 
arts  have  turned  away  from  a career  in  medicine 
because  of  the  mistaken  belief  that  a major  in 
science  is  necessary  to  get  into  or  to  succeed  in 
medical  school,  but  we  encourage  such  students  to 
apply  to  our  school  in  the  future. 

Though  we  would  like  to  select  medical  stu- 
dents on  the  basis  of  noncognitive  traits  desirable 
in  a physician,  a validated  instrument  that  can 
evaluate  these  traits  and  reliably  predict  perfor- 
mance of  practicing  physicians  has  not  been  de- 
scribed. As  a first  step  toward  developing  such  an 
instrument,  the  Admissions  Committee  has  used 
the  data  of  Price,  Taylor  and  associates9  to  deter- 
mine the  ten  most  important  noncognitive  traits  in 
physicians.  The  Committee  has  used  these  traits  to 
construct  an  evaluation  form  which  they  have 
asked  premedical  advisory  committees  to  com- 
plete for  each  applicant.  The  medical  school  inter- 
viewers have  also  been  asked  to  complete  this 
evaluation  form  after  each  interview.  The  Com- 
mittee plans  to  refine  this  instrument  continu- 
ously, and  eventually  hopes  to  give  evaluation  of 
noncognitive  traits  a predominant  role  in  the  se- 
lection of  medical  students.  Meanwhile,  the  Com- 
mittee continues  to  use  UG-GPA  and  MCAT  score 
as  part  of  our  admissions  procedure. 

With  the  support  of  the  Dean  and  the  College 
of  Medicine  faculty,  the  Admissions  Committee 
has  rewritten  the  Selection  Factors  and  the  Re- 
quirements for  Entrance  sections  in  the  catalog  of 
the  College  of  Medicine  to  reflect  these  observa- 
tions (Figure  1).  While  ability  to  comprehend  and 
utilize  science  is  recognized  as  important,  educa- 
tion in  other  areas  is  encouraged,  including  major 
fields  of  study  outside  the  sciences.  Grades  are 
deemphasized,  and  emphasis  is  placed  on  charac- 
ter and  noncognitive  aspects  of  intellectual  devel- 
opment. The  same  ten  traits  that  will  be  evaluated 
by  premedical  advisory  committees  and  medical 
school  interviewers  are  listed  in  this  section. 

Observations  of  premedical  and  medical  stu- 
dents and  discussions  with  premedical  advisors 
throughout  the  state  clearly  show  that  the  pre- 
medical students  of  South  Carolina  as  a group  are 
excellent  potential  physicians:  they  are  bright, 
energetic,  competitive,  well-motivated  and  high 
achievers.  By  the  changes  recently  made  and  to  be 
made  in  the  future  on  the  basis  of  substantive  data 
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and  rationale,  the  Admissions  Committee  hopes  to 
broaden  the  educational  background  and  facili- 
tate the  development  of  desirable  character  traits 
in  the  future  physicians  of  South  Carolina. 


There  is  no  best  course  of  study  for  physicians;  any  education  than  engenders 
curiosity  and  enthusiasm  for  learning  is  desirable.  High  character  and  excel- 
lent intellectual  capability  are  the  requirements  for  admission. 

Character  will  be  evaluated  by  both  undergraduate  faculty  and  Admissions 
Committee  interviewers.  Traits  desirable  in  future  physicians  will  be  espe- 
cially sought:  for  example,  the  physician  should  be  honest,  adaptable  to  new 

knowledge  and  changing  conditions,  able  to  learn  outside  of  prescribed  channels, 
intellectually  curious  and  enthusiastic,  emotionally  stable,  warm  in  relating  to 
people,  conscientious  in  striving  for  excellence,  effective  in  communicating 
with  others,  an  independent  thinker,  and  respectful  of  the  rights  of  others. 

Intellectual  capability  will  be  judged  by:  performance  in  college  as  measured 

by  the  grade  point  average,  breadth  of  academic  interests  as  demonstrated  in 
course  selection,  capability  in  written  communication  as  shown  in  an  essay  writ- 
ten at  the  time  of  interview,  and  ability  to  master  scientific  information  as 
measured  by  the  new  Medical  College  Admission  Test  (which  must  be  taken  in  the 
spring  or  fall  of  the  year  preceding  the  year  for  which  the  applicant  wishes  to 
apply). 

We  emphasize  that  grade  point  average  is  not  all-important,  but  counts  for  only 
a fraction  of  the  admission  evaluation  of  applicants.  There  are  no  specific 
course  requirements,  since  success  in  the  Medical  College  Admission  Test 
requires  study  of  sciences,  mathematics,  and  English  at  the  college  level. 
Introductory  college  courses  in  biology,  inorganic  and  organic  chemistry,  phy- 
sics, mathematics,  and  English  are  sufficient  preparation  for  the  MCAT ; addi- 
tional science  courses  are  not  viewed  as  necessary  by  the  Admissions  Committee. 
Premedical  students  are  advised  to  construct  courses  of  study  that  are  intellec- 
tually Interesting  and  challenging  for  them  individually.  Students  who  choose 
to  major  In  a science  should  select  a broad  range  of  studies  outside  the  scien- 

Written  and  verbal  expression  are  important  skills  for  a physician.  To  evaluate 
writing  skills,  all  applicants  will  be  required  to  select  a topic  from  a list 
supplied  by  the  Admissions  Committee,  and  write  an  essay  during  a 30  minute 
period  on  the  day  of  Interview.  The  essay  will  be  scored  by  several  observers 
for  clarity  of  thought,  organization,  English  usage,  and  legibility.  Students 
who  are  weak  in  written  communication  may  wish  to  take  additional  courses  in 
English  composition  or  literature. 

South  Carolina  residency  is  a factor  in  admission  to  the  first-year  class. 
Nonresident  applications  are  considered,  but  due  to  limited  facilities,  superior 
credentials  are  necessary  for  acceptance. 

FIGURE  I — Requirements  for  Entrance  and  Selection 
Factors  at  MUSC. 


SUMMARY  AND  RECOMMENDATIONS 

Majoring  in  a science  in  college  does  not  in- 
crease the  probability  that  a student  will  be  ac- 
cepted into  medical  school,  nor  does  it  improve 
the  student’s  performance  in  medical  school.  For 
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future  applicants,  the  Admissions  Committee  rec- 
ommends a college  major  in  any  field  that  inter- 
ests the  student  and  is  likely  to  engender  enthusi- 
asm for  learning.  Students  who  may  not  have 
considered  a career  in  medicine  because  they 
have  concentrated  in  a liberal  arts^  discipline  in 
college  are  encouraged  to  apply  to  this  medical 
school.  □ 
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Oddly  enougjh,  the  newest  idea 
in  investments  is  as  old  as  the  hills. 


If  you  have  a pension  or  profit  shar- 
ing plan,  you  need  to  know  about  a new 
idea  that  could  substantially  enhance  your 
return  on  investment. 

The  good  earth. 

South  Carolina  Nationals  Trust 
Division  now  provides  you  with  the  op- 
portunity of  investing  pension  and  pro- 
fit sharing  dollars  in  real  estate  through  a 
collective  investment  fund. 

As  a result,  you  can  participate  in  the 


development  and  ownership  of  properties 
such  as  shopping  centers, office  buildings 
and  industrial  plants. 

And,  according  to  many  analysts, 
real  estate  is  as  valuable  an  investment  as 
you  can  make  today. 

F or  example,  published  reports  sub- 
stantiate the  fact  that  $ 1,000  invested  in 
real  estate  in  1 970  would  yield  an  average 
of  #3,500  today. 

That’s  far  greater  than  the  compar- 


able return  on  treasury  bills  or  common 
stocks,  and  more  than  double  the  return 
on  long-term  bonds. 

The  real  estate  fund  is  one  of  many 
investment  vehicles  available  from  SCN. 

T o learn  more  about  how  they  can 
benefit  you,  we  encourage  you  to  invest  a 
few  minutes  of  your  time  with  one  of  our 
trust  officers  today. 

It  could  well  be  the  most  profitable 
investment  you’ll  make  this  year. 


South  Carolina  National  Itust  Division 


THOUGHTS  ON  PRE-COLLEGE  AND  COLLEGE  EDUCATION 


The  following  passages  were  excerpted  from  the  Honors  and  Awards  Day  Address  at  Clemson 
University  given  on  April  12,  1983  by  SCMA  Past  President  William  H.  Hunter.  The  Dean  of  the 
College  of  Liberal  Arts  at  Clemson  noted  that  Dr.  Hunters  observations  were  “made  from  a special 
perspective  and  carry  a particular  poignancy We  agree  and  regret  that  space  forbade  publishing  the 
entire  address. 

— CSB 


The  number  of  well-educated  persons  in  our 
society  seems  to  be  declining,  and  there  is  a dis- 
tinct possibility  that  the  decline  will  continue. 

Walker  Percy  speaks  of  the  struggle  within  man 
between  bestiality  and  angelism.  Down  through 
the  ages,  such  a struggle  has  existed  in  many  forms 
and  through  all  times.  Today  such  a conflict  exists 
between  the  free  world  centered  about  the  United 
States  on  the  one  hand  and  the  regimented  collec- 
tivism of  the  Soviet  Union  on  the  other.  The 
struggle  is  for  the  mind  of  man,  and  the  resultant 
synthesis  of  such  a struggle  will  be  decided  to  a 
great  extent  by  the  educational  process  that  molds 
the  minds  of  individual  men  and  women. 

Early  in  the  last  century,  Horace  Mann  said  that 
“schoolhouses  are  the  republican  line  of  fortifica- 
tions.” I shall  review  some  facts  concerning  edu- 
cation in  the  United  States:  (1)  the  per  capita 
expenditures  on  elementary  and  secondary  edu- 
cation are  twice  as  great  in  the  United  States 
compared  to  Europe  and  the  Soviet  Union  and  ten 
times  those  of  Latin  America,  Asia,  and  Africa;  (2) 
we  send  a great  percentage  of  young  people  from 
ages  5 to  19  to  school;  (3)  we  spend  7.7  percent  of 
our  gross  national  product  on  education,  com- 
pared to  4.4  percent  for  Sweden  and  3.5  percent 
for  West  Germany;  (4)  our  teachers  have  more 
post-secondary  years  of  education  than  any  other 
nation  in  the  world;  and  (5)  we  send  50  percent  of 
our  high  school  seniors  to  college.  One  would 
think  that  our  colleges  and  universities  are  receiv- 
ing into  their  freshman  classes  the  best  students  in 
the  world.  This  is  far  from  the  truth. 

In  a recent  comparison  of  19  tests  given  in 
various  countries,  the  United  States  never  ranked 
first  or  second,  ranked  last  three  times,  and  always 
ranked  below  the  other  developed  nations.  Our 
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higher  retention  rate  could  not  be  blamed  for 
skewing  the  figures.  The  findings,  combined  with 
the  knowledge  that  the  scholastic  aptitude  (SAT) 
scores  began  declining  in  the  mid-1960’s  and  have 
continued  to  decline,  should  give  thinking  Ameri- 
cans cause  for  alarm.  And  yet  the  failures  of  the 
late  elementary  and  secondary  schooling  in  the 
United  States  go  almost  unmentioned. 

Professor  Milton  Friedman,  the  Nobel  Laure- 
ate, makes  a strong  case  for  competition  among 
secondary  and  elementary  schools.  President  Rea- 
gan, attempting  to  foster  such  competition,  has 
offered  tuition  tax  credits  of  a very  limited 
amount.  This  offer  has  caused  a great  rumble  of 
resistance  throughout  educational  circles.  While 
many  of  the  successes  in  the  United  States  have 
been  built  on  competition,  it  is  obvious  that  the 
public  schools  wish  to  avoid  any  competition.  And 
this,  as  Milton  Friedman  points  out,  will  be  their 
eventual  downfall. 

Our  colleges  and  universities  are  the  envy  of  the 
world.  While  our  university  education  is  at  the 
epitome,  we  have  the  paradox  that  our  secondary 
education  is  becoming  poorer.  I share  the  opinion 
of  others  that  this  difference  between  our  two 
educational  levels  reflects  a lack  of  competition  in 
the  area  that  is  failing  (elementary  and  secondary 
education)  and  a high  degree  of  constructive  com- 
petition at  the  university  level. 

What  can  the  university  do  to  respond? 

Given  the  present  situation  in  elementary  and 
secondary  education,  the  university  must  assume 
more  responsibility  for  properly  educating  the 
young.  The  university  must  widen  and  deepen  the 
core  curriculum.  Perhaps  it  will  be  necessary  to 
even  increase  the  number  of  credit  hours  required 
for  graduation  — or  has  the  time  come  for  us  to 
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think  about  a fifth  year  for  college?  And  most  of 
all,  it  is  a time  for  the  humanists  and  social  scien- 
tists to  move  out  of  their  seclusion  and  back  to  the 
center  of  the  table  and  to  make  demands  of  their 
own. 

Emerson  said:  “What  this  country  needs  is  not 
more  doctors,  lawyers,  and  ministers,  but  more 
good  men  who  practice  medicine,  law,  and  the 
ministry.”  Let  us  paraphrase  those  remarks: 


“What  this  country  needs  is  not  more  engineers, 
scientists,  and  computer  experts,  but  more  well- 
rounded  people  within  this  complicated  world 
who  are  involved  in  these  occupations.”  And  this 
must,  for  the  most  part,  be  accomplished  at  the 
present  time  at  the  university  level. 

— William  Harvey  Hunter,  M.D. 
One  Hunter  Court 
Clemson,  South  Carolina  29631 


PREPARATION  FOR  MEDICAL  SCHOOL:  WHAT  HAVE 
WE  LEARNED  AND  WHAT  CAN  WE  DO  DIFFERENTLY? 

The  fact  is  that  only  the  most  competent  and  confident  pre-medical  students  can  plan  a rational  college 
experience,  given  their  impressions  of  the  competition  for  admission  to  medical  school.  How  much 
better  it  would  be  if  students  were  to  know  by  the  end  of  their  second  year  of  college  that  they  were  (or 
were  not)  admitted  to  medical  school. 

— Robert  H.  Eberti 


In  this  issue  of  The  Journal,  Dr.  Sade  and  Ms. 
Lancaster  of  The  Medical  University  of  South 
Carolina  observe  that  the  choice  of  undergraduate 
major  for  students  entering  the  College  of  Medi- 
cine between  1978  and  1980  bore  little  relation- 
ship to  performance  in  medical  school. 
Undergraduates  who  concentrated  in  the  liberal 
arts  tended  to  have  broader  interests  and  to  be 
more  articulate  and  adaptable  than  the  science 
majors.  Emphasizing  that  enthusiasm  for  learning 
rather  than  an  extensive  body  of  memorized  sci- 
entific facts  should  be  the  end-point  for  pre-medi- 
cal education,  they  suggest  that  undergraduates 
should  choose  any  field  that  interests  them. 

Dr.  Sade  and  Ms.  Lancaster  provide  a valuable 
re-emphasis  of  old  conclusions.  As  far  back  as 
1911,  President  A.  Lawrence  Lowell  of  Harvard 
similarly  studied  the  relationship  of  undergradu- 
ate major  to  performance  in  medical  school. 
Lowell  compared  students  who  majored  in  litera- 
ture and  language,  natural  science,  history  and 
political  science,  and  philosophy  and  mathemat- 
ics and  found  that  a remarkably  similar  number  of 
persons  in  each  group  went  on  to  earn  honors  in 
medical  school.  He  concluded  that  “natural  sci- 
ence in  college  is  certainly  not  a markedly  better 
preparation  for  the  study  of  medicine  than  other 
subjects.” 

Re-emphasis  of  Lowell’s  conclusions  was  made 


especially  desirable  by  the  emergence  of  the  so- 
called  Pre-Med  Syndrome,  traced  by  college  offi- 
cials to  the  early  1970’s.2  Its  signs  and  symptoms 
include  aggressiveness,  anxiety,  cynicism,  and 
narrow-minded  pursuit  of  grades.  The  syndrome 
may  be  contagious.  Lewis  Thomas,  observing  that 
the  competitiveness  of  pre-medical  students  af- 
fects other  undergraduates,  wrote  that  “the  influ- 
ence of  the  modern  medical  school  on  liberal  arts 
education  in  this  country  over  the  last  decade  has 
been  baleful  and  malign,  nothing  less.”3  Thomas 
predicted  that  unless  the  situation  is  radically 
changed,  “all  the  joy  of  going  to  college  will  have 
been  destroyed,  not  just  for  the  growing  majority 
of  undergraduate  students  who  draw  breath  only 
to  become  doctors,  but  for  everyone  else.  ” Today’s 
college  students  have  been  characterized  as  highly 
competitive  and  determined  to  succeed  at  all 
costs,  whatever  the  fate  of  their  society  may  be;  as 
someone  put  it,  they  wish  to  “go  first  class  on  the 
Titanic.” 

There  is  a somewhat  depressing  ring  to  the 
continued  cries  and  exhortations  that  a broad 
liberal  arts  education  is  desirable  for  students  who 
contemplate  medical  school.  Gert  H.  Brieger,  a 
medical  historian  who  is  currently  writing  the  first 
comprehensive  history  of  pre-medical  education 
in  the  United  States,  provides  the  following 
insight: 
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. . the  various  so-called  problems  of  pre- 
medical education  and  admission  to  medical 
schools  have  been  identified  and  described 
for  many  decades.  Repeated  conferences, 
surveys,  and  other  studies  are  witness  to  the 
fact  that  we  are  a wealthy  society.  We  keep 
on  spending  money  to  talk,  to  write,  to  plan 
changes,  but  few  improvements  of  lasting 
value  have  resulted.”4 

Noting  that  today’s  educators  often  merely  echo 
the  same  complaints  voiced  around  the  turn  of  the 
century,  Brieger  asks:  “Who  is  not  speaking 
clearly,  and  who  is  not  listening?  Are  we  simply 
living  a lie?”  He  argues  that  what  is  needed  is  a 
general  education  for  medicine. 

Another  interesting  point  made  by  Brieger  is 
that  the  medical  university,  while  representing 
the  optimum  site  for  graduate  medical  education, 
may  not  be  the  best  environment  for  undergradu- 
ate medical  education.  Although  medical  schools 
should  (ideally)  be  places  where  students  study 
and  teachers  teach,  we  all  know  that  this  is  fre- 
quently a vast  oversimplification.  Medical  school 
faculty  members  often,  perhaps  usually,  find  their 
graduate  students  — the  Ph.D.  candidates  for  the 
basic  sciences  faculty  and  the  residents  and  fel- 
lows for  the  clinical  faculty  — to  be  “more  fun  to 
teach”  than  the  undergraduates.  We  speak  of 
undergraduate  medical  education,  but  insist  on 
teaching  medical  students  in  graduate  schools. 
Does  education  suffer? 

Fusing  the  ideas  expressed  by  Dr.  Ebert,  Dr. 
Sade  and  Ms.  Lancaster,  President  Lowell,  Dr. 
Thomas,  and  Dr.  Brieger,  all  cited  above,  one 
might  propose  the  following: 

1.  Undergraduate  students  should  be  ad- 
mitted to  medical  school  at  the  end  of  their 
sophomore  year. 

2.  The  next  four  years  of  study  should 
combine  the  biologic  sciences  with  the  liberal 
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arts.  If  physicians  are  to  be  broadly-educated 
persons,  why  should  formal  instruction  in  the 
liberal  arts  arbitrarily  cease  upon  admission 
to  medical  school?  Would  not  the  simul- 
taneous study  of  literature  or  philosophy  be  a 
welcome  and  enriching  diversion  to  the 
study  of  anatomy  and  biochemistry?  A col- 
lege diploma  would  be  awarded  at  the  end  of 
the  second  year  of  medical  school. 

3.  The  final  two  years  of  medical  school 
would  emphasize  the  clinical  sciences,  with 
elective  time  being  spent  in  traditional  terti- 
ary care  settings.  A thesis  would  be  required 
for  graduation. 

Sounds  ridiculous?  Perhaps.  However,  it  is  ob- 
vious that  our  collective  thoughts  about  pre-medi- 
cal education  and  about  the  “physician  as  an 
educated  person”5  tend  to  change  in  Hegelian 
cycles,  coming  back  to  the  same  starting  point. 
One  finds,  for  instance,  SCMA  President,  Dr.  John 
T.  Darby,  telling  colleagues  as  far  back  as  1873 
that  “our  Medical  Schools  should  be  fewer,  our 
courses  longer,  our  teachers  stronger,  if  we  would 
elevate  our  profession.”6 

— CSB 
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RETIREMENT 


Last  month  I introduced  the  Mini-Series  on  "lump  sum  distributions".  The  first  question 
that  probably  came  to  mind  was:  "What  is  a lump  sum  distribution" A "lump  sum  dis- 
tribution" is  the  disbursement  of  your  total  share  of  a retirement  account You  may 

receive  a lump  sum  distribution  for  any  of  the  following  reasons: 

1.  You  want  to  retire 

2.  You  are  terminating  your  retirement  plan 

3.  You  have  become  disabled 

4.  You  have  reached  59%,  but  still  working 

The  lump  sum  distribution  can  come  from  any  one  of  the  following  sources: 

1.  A tax  qualified  pension  or  profit  sharing  plan 

2.  A 403(b)  plan  for  certain  public  employees 

3.  A Keogh  plan  for  self  employed  individuals 

One  important  fact  to  remember  is  even  though  the  money  you  put  into  your  retirement 
program  was  with  "pre-tax  dollars",  the  Federal  Government  provides  special  tax  treat- 
ment when  you  receive  the  money,  as  long  as  you  qualify.  To  qualify  for  the  special 
rates,  the  distribution  must  meet  the  following  tests: 

1.  The  funds  must  come  from  a Keogh,  pension  or  profit  sharing  plan 

2.  You  must  receive  the  funds  upon  separation  from  employment;  at  age  59%, 
disability,  or  death 

3.  You  must  receive  the  entire  balance  within  one  taxable  year 

4.  You  must  have  been  in  the  plan  for  at  least  five  (5)  years  or  longer 

Only  if  the  above  parameters  are  met  will  your  lump  sum  distribution  qualify  for  special 

tax  treatment If  the  distribution  qualifies  the  next  question  you  have  to  answer  is: 

Do  you  take  the  lump  sum  distribution  under  the  special  rates,  or  do  you  place  your  money 
into  a Roll-Over  I.R.A.  ? Look  for  the  next  issue  of  the  Newsletter. 

INVESTING 


If  you  are  an  investor  in  American  Telephone  and  Telegraph  stock  (also  known  under  the 
name  of  "Ma  Bell",  "Big  T",  and  other  names,  some  not  suitable  to  print),  and  would  like 
to  be  kept  up  to  date  on  the  divestiture  of  the  company,  please  let  me  know.  I will 
place  you  on  a list  of  investors  who  will  receive  on-going  information  about  "Ma  Bell’s" 
breakup . 


(Financial  Check-up  con’t) 

TAX  SHELTERS /DIRECT  INVESTMENTS 

Imagine  going  to  the  movies — leaning  back  in  the  seat — having  the  lights  go  down — 

knowing  that  you  are  part  owner  of  the  movie  playing  on  the  screen far  fetched? 

Not  really! ... .The  movie  industry  is  experiencing  a dramatic  revolution  in  the  way 
new  motion  pictures  are  being  financed.  There  are  many  reasons,  but  one  of  the  most 
important  is  due  to  the  voracious  appetite  Cable  T.V.  has  for  movies.  This  tremendous 
need  has  demanded  new  sources  of  money.  In  order  to  attract  this  new  money,  a lot  of 
the  risk  associated  with  investing  in  the  movie  industry  has  to  be  minimized.  Remember, 
the  investing  in  the  movie  industry  has  been  and  will  continue  to  be  a risky  business, 

since  there  are  many  failure  for  each  success however,  there  is  a way  that  you  can 

invest  with  some  of  the  risk  taken  out  of  the  investment.  There  is  a limited  partner- 
ship that  has  some  of  the  following  features: 

1.  The  partnership  has  gone  into  an  agreement  with  HBO  that  guarantees  100%  of  the 
production  costs  of  each  film,  on  a film  by  film  basis. 

2.  There  will  be  cost  overrun  and  completion  insurance  for  each  film. 

3.  The  partnership  will  invest  in  about  10  different  motion  pictures  which  will 
give  the  investor  some  diversity. 

4.  The  partnership  will  fully  fund  each  picture,  thus  maintaining  control  of  most 
of  the  distribution  and  other  rights. 

This  investment  is  suitable  not  only  for  individuals,  but  also  for  Erisa  accounts. 

Please  call  me  for  further  information. 

CORRECTION 


In  the  April,  1983  issue,  I discussed  the  SEP-IRA.  I want  to  correct  an  error  that 

occurred  in  the  first  paragraph the  sentence  "The  SEP  allows  you  to  put  up  to 

$15,000  in  deductions  ($30,000  starting  in  1984),  without  including  your  employees", 
should  have  appeared  as  "The  SEP  allows  you  to  put  up  to  $15,000  in  deductions 
($30,000  starting  in  1984);  but,  you  must  include  your  employees  on  a percentage  basis." 

I want  to  thank  the  many  readers  who  brought  the  error  to  my  attention please 

keep  up  the  good  work. 


****** 

The  information  contained  herein  has  been  obtained  from  sources  believed  reliable  but 
is  not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed  are 
subject  to  change  without  notice.  Neither  the  information  presented  nor  any  opinion 
expressed  constitutes  a representation  by  us  or  a solicitation  of  the  purchase  or 
sale  of  any  securities.  South  Carolina  Medical  Association  and  E.F.  Hutton  and  Co., 
Inc. , 1983. 


FURTHER  INFORMATION 

If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this 
Newsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  and  Co.,  Inc.,  2700 
Middleburg  Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  800-922-1112.  (toll  free). 


****** 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


QUOTES  FROM  THE  QUOTABLE 

The  county  Auxiliary  Presidents  this  year  are  an  outstanding  group  of  women.  Here  is  a collection  of  their  thoughts, 
ideas  and  philosophies. 

Mrs.  James  O.  Hightower,  Jr.  (Aiken  County).  “If  you  claim  membership  in  an  organization  — take  part.” 

Mrs.  Fred  Jones  (Anderson  County).  “I  believe  we  have  a special  interest  in  educating  parents  concerning  early  signs 
of  teenage  alcohol  or  drug  usage,  and  hope  that  the  Auxiliary  will  be  able  to  meet  these  needs  by  directing  parents 
towards  the  proper  help.” 

Mrs.  T.  Ray  Sherbert  (Beaufort  County).  “If  I can  just  do  the  best  I can  every  day,  I really  am  happy.” 

Mrs.  Harry  E.  Ricker,  Jr.  (Charleston  County).  “I  believe  we  do  a great  service  for  the  community  and  I want  to  do 
all  I can.  I feel  it  reflects  on  our  husbands  and  the  Medical  Community  to  help.” 

Mrs.  W.  Walter  Haynes  (Colleton  County).  “The  Colleton  Medical  Auxiliary  has  introduced  me  to  some  very  dear 
friends  and  it  is  these  people  who  make  serving  as  President  such  a joy.” 

Mrs.  Harold  N.  Wheeler  (Darlington  County).  “Being  a good  friend  is  the  best  way  to  have  friends.” 

Mrs.  William  Wimberly  (Dorchester  County).  “The  Physician  image  can  best  be  improved  by  setting  an  example  in 
the  community  of  a respected,  service-oriented  friend.” 

Mrs.  Steven  Coker  (Florence  County).  “With  our  busy  lives,  make  sure  your  priorities  are  in  the  correct  order.  Our 
responsibility  starts  at  home.” 

Mrs.  J.  Ashe  Macfie,  Jr.  (Greenville  County).  “All  of  us  in  Auxiliary  should  know  each  other  better,  reach  out  to 
others  and  in  working  together  we  can  make  a greater  impact  on  the  projects  that  affect  our  communities.” 

Mrs.  Alan  Moore  (Greenwood  County).  “Physicians  need  to  speak  out,  defend  their  profession,  and  compete  with 
the  political  arena  in  which  they  are  now  having  to  live  and  practice.” 

Mrs.  Jonathan  L.  Dieter,  Jr.  (Horry  County).  “One  of  our  goals  this  year  is  to  have  perfect  attendance  at  a meeting.  ” 
Mrs.  Roy  Still  (Lancaster  County).  “I  love  Lancaster  and  can’t  stand  the  term  ‘non- working’  Mother!” 

Mrs.  Alan  McKaig  (Laurens  County).  “Our  Auxiliary  is  newly  organized.  Membership  and  growth  are  our  major 
projects.” 

Mrs.  James  T.  Bowles  (Lexington  County).  “Our  goals  this  year  are  to  establish  better  communication  with  the 
Medical  Society,  to  work  with  the  hospital  and  help  meet  some  of  our  community  needs.” 

Mrs.  John  W.  Green,  (Newberry  County).  “I  try  to  make  each  day  just  a little  bit  better  than  the  day  before.” 
Mrs.  Stoney  A.  Abercrombie  (Oconee  County).  “Our  goals  are  to  work  towards  expanding  the  hospital  library 
recently  set  up  by  Auxiliary  and  to  encourage  members  to  promote  health  awareness.” 

Mrs.  Thomas  M.  Gue,  (Edisto-Orangeburg).  “Some  of  our  members  are  taking  training  which  will  enable  us  to 
conduct  sessions  in  area  schools  dealing  with  choices  individuals  have  to  make  on  the  subject  of  Alcohol  and  Drug 
Abuse.” 

Mrs.  Carl  Walsh,  (Pickens  County).  “It’s  very  exciting  to  be  in  a period  of  change  such  as  now.  It’s  a fun  time  to  work 
with  our  new  members.  ” 

Mrs.  Jack  Gottlieb,  (Columbia-Richland).  “I  believe  that  Physician’s  spouses  are  in  a position  to  be  able  to  help  in 
community  service  and  should  become  more  involved.  ” 

Mrs.  C.  Wayne  Fisgus,  (Spartanburg  County).  “As  Auxilians,  we  have  the  opportunity  to  make  a genuine 
contribution  toward  improving  the  quality  of  life  and  health  in  our  communities.  Our  participation  can  make  a 
difference.” 

Mrs.  J.  Julian  Abbott,  (Sumter-Clarendon).  “The  office  of  county  President  is  an  enjoyable  and  enriching 
experience.  I would  like  to  see  our  Auxiliary  become  more  involved  in  community  health  projects.” 

Mrs.  Harry  Latham,  (Union  County).  “With  only  nine  physicians  in  Union  County  — we’d  like  to  have  more 
participation!” 

Mrs.  John  M.  Little,  Jr.  (York  County).  “Our  new  medical  center  has  brought  a number  of  new  medical  families  to 
our  area.  We  hope  to  involve  these  new  spouses  in  all  aspects  of  Auxiliary  work,  and  renew  the  ‘spark’  in  our  other 
members.” 
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When  a 

Seems  Insurmountable 

your  patient  can  benefit  from  the  Southern  Pines 

Psychiatric  hospitalization  for  children,  adolescents  and  adults,  including  intense 
programs,  short  and  Intermediate-term  hospitalization,  crisis  intervention  and  a year-round 
accredited  school  program . Individualized  treatment  programs  are  developed  under  the 
direction  of  physicians. 

Eli  Breger,  M.D.;  Medical  Director 

Approved  for  CHAMPUS,  Blue  Cross,  Medicare  and  most  private  insurance. 

Southern  Pines  is  an  affiliate  of  The  Brown  Schools  of  Texas  and  is 


a Healthcare  International  hospital. 


SOUTHERN  PINES 

A Psychiatric  Hospital 


For  information  contact: 
Peggy  Young,  A.C.S.W. 
Director  of  Admissions 
P.O.  Box  70489 
Charleston,  SC  29405 
(803)  747-5830 


CLASSIFIED 

PRIVATE  GENERAL/FAMILY  PRACTICE  AVAILABLE 
IN  LAKE  VIEW,  S.  C.  Current  physician  leaving  to  enter 
emergency  medicine  fulltime.  2500  sq/ft  modern  fully 
equipped  office,  14  miles  from  70  bed  JCAH  approved  hospi- 
tal with  fulltime  ER  coverage.  For  details  call  803-759-2189 
(day)  or  803-774-3841  (night),  or  write  J.  M.  Twombley, 
M.D.,  P.  O.  Box  765,  Lake  View,  S.  C.  29536. 

FOR  SALE  OR  LEASE:  Doctor’s  office,  fully  equipped  or 
unequipped.  3,000+  sq.  ft.  exam,  rooms,  surgical  room,  lab.  6 
restrooms,  2 consultation  rooms,  2 business  offices,  large  wait- 
ing room.  Contact  803-773-2121  or  803-773-8521,  Sumter, 
S.  C. 

SOUTH  CAROLINA  ORTHOPAEDIC  ASSOCIATION 
ANNUAL  MEETING:  September  8-11,  1983,  Kiawah 
Island  Resort.  Approved  for  8 hours  credit.  Guest  Speaker: 
Dr.  C.  Andrew  Bassett,  Professor  of  Orthopaedic  Surgery, 
College  of  Physicians  and  Surgeons  of  Columbia  University, 
New  York,  New  York.  “Electrical  Bone  Growth 
Stimulation.”  For  further  information,  contact:  Dr.  J.  Lorin 
Mason,  Pee  Dee  Orthopaedics,  P.  O.  Drawer  1771, 

Florence  29503. 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


August,  1983 

On  Wednesday,  July  27,  1983  the  State  Senate  and  House  of  Representatives  met  for  the 
final  time  in  1983.  The  purpose  of  this  final  one-day  session  was  to  override  any 
gubernatorial  vetoes  (there  were  two),  elect  appeals  court  judges  and  tend  to  other 
miscellaneous  business. 

SENATE  REAPPORTIONMENT 


The  7/27  session  was  the  last  chance  in  1983  for  the  two  chambers  of  the  Legislature  to 
agree  on  reapportionment  of  the  State  Senate.  It  did  not  occur.  Now,  the  only  options 
are  for  the  two  chambers  to  come  to  an  agreement  early  next  year,  or  let  the  courts 
decide  the  proper  make-up  of  the  single-member  Senate  district  plan.  Although  some 
legislative  leaders  say  it  is  too  early  for  anyone  to  file  a lawsuit  to  force  completion 
of  reapportionment,  this  possibility  could  occur  prior  to  the  January  1984  session.  The 
chief  hang-up  seems  to  be  the  district  lines  o f one  Senatorial  seat  in  the  central  area 
of  the  state. 

HEALTH  AND  HUMAN  SERVICES  FINANCE  COMMISSION 


Early  last  month  the  Governor  appointed  BeAnaAcL  A.  Vadti^ytOJi  to  serve  as  Chairman  of  the 
new  State  Health  and  Human  Services  Finance  Commission.  Va&twyZeA  is  a retired  Business 
and  Finance  Chief  at  the  University  of  South  Carolina.  He  had  been  with  the  University 
for  30  years  and  served  as  Senior  Vice-President  for  Business  Affairs.  He  still  serves 
as  a part-time  consultant  with  the  Earth  Sciences  and  Resources  Institute. 

VcLZtuiyZoA'  > 5 appointment  has  prompted  favorable  comments  from  the  medical/health  community. 
The  sentiment  being  that  he  will  lend  substantial  and  needed  financial  background  and 
integrity  to  the  management  of  the  State  Medicaid  and  Social  Services  Block  Grant  Programs. 
The  other  six  seats  will  be  elected  by  the  Legislature  early  next  year,  and  the  Medical 
Association  is  still  desirous  that  good  individuals  run  for  these  other  positions.  One 
candidate  will  be  chosen  from  each  of  the  six  Congressional  Districts  in  the  state,  and 
such  persons  would  not  be  allowed  to  have  involvement  in  profiting  from  health  care 
delivery.  Several  candidates  have  already  made  their  intentions  to  run  known;  therefore, 
concerned  physicians  should  move  quickly  to  urge  qualified  persons  in  their  respective 
area  to  consider  running. 

INSURANCE  EQUALITY  LEGISLATION  - H.2737,  S.482  (Psychologists)  H.2772  (Chi ropractors ) 

In  1980  SCMA  began  a program  by  which  then-President  Halsted  M.  Stone,  M.  D.  made  visita- 
tions to  various  business  and  insurance  firms  around  the  state  in  an  effort  to  advise  on 
methods  of  cutting  health  care  costs.  While  the  companies  visited  seemed  to  appreciate 
our  efforts,  the  program  never  caught  on  in  a big  way.  In  retrospect,  the  economy  was 
relatively  good,  and  the  business  concerns  were  able  to  afford  the  insurance  premiums 
paid  on  behalf  of  their  employees. 

Conditions,  however,  have  changed — health  care  costs  are  rising  rapidly  and  business 
concerns  are  balking  at  the  health  care  bill.  Business  coalitions  are  being  formed 


around  the  state  to  discuss  and  find  ways  to  decrease  the  escalating  costs.  While  some 
of  the  coalitions  welcome  the  advice  and  expertise  of  physicians,  others  are  hostile  and 
look  upon  physicians  as  the  culprit. 

Several  times  during  the  past  three  years,  we  have  reported  on  what  is  known  as  "insurance 
equality  legislation".  These  are  bills  that  would  mandate  that  all  health  insurance  poli- 
cies issued  in  South  Carolina  reimburse  for  services  rendered  by  various  non-M.D.  health 
professionals  when  similar  services  are  rendered  by  physicians  to  their  patients.  As  many 
of  these  aforementioned  business  coalitions  gather  and  look  for  short  cuts  to  health  care 
costs,  there  is,  oftentimes,  no  medical  expertise  present  and  facts  may  be  misconstrued. 
Apparently,  the  psychologists  community,  for  example,  has  convinced  one  or  more  coali- 
tions in  the  state  into  supporting  their  insurance  equality  legislation  (H.2737,  S.482). 

The  coalitions  have  been  made  to  believe,  simply,  that  a psychologist  or  a chiropractor, 
etc.  will  charge  less  than  a physician  on  a per-visit  basis,  therefore,  they  will  save 
money  by  sending  their  employees  to  same.  They  fail  to  take  into  account  that  patients 
invariably  see  these  non-M.D.  professionals  on  numerous  return  visits.  They  also  fail  to 
take  into  account  the  fact  that  many  of  these  patients  later  discover  that  they  need  the 
kind  of  drugs  and/or  treatments  that  only  a physician  can  prescribe.  Therefore,  they  end 
up  seeing  the  particular  non-M.D.  professional  and  a physician.  What  this  does  to  an 
employer's  health  or  workmen's  compensation  insurance  premiums  should  be  obvious — they 
will  increase  drastically. 

These  above-described  circumstances  actually  happened  in  1980  when  the  Legislature  mandated 
that  insurance  companies  offer  coverage  for  certain  non-M.D.  professionals.  The  result 
was  that  the  state's  largest  health  insurer,  Blue  Cross/Blue  Shield,  increased  its  payout 
to  this  group  drastically  over  a short  period  of  time  (from  $22,000  in  1979  to  over  $2 
million  in  1981).  What  happened  then,  and  what  is  already  happening  to  other  states 
passing  so-called  Insurance  Equality  Legislation  is  that  the  insurance  company  merely 
discontinues  paying  for  that  particular  treatment.  For  example,  psychologists'  coverage 
which  had  gone  to  physicians  (who  can  prescribe  medications,  hospitalize  patients  and 
perform  much  broader  services  than  psychologists)  will  be  withdrawn  altogether.  As  a 
practical  matter,  this  is  bound  to  happen. 

It  is  extremely  important  that  legislators  and  business  leaders  be  made  to  understand  this 
fact.  Insurance  equality  is  a phrase  that  has  "sex  appeal" — it  sounds  egalitarian  in 
nature,  and  many  are  fooled  by  the  arguments  presented  on  its  behalf.  In  reality,  it  is 
overregulation  of  the  private  insurance  industry  that  leads  to  either  increased  costs  or 
complete  discontinuation  of  a service. 

The  chief  battleground  for  the  insurance  equality  legislation  in  1984  is  predicted  to  be 
in  the  House  Labor,  Commerce  & Industry  Committee.  The  membership  of  that  committee  is 
listed,  and  physicians  are  urged  to  contact  these  members  to  let  them  know  the  dangers 
inherent  in  supporting  legislation  of  this  ilk. 
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PNEUMOCYSTIS  CARINII  PNEUMONIA  IN  A 
PREVIOUSLY  HEALTHY  ADULT* 


RANDY  D.  WATSON,  M.D.** 

JACK  RATLIFF,  M.D. 

ROBERT  LIPE,  M.D. 

JAMES  KASIN,  M.D. 

Recent  reports  have  indicated  a significant 
change  in  the  natural  history  of  an  unusual  dis- 
ease, Pneumocystis  carinii  pneumonia.  Whereas 
previously  Pneumocystis  carinii  pneumonia  was 
predominately  seen  in  malnourished  infants  or  in 
adults  who  were  in  an  immunosuppressed  state  as 
a result  of  neoplasia,  collagen-vascular  disease  or 
immunosuppressive  drugs;  the  infection  is  now 
being  seen  in  previously  healthy  adults.1'4  The 
increased  incidence  of  the  disease  is  most  notable 
in  the  homosexual  community,  among  drug  ad- 
dicts, and  among  Haitians.10 

The  clinical  manifestations  of  Pneumocystis 
carinii  pneumonia  may  be  either  insidious  or 
abrupt  in  onset  with  adults  more  likely  to  have  an 
abrupt  onset.  The  patient  has  fever,  tachypnea 
(often  out  of  proportion  to  blood  gas  or  roentgeno- 
gram findings),  cough,  anorexia  and  weight  loss. 
The  physical  findings  are  scanty  in  contrast  to  the 
obviously  serious  clinical  state  and  the  extensive 
lung  involvement  seen  on  chest  roentgenogram. 
There  is  often  severe  hypoxemia  with  normal, 
low,  or  slightly  elevated  pC02  levels.5- 6 Studies  on 
homosexual  men  show  skin  test  anergy,  lympho- 
penia and  an  apparent  acquired  T cell  immu- 
nodeficency,  usually  Cytomegalovirus  infection 
and  occasionally  Kaposi’s  sarcoma.1'4-  7-  8 


From  Aiken  Community  Hospital,  Aiken,  South  Carolina. 
Address  correspondence  to  Dr.  Watson  at  139  Waterloo 
Street,  SW,  Aiken,  S.C.  29801. 


The  former  drug  of  choice  for  Pneumocystis 
carinii  pneumonia  was  pentamidine,  an  anti- 
parasitic  agent  available  in  this  country  only  from 
the  CDC  in  Atlanta.  Because  of  equal  efficacy, 
ease  of  administration  and  far  fewer  side  effects, 
the  combination  agent  trimethoprim/sulfameth- 
oxazole  has  supplanted  pentamidine  as  the  agent 
of  choice  for  initial  therapy.9 

CASE  REPORT 

A 33-year-old  black  male  was  hospitalized  with 
a history  of  a “cold”  for  two  months,  anorexia  and 
a 35-pound  weight  loss.  He  then  gradually  devel- 
oped a non-productive  cough,  dyspnea,  weakness, 
chills,  spiking  fevers  and  vague  GI  symptoms. 
Two  weeks  prior  to  admission  the  patient  was 
started  on  tetracycline  and  a decongestant  with  no 
relief.  The  patient  had  no  history  of  exposure  to 
dusts  or  toxins,  wooded  areas,  TB,  pets,  drugs 
(other  than  those  mentioned),  or  recent  travel 
outside  of  the  southeastern  U.S.  Prior  to  the  pres- 
ent illness  the  patient  had  been  healthy.  Informa- 
tion from  a colleague  of  the  patient  indicated  that 
the  patient  was  homosexual;  however,  this  was 
never  confirmed  by  the  patient. 

His  admission  respiratory  rate  was  30  to  40  per 
minute  and  temperature  was  101.5  F.  He  was  a 
very  thin,  acutely  ill  male,  breathing  shallowly 
and  frequently  coughing.  He  had  a Candidal- 
appearing  tongue  coating.  There  were  scattered 
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fine  rales  in  both  bases  otherwise  the  physical  was 
unremarkable. 

Initial  WBC  was  6,300  with  an  absolute  lym- 
phocyte count  of  only  approximately  1000.  ESR 
was  30.  His  total  protein  and  albumin  were  5.8 
and  2.5  grams  percent  respectively.  Electrolytes 
were  normal.  The  chest  roentgenogram  was  read 
as  normal  (Fig.  1).  Arterial  blood  gas  showed  pH 
7.50,  paC02  24.2  and  pa02  49.9  on  room  air.  Skin 
tests  were  negative  to  PPD,  Mumps,  Trichophy- 
ton and  Candida.  Sputum  stains  for  AFB  were 
negative  three  times,  while  sputum  stains  for 
fungus  were  negative  twice  and  positive  for  Can- 
dida once.  Sputum  culture  grew  normal  flora.  A 
total  of  four  blood  cultures  were  negative  as  was 
throat  culture,  febrile  agglutinins,  stool  culture, 
stool  for  OCP  x 3,  RA,  ANA  and  Mono  spot  test. 
Urine  culture  grew  40,000  colonies  of  Group  D 
Enterococcus,  but  repeated  culture  was  negative. 
Thyroid  functions  were  normal.  Serology  for  Ade- 
novirus, Influenze  A and  B,  Mycoplasma  and 
Legionella  was  obtained  and  later  returned 
negative. 

On  admission  the  patient  had  developed  loose 
stools  which  resolved  spontaneously  by  the  third 
hospital  day.  He  was  begun  on  oral  Mycostatin. 
Despite  the  paucity  of  laboratory  findings,  the 
patient  slowly  deteriorated  clinically  with  hectic 
fever  spikes  to  103-104°F.  Repeat  CBC  showed 
WBC  of  16,900  only  6%  of  which  were  lympho- 
cytes. Repeat  chest  roentgenogram  on  the  third 
hospital  day  showed  diffuse  bilateral  reticular- 
nodular  infiltrate  (Fig.  2).  Negative  bronchoscopy 
followed  by  open  lung  biopsy  revealed  750  cc  of 
straw-colored  pleural  fluid  and  soft,  golf  ball- 
sized nodular  areas  palpable  along  the  dorsal  right 
lung  which  were  biopsied.  Post-operatively  the 
patient  required  mechanical  ventilation.  Swan- 
Ganz  catheter  pressures  indicated  adequate 
hydration.  Empirical  therapy  with  intravenous 
trimethoprim/sulfamethoxazole,  INH,  Rifampin, 
and  erythromycin  was  started  because  of  con- 
tinued clinical  deterioration. 

The  lung  biopsy  (Fig.  3)  shows  the  alveolar 
spaces  filled  with  eosinophilic  granular  material 
with  thick  and  edematous  septae  and  some  associ- 
ated leukocytic  reaction.  The  silver  stain  (Fig.  4) 
shows  numerous  organisms  with  the  typical  ap- 
pearance of  Pneumocystis  carinii.  INH,  Rifam- 
pin and  erythromycin  were  stopped.  When  rare 
AFB  in  specimens  of  lung  tissue,  pleural  fluid  and 


bronchial  washings  were  reported,  INH  and 
Rifampin  were  reinstituted.  Fluids  were  titrated 
by  pulmonary  artery  pressures,  the  red  cell  mass 
was  maintained  by  transfusion,  and  oxygen  needs 
were  minimized  by  control  of  fever  with  cooling 
blanket,  nitrogen  balance  was  reversed  with  hy- 
peralimentation and  on  the  fourth  day  of  therapy 
the  patient  appeared  to  improve.  Oxygen  and 
end-expiratory  pressures  were  reduced  but  the 
patient  was  too  weak  to  ventilate  adequately  by 
himself. 

On  the  eighth  day  of  treatment  the  patient 
deteriorated  with  worsening  hypercapnea,  confu- 
sion, fever  and  white  blood  cell  count.  Repeat 
bronchoscopy  was  done  with  bronchial  brushings 
showing  numerous  Pneumocystis  carinii  orga- 
nisms. Pentamidine  was  started  and  four  hours 
later  he  developed  sudden  bradycardia  and  hypo- 
tension possibly  resulting  from  a tension  pneu- 
mothorax on  the  left  and  resisting  resusitation, 
expired.  Autopsy  revealed  extensive  lung  involve- 
ment only.  Sputum  cultures  for  AFB  and  cultures 
of  urine  and  sputum  for  cytomegalovirus  were 
unrevealing. 

DISCUSSION 

This  case,  with  its  development  and  outcome, 
helps  to  emphasize  several  points  about  the  dis- 
ease. First,  the  basic  problem  is  that  of  acquired 
immunosuppression  probably  as  a result  of  a de- 
fect in  T cell  function.  This  was  manifested  in  the 
above  case  by  several  opportunistic  infections,  the 
Pneumocystis  carinii  pneumonia,  Candidiasis 
and  a Mycobacterium  infection.  Other  cases  ex- 
hibit additional  opportunistic  infections  such  as 
Toxoplasmosis,  Cytomegalovirus  infection  and 
Herpes.1-  7>  8 Second,  the  prognosis  is  grim,  with 
high  levels  of  morbidity  and  mortality  from  the 
Pneumocystis  carinii  pneumonia  itself  or  result- 
ing from  the  associated  complications  such  as 
pneumothorax  or  accompanying  infection.35’  " 8 
Third,  early  aggressive  attempts  to  establish  diag- 
nosis of  Pneumocystosis  should  include  bronchial 
brush  biopsy,  needle  biopsy,  and/or  open  lung 
biopsy.6’  9 Fourth,  sexual  habits  are  becoming 
more  relevant  in  the  patient  history.  Finally,  the 
marked  increase  in  incidence  of  this  disease  re- 
ported in  the  recent  literature,  especially  in  the 
homosexual  population,  makes  this  disease  an 
important  part  of  the  differential  diagnosis  of 
unusual  pneumonias.  The  speculation  that  cyto- 
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FIGURE  2 — Repeat  chest  x-ray  three  days  later  showed 
diffuse  bilateral  reticular-nodular  infiltrate. 


FIGURE  3 — Alveoli  filled  with  granular  eosinophilic  ma- 
terial in  which  small  dots  are  actual  organism  nuclei. 


FIGURE  4 — Methenamine  silver  stain  highlights  the  thick 
capsule  of  numerous  P.  carinii  organisms. 
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megalovirus  or  some  other  viral  agent  initiates  the 
T lymphocyte  suppression  is  interesting.1 

SUMMARY 

Recent  reports  have  described  an  acquired  T 
cell  immune  deficency  in  previously  healthy 
adults,  many  of  whom  were  homosexual,  leading 
to  opportunistic  infections.  We  report  a case  of  a 
healthy  male  who  developed  Pneumocystis  cari- 
nii  pneumonia,  oral  Candidiasis,  and  Mycobac- 
terium infection.  Therapy  with  intravenous 
trimethoprim/sulfamethoxazole  was  unsuccess- 
ful. The  patient  expired  shortly  after  initiation  of 
therapy  with  pentamidine.  □ 
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Rocky  Mountain  Spotted  Fever  (RMSF)  is  be- 
coming increasingly  more  prevalent  along  the 
foothills  of  the  Appalachian  Mountains  than  in  the 
Rocky  Mountains  where  the  disease  was  first  de- 
scribed and  from  which  it  acquired  its  name.1  The 
number  of  reported  cases  in  the  United  States  has 
increased  from  204  in  1960  to  1,163  cases  in 
1980. 2’  3 The  number  of  reported  fatal  cases  has 
also  increased  while  the  death  to  case  ratio  has 
remained  between  5-10%. 3-  4 

In  the  Piedmont  region  of  South  Carolina,  the 
incidence  of  RMSF  seems  to  be  increasing  faster 
than  in  most  other  endemic  areas,  possibly  be- 
cause of  the  growing  number  of  South  Carolinians 
and  visitors  who  participate  in  backpacking  and 
other  outdoor  activities  which  increase  exposure 
to  ticks.  Records  at  Spartanburg  General  Hospital 
show  that  the  annual  number  of  cases  of  RMSF 
increased  from  five  in  1976  to  21  in  1980  (Fig.  1). 
A survey  of  Spartanburg  pediatricians  and  emer- 
gency room  physicians  suggests  that  in  1980  there 
were  about  60  additional  cases  treated  without 
hospitalization  in  the  Spartanburg  area. 

Previous  articles  on  RMSF,  stressing  the  impor- 
tance of  early  diagnosis  and  treatment,  have 
pointed  out  the  need  for  good  clinical  judgement 
and  a high  index  suspicion  if  death  is  to  be 
avoided.4'8  The  triad  of  tick  bite,  fever  and  skin 
rash  occurring  in  the  warm  months  in  an  endemic 
area  makes  the  diagnosis  easy,  but  South  Carolina 
physicians,  particularly  those  in  the  Piedmont, 
need  to  be  aware  that  a third  of  the  patients  who 
develop  the  disease  do  not  know  that  they  have 
been  bitten  by  a tick,  and  5-10%  do  not  have  a 
classical  rash.  RMSF  is  seen  in  South  Carolina 
from  very  early  spring  to  late  fall  and  it  may  occur 
at  any  age  (Fig.  2). 


° From  the  Department  of  Pediatrics,  Medical  University  of 
South  Carolina,  Spartanburg,  S.  C.  (Dr.  Strickland)  and 
Charleston,  S.  C.  (Dr.  Darby),  and  Springs  Memorial  Hospi- 
tal, Lancaster,  S.  C.  (Dr.  Corbett). 

Address  correspondence  to  Dr.  Darby  at  the  Department  of 
Pediatrics.  Medical  University  of  South  Carolina.  171  Ash- 
ley Avenue,  Charleston,  S.  C.  29425. 
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Fig.  1 Patients  with  suspected  RMSF  at  Spartanburg  General  Hospital. 
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Fig.  2 Ages  of  the  67  Spartanburg  General  Hospital 
patients  (1976-1980). 


This  report  reviews  the  experience  of  67  pa- 
tients hospitalized  at  Spartanburg  General  Hospi- 
tal over  the  four  year  period  1976-1980. 

MATERIAL  AND  METHODS 

The  clinical  and  pathological  records  of  all 
patients  admitted  to  the  Spartanburg  General 
Hospital  with  the  diagnosis  of  Rocky  Mountain 
Spotted  Fever  were  reviewed  for  the  years  1976- 
1980.  Of  the  67  patient  records  reviewed,  the  ages 
ranged  from  U/2  years  to  60  years.  The  diagnosis  in 
most  cases  was  established  on  the  clinical  presen- 
tation and  confirmed  in  some  with  serological 
tests,  or  pathological  findings.  Thirty-six  percent 
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of  the  records  had  no  history  of  tick  bite  recorded. 

Four  patients  had  acute  and  convalescent  sera 
tested  by  the  complement  fixation  technique  and 
two  of  the  four  showed  no  significant  increase  in 
titer.  Clinical  and  laboratory  evidence  of  dissemi- 
nated intravascular  coagulopathy  (DIC)  was  pres- 
ent in  19  of  the  52  patients  in  which  these  studies 
were  obtained.  Abdominal  pain  was  noted  in  two 
patients  who  died  and  in  one  survivor.  Gener- 
alized edema  occurred  in  those  patients  with  ab- 
dominal pain  and  low  serum  sodium. 

Acute  and  convalescent  OX  19  titers  showed  a 
significant  rise  in  11  of  20  patients.  The  OX-2  rose 
in  11  of  19  cases,  while  single  OX-2  titers  were 
greater  than  1:160  in  10  of  23.  Both  titers  were 
elevated  in  10  of  30  patients. 

RESULTS 

Thirty-nine  of  the  67  patients  reviewed  were 
male.  There  has  been  a fourfold  increase  in  the 
annual  number  of  cases  over  the  past  four  years. 
All  cases  occurred  in  April  through  August.  The 
majority  of  cases  were  under  10  years  of  age. 
Thirty-eight  of  the  67  patients  had  either  an  OX-2 
or  an  OX-19  greater  than  1:160.  Four  patients  had 
no  titers  performed  and  21  had  only  a negative 
single  titer. 

Thirty-two  of  the  67  cases  reported  headaches 
and  myalgia  was  noted  in  nine  of  67.  Some  type  of 
skin  rash  was  noted  in  63  cases.  Two  of  the  four 
without  rash  died.  The  rash  was  definitely  de- 
scribed as  petechial  in  only  14  of  the  67  cases.  The 
statistics  substantiate  the  fact  that  complications 
were  more  common  in  those  patients  that  appro- 
priate antibiotic  treatment  was  begun  after  the 
6th  day  of  the  illness.  In  this  series  there  were  four 
deaths,  all  seeming  to  occur  from  a generalized 
vasculitis  and  disseminated  intravascular  coag- 
ulopathy. In  all  of  the  fatalities  treatment  was 
begun  after  the  6th  day  of  illness. 

EPIDEMIOLOGY 

Rocky  Mountain  spotted  fever  is  caused  by 
Rickettsia  rickettsii,  a small  gram  negative  obliga- 
tory intracellular  micro-organism  containing  both 
DNA  and  RNA.  The  dog  tick  (Dermacentor  vari- 
abilis)  has  become  the  vector  for  the  disease  in  the 
Eastern  part  of  the  U.  S.  The  dog  tick,  as  well  as 
the  disease,  has  been  noticed  to  be  concentrated  in 
the  Piedmont  plateau  extending  from  the  South- 
eastern states  all  the  way  up  to  Long  Island  and 
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the  Southern  portions  of  New  England.  Several 
studies  of  ticks  removed  from  humans  in  this  state 
and  in  others  have  demonstrated  the  presence  of 
Rickettsia  in  1-15%  of  the  tick  population. 

Transmission  has  also  been  reported  by  needle 
prick,  blood  transfusion,  and  laboratory  accident, 
but  the  disease  is  almost  always  transmitted  to 
man  through  the  saliva  of  a feeding  tick.9-  10 

Man  is  an  incidental  host  of  the  disease,  which 
serologic  studies  indicate  infects  a wide  variety’  of 
birds  and  wild  and  domestic  mammals.  The  broad 
spectrum  of  the  reservoir  of  Rickettsia  makes 
eradication  of  the  infective  agent  very  unlikely. 
Over  the  past  50  years  the  appearance  of  RMSF  in 
humans  has  shifted  from  the  Rocky  Mountains 
eastward  to  the  drainage  area  of  the  Mississippi 
River  and  particularly  the  Piedmont  area  of  the 
South- Atlantic  region.11  Within  these  larger  re- 
gions, the  disease  is  often  localized  so  that  the 
majority  of  cases  in  a state  may  occur  within  a 
single  county  or  two  county  area. 

TREATMENT 

The  experience  in  Spartanburg  clearly  demon- 
strates the  importance  of  early  treatment.  Among 
the  67  cases  reviewed  there  were  four  deaths,  a 
mortality  rate  of  6%.  All  four  patients  had  gener- 
lized  vasculitis  and  disseminated  intravascular  co- 
agulopathy, and  in  all  four  cases  treatment  was 
begun  after  the  sixth  day  of  illness.  Few  fatalities 
have  been  reported  in  patients  treated  with  anti- 
biotics before  the  sixth  day  of  illness.  Either 
tetracycline  20-50  mg. /kg. /day  or  chloramphen- 
icol 50  mg. /kg. /day  will  provide  adequate  ther- 
apy. The  drugs  can  be  administered  orally  or 
intravenously  and  they  should  be  continued  for 
two  to  three  days  after  the  temperature  has  re- 
turned to  normal.  Antibiotics  seem  to  have  little 
effect  on  the  progression  of  complications  result- 
ing from  vasculitis.  After  recovery  relapse  is 
uncommon. 

PREVENTION 

There  is  no  commercial  vaccine  for  RMSF  cur- 
rently available,  but  an  experimental  vaccine  is 
undergoing  trial.12  Prevention,  therefore,  de- 
pends on  careful  inspection  of  the  body  for  ticks 
after  outings  in  endemic  areas.  If  ticks  are  found 
embedded  they  should  be  induced  to  release  their 
grip  through  the  application  of  kerosene,  gasoline, 
lighter  fluid,  alcohol,  or  ether.  The  heat  from  the 
tip  of  a lighted  cigarette  also  may  cause  the  tick  to 
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relax  its  hold.  The  ticks  should  be  handled  with 
forceps  rather  than  fingers.  Rickettsia  present  in 
the  GI  tract  are  released  when  ticks  are  crushed 
and  may  cause  infection  by  entering  the  body 
through  minor  skin  abrasions. 

The  application  of  insect  repellents  or  area 
wide  spraying  with  insecticides  can  reduce  the 
risk  of  infection. 

CLINICAL  FINDINGS 

Pertinent  clinical  findings  that  tend  to  occur  in 
patients  with  Rocky  Mountain  spotted  fever  are: 

(I)  history  of  tick  bite;  (2)  headaches,  usually 
frontal  and  often  quite  severe;  (3)  anorexia;  (4) 
chills;  (5)  sore  throat;  (6)  nausea;  (7)  vomiting;  (8) 
abdominal  pain;  (9)  mild  diarrhea;  (10)  arthralgia; 

(II)  muscle  pain  and  tenderness  (myalgia);  (12) 
rash  (usually  maculopapular  and  sometimes  pe- 
techial and  affecting  the  extremities  first,  involv- 
ing the  palms  of  the  hands  and  soles  of  the  feet, 
and  later  spreading  centripetally.  Frequently  the 
rash  is  atypical  and  sometimes  may  be  absent); 
(13)  edema,  usually  firm  and  nonpitting  and  not 
localizing  in  dependent  portions  of  the  body;  (14) 
splenomegaly  in  less  than  one-third  of  patients; 
(15)  conjunctivitis  and  petechial  lesions  of  the 
bulbar  conjunctivae;13  (16)  photophobia;13  (17) 
sensorium  changes  in  the  late  stages  of  the  disease; 
and  (18)  low  serum  sodium,  low  platelets,  low 
PTT,  low  prothrombin,  and  elevated  fibrin  split 
products  (FSP),  all  of  which  are  late  findings  and 
the  latter  of  which  may  indicate  disseminated 
intravascular  coagulopathy. 

Complications  of  Rocky  Mountain  spotted 
fever  usually  result  from  the  severe  generalized 
vaasculitis  and  appear  to  be  directly  related  to  the 
length  of  time  between  onset  of  symptoms  and 
initiation  of  specific  antibiotic  therapy.4  Although 
the  incidence  has  increased,  the  death  rate  is 
essentially  unchanged. 

DISCUSSION 

The  Piedmont  area  of  South  Carolina  is  en- 
demic for  Rocky  Mountain  spotted  fever.  A total 
of  140  cases  were  reported  to  the  South  Carolina 
Department  of  Health  in  1980  with  four  deaths 
(2.9%). 14  Since  1971  there  has  been  a steady  in- 
crease in  reported  cases  in  South  Carolina  from  23 
in  1971  to  140  in  1980. 14  Spartanburg  General 
Hospital  also  experienced  an  increase  in  hospi- 
talized cases  from  five  in  1976  to  21  annual  cases 
in  1980  (Fig.  3).  A survey  of  general  pediatricians 


and  emergency  room  physicians  in  Spartanburg 
revealed  that  only  about  30%  of  the  suspected 
cases  of  Rocky  Mountain  spotted  fever  were  hos- 
pitalized in  1980,  the  remainder  being  treated  as 
outpatients. 


(Months) 

Fig.  3 Month  of  admission  of  the  67  Spartanburg  General  Hospital 
patients  (1976-1980). 


A screening  of  the  tick  population  from  1976  to 
1978  by  the  South  Carolina  Department  of  Health 
revealed  that  approximately  one  in  20  ticks  were 
infested  with  Rickettsia  rickettsiae.15  These  ticks 
were  mailed  in  by  physicians  when  removed  from 
patients.  These  results  are  similar  to  a study  done 
in  Maryland  in  1966  in  which  1:20  ratio  was  also 
found.5  A smaller  number  (1.5%)  was  reported  by 
Linnemann  et  al  in  Clermont  County,  Ohio  in 
1980. 16 

From  this  report  and  many  others,4’  6'  16-19  it  is 
apparent  that  the  OX-2  and  OX-19  titers  are  not 
ideal  for  diagnosis  since  they  are  not  specific  and 
are  sometimes  negative  when  Rocky  Mountain 
spotted  fever  is  present.16-  19  Twenty-five  of  63  in 
this  study  were  negative,  however  21  of  these  had 
only  one  titer  and  were  hospitalized  only  two 
days.  Thirty-eight  of  67  had  a rise  of  one  or  both 
titers  to  greater  than  1:160.  Only  two  of  four 
patients  had  a rise  of  the  more  specific  comple- 
ment fixation  test.  It  would  appear  that  the  most 
specific  test  is  muscle  biopsy  with  immunofluores- 
cence as  reported  by  Walker17  and  Woodward;18 
however,  this  test  is  not  universally  convenient. 
There  is  a definite  need  for  an  early  rapid  diag- 
nostic test  that  would  detect  early  infection. 

Ominous  signs  in  a patient  with  suspected 
Rocky  Mountain  spotted  fever  include  a falling 
hemoglobin  and  platelets,  elevated  white  blood 
cell  count  (above  20,000),  increasing  PT,  PTT, 
FSP,  or  falling  fibrinogen,  low  serum  sodium, 
increasing  generalized  edema,  petechiae  or  pur- 
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pura,  abdominal  pain,  increasing  lethargy,  or  my- 
algias. If  the  patient  progresses  to  these  signs  and 
symptoms  it  becomes  necessary  to  aggressively 
support  vital  functions  in  addition  to  specific  anti- 
biotic therapy. 

SUMMARY 

A review  of  67  cases  of  Rocky  Mountain  spotted 
fever  admitted  to  Spartanburg  General  Hospital 
from  1976  through  1980  revealed  a rapidly  in- 
creasing incidence  of  RMSF  in  the  Piedmont  re- 
gion. The  mortality  rate  was  6%,  and  all  deaths 
occurred  in  patients  who  were  not  treated  before 
the  sixth  day  of  illness.  One-third  of  the  patients 
were  unaware  of  being  bitten  by  a tick  and  30% 
had  negative  Weil-Felix  titers.  This  study  identi- 
fies the  difficulty  in  diagnosing  RMSF  and  re- 
emphasizes the  need  for  a high  index  of  suspicion, 
presumptive  diagnosis,  and  treatment.  □ 
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BC/BS  ANNOUNCES  CHANGES  IN  STATE  EMPLOYEE  HEALTH  INSURANCE  GROUP. 


The  SCMA  has  received  notice  from  Blue  Cross  and  Blue  Shield  of  changes  in  the  state 
employee  health  insurance  group  program  effective  July  1.  These  changes  include  pre- 
certification for  25  non-emergency  surgical  procedures  which  will  apply  to  all 
BC/BS  members  in  the  state.  Also  implemented  is  a pre-admission  testing  program 
which,  when  used,  will  allow  for  waiver  of  the  first  two  days  of  the  ten-day  co-pay 
for  hospitalization. 

The  SCMA  Executive  Committee  recently  reviewed  the  changes  and  raised  several  ques- 
tions: (l)  Is  physician  justification  required  for  admission  for  emergency  care 

without  pre-certification?  (2)  Can  physicians'  offices  be  used  for  pre-admission 
testing?  (3)  Which  procedures  are  included  in  pre-admission  testing?  (A)  Can 
benefits  for  pre-admission  testing  be  applied  retroactively  to  post-discharge  tests 
or  tests  given  previously?  Blue  Cross  and  Blue  Shield  has  since  provided  clarifica- 
tion of  these  questions  as  follows: 

* (l)  Physician  justification  is  not  required  for  admission  for  emergency  care 

without  pre-certification.  A physician  should  follow  routine  admission 
procedures  for  emergency  situations  and  is  not  required  to  submit  any 
additional  justification, 

* (2)  A physic  ian!s  office  can  be  used  for  pre-admission  testing  provided  the 

hospital  involved  will  accept  the  test  results.  It  is  understood,  however, 
that  certa  i n hosp i ta 1 s require  pre-admission  tests  to  be  performed  in  the 
hospital  setting. 

(3)  Procedures  included  in  the  pre-admission  testing  program  are  those  pro- 
cedures routinely  required  by  a hospital  medical  staff  for  a particular 
surgical  admission.  Additional  tests  ordered  by  a physician  should  be 
considered  diagnostic  and  not  part  of  the  pre-admission  testing  program. 

* (4)  Pre-admission  tests  required  by  the  hospital  may  be  applied  only  to  the 

current  admission  for  which  the  tests  are  intended.  Post-discharge  tests, 
or  other  tests  which  would  be  considered  diagnostic  should  be  billed  under 
the  out-patient  diagnostic  benefits  portion  of  the  group  contract.  Rou- 
tine billing  procedures  should  be  followed;  no  additional  information  is 
necessary . 

BC/BS  will  install  a special  telephone  line  which  will  operate  four  hours  each  day 
to  allow  physicians  to  receive  pre-certification  authorization  by  telephone. 

BC/BS  also  asked  that  physicians  be  reminded  they  may  now  bill  for  major  medical 
benefits  over  and  above  regular  contract  benefits , and  the  Blue  Shield  payment  will 
be  sent  direct  to  the  physician . 


***  NEWS  FROM  THE  S.  C.  PHARMACY  BOARD 


* * * 


Beginning  this  month,  this  Newsletter  will  feature  a series  of  items  developed 
through  the  SCMA  liaison  program  with  the  S.  C.  Board  of  Pharmacy.  In  a spirit  of 
mutual  cooperation , this  information  is  furnished  to  enhance  the  relationship  between 
physicians  and  pharmacists  and  to  clarify  questions  which  have  arisen  from  time  to 
time  from  both  sectors. 

GENERIC  SUBSTITUTION  LAW:  INVALID  PRESCRIPTION  FORMS  BEING  UTILIZED 


Not  all  physicians  may  be  following  the  dictates  of  the  law  passed  by  the  Legislature 
in  1978.  When  filling  a patient's  prescription,  pharmacists  historically  had  to  give 
their  customers  the  specific  drug  the  doctor  ordered.  However,  with  passage  of  the 
Drug  Product  Selection  Law,  pharmacists  can,  in  some  cases,  substitute  a generically 
equivalent  drug  instead  of  the  particular  drug  ordered  or  prescribed. 

The  determining  factor  as  to  whether  a pharmacist  can  substitute  a "therapeutic 
equivalent"  (one  with  the  same  efficacy  and  toxicity  when  administered  in  same  dosage 
form)  depends  on  how  the  physician  s i gns  his  prescription  form.  If  he  signs  on  one 
side  of  a valid  prescription,  a pharmacist  can  substitute  a generic  equivalent  drug. 

If  he  signs  on  the  other  side,  the  pharmacist  cannot  do  so. 

The  problem  arises  from  the  fact  that  this  1978  law  specifically  requires  that  a pre- 
scription take  on  a certain  form.  If  it  does  not,  the  prescription  itself  is  i nva lid! 
This  means  the  pharmacist  cannot  1 ega 1 1 y fill  the  prescription.  Also,  your  patients 
cannot  get  the  drugs  they  need.  This  form  is  required  whether  or  not  the  physician 
intends  on  allowing  the  pharmacist  to  substitute. 

This  law  is  described  and  illustrated  below.  The  law  requires  that  prescription 
forms  be  printed  with  two  signature  lines  to  appear  at  opposite  sides  of  the 
bottom  of  the  form.  The  words  "dispense  as  written"  must  be  printed  under  the 
line  at  the  left;  "substitution  permitted"  must  be  printed  under  the  line  at  the 
right.  A written  prescription  is  not  valid  unless  signed  by  the  prescriber  on  one 
of  the  two  lines.  If  the  prescriber  signs  the  line  on  the  left,  substitution  is 
not  permitted.  If  the  line  on  the  right  is  signed,  the  pharmacist  may  substitute 
with  the  consent  of  the  patient. 

in  the  case  of  an  oral  prescription,  the  prescriber's  oral  dispensing  instructions 
must  be  followed.  Substitution  is  not  permitted  unless  the  pharmacist  advises 
the  patient  that  the  practitioner  has  authorized  substitution  and  the  patient  con- 
sents . 

Reportedly,  there  are  some  pharmacists  who  do  not  want  to  inconvenience  their  cus- 
tomers and/or  the  physicians  who  prescribe  via  incorrect  or  obsolete  prescription 
forms;  they  continue  to  fill  the  doctor's  order.  PHARMACISTS  ARE  BEING  ADVISED  BY 
THE  PHARMACEUTICAL  BOARD  THAT  THIS  PRACTICE  MUST  STOP,  and  physicians  continuing 
to  utilize  the  old  pre-1978  type  of  prescription  forms  should  familiarize  them- 


selves  with  what  is  legally  required. 

Incorrect:  Correct: 

Name 

Name 

Address  Date 

Address  Date 

, M.D. 

Dispense  as  Written  Substitution  Permitted 

NURSING  BOARD/STATE  BOARD  OF  MEDICAL  EXAMINERS 


As  reported  in  this  Newsletter  several  months  ago,  the  SCMA  endorsed  efforts  of 
the  Board  of  Medical  Examiners  to  seek  modifications  of  former  Attorney  General 
Daniel  McLeod's  opinion  regarding  the  legality  of  nurse  anesthetists  writing  pre- 
medication orders  and  nurse  practitioners  prescribing  drugs  under  written  protocol. 
During  a series  of  meetings  between  representatives  of  both  Boards,  efforts  were 
directed  to  more  properly  define  nursing  practices  as  they  relate  to  the  practice 
of  med i ci ne. 

At  the  last  meeting  of  the  SCMA  Executive  Committee,  a proposed  joint  statement, 
developed  by  the  Nursing  Board  and  the  Board  of  Medical  Examiners,  was  reviewed. 

The  statement  attempted  to  modify  existing  rules  and  regulations  with  particular 
attention  toward  the  protocols  which  affect  nurse  practitioners  and  nurse  anes- 
thetists. When  finalized  and  approved  by  both  Boards,  a Joint  Committee  will  be 
appointed  to  meet  with  supervising  physicians  and  their  nurse  practitioners , and 
any  unusual  protocols  must  be  approved  by  the  Boards . 

The  SCMA  Executive  Committee  felt  the  joint  statement  was  acceptable  for  both  nurses 
and  physicians,  but  has  expressed  to  the  Board  of  Medical  Examiners  several  areas 
of  concern  which  the  Committee  felt  still  need  to  be  resolved. 


COUNTY  SCMA  MEMBERSHIP  DERBY 

Allendale  County  Medical  Society  has  joined  Fairfield  and  Hampton  in  the  100  percent 
club.  Congratulations! 


The  following  county  medical  societies  need  ten  members  or  less  to  become  100  per- 
centers: (number  needed  shown  at  right  of  columns) 


Union  1 
Colleton  2 
Chesterfield  3 
Bamberg  4 
Barnwell  5 
Chester  5 
Marlboro  5 


Ridge  5 
Abbeville  6 
Berkeley  6 
Marion  8 
Newberry  8 
Lancaster  10 
Williamsburg  10 


As  the  1983  membership  year  winds  down,  there  are  still  some  of  your  colleagues 
who  have  not  availed  themselves  of  the  opportunity  to  become  a part  of  the  SCMA 
team.  Maybe  a personal  invitation  from  you  is  all  that  is  needed! 


CAPSULES 


..,.B.  Owen  Ravenel , M.  D . , and  William  H.  Folk,  M.  D. , have  been  awarded  honorary 
membership  status  in  the  Assoc i at  ion ... .Donald  J.  Kilgore , Jr,,  M . D. , was  notified 
recently  by  the  American  Board  of  Pathology  that  he  had  passed  the  examinations  for 
special  competence  in  the  subspecialty  of  Blood  Banking.  This  culminated  more  than 
two  years  of  advanced  study,  including  several  weeks  at  Medical  University  Centers 
in  San  Antonio,  Chicago,  and  San  Diego.  Dr.  Kilgore  becomes  one  of  five  such  sub- 
specialists in  South  Carolina  and  of  approximately  300  in  the  United  States,... 

Anne  Austin  Young,  M.  D . , at  age  91,  will  still  practice  obstetrics  and  gynecology, 
but  will  discontinue  deliveries  after  bringing  a total  of  10,509  infants  into  the 
world  throughout  the  years.... 


***  HINTS  FOR  THE  DOCTOR'S  OFFICE 


* * * 


PROCEDURES  OF  A FEATHER  CAN  BE  SCHEDULED  TOGETHER 


Certain  procedures  can  often  be  scheduled  together  for  the  convenience  of  the  doctor 
and  staff  and  for  a greater  degree  of  efficiency  in  patient  care.  Many  office  pro- 
cedures lend  themselves  to  such  groupings: 

* ob/gyn  practices  may  want  to  do  prenatals  in  specific  morning  or  afternoon 
time  blocks. 

* office  surgery  may  be  scheduled  for  a single  day  or  a pre-designated  block 
of  hours. 

* a certain  morning  or  afternoon  could  be  reserved  for  allergy  injections . 

* work  that  can  be  done  by  a nurse  or  technician  (pre-physical  lab  work , EKGs , 
and  other  pre-exam  work)  might  be  scheduled  for  specific  hours , preferably 
hours  away  from  those  times  when  the  nurse  will  be  involved  in  assisting  the 
physician. 

* complete  physicals  may  be  grouped  into  one  or  two  mornings . 

* specific  chronic  diseases  within  a specialty  can  be  treated  in  pre-designated 
time  frames , i.e.r  an  endocrinologist  may  want  to  group  all  diabetic  patients 
for  one  day;  throid  cases  for  the  next , etc. 

Group  scheduling,  however,  may  not  be  the  most  efficient  approach  for  every  doctor. 

For  example,  when  a patient  is  in  for  office  surgery,  the  doctor  could  see  another 
patient  while  a local  anesthetic  takes  effect.  Also,  the  doctor  and  staff  may  not 
be  comfortable  with  repetition  and  would  rather  put  as  much  variety  as  possible 
into  the  practice.  Most  important  is  the  very  large  consideration  of  patient  schedules; 
by  limiting  your  hours  for  certain  procedures,  you  may  also  limit  the  number  of  patients 
you  can  serve.  These  ideas  should  be  reviewed  with  your  staff  for  what  best  suits 
your  practice . 

Excerpted  from  f,The  Doctor's  Office/'  (c)  1983. 

PALMETTO  LPN  MAGAZINE  SOLICITS  ARTICLES  FROM  PHYSICIANS 


Technical  articles  of  educational  value  for  LPN  and  student  LPN  audiences  are  soli- 
cited for  publication  in  the  Palmetto  LPN  Magazine , published  quarterly  by  the  S.  C. 
Federation  of  Licensed  Practical  Nurses,  P.  0.  Box  11538,  Columbia  29211.  Photo- 
graph of  author  and  credentials  are  requested  to  accompany  articles  submitted. 

HEART  ASSOCIATION  SCHEDULES  ANNUAL  MEETING 


The  American  Heart  Association,  South  Carolina  Affiliate,  will  hold  its  annual  meeting 
and  scientific  sessions  at  the  Mills  House  in  Charleston,  September  15~l8.  The 
scientific  sessions  are  accredited  for  11  hours  of  AMA  and  AAFP  credits.  For 
additional  information , contact  the  American  Heart  Association , P.  O.  Box  6604, 
Columbia  29260,  or  call  738-9540. 


THE  ARMY  NEEDS 
PHYSICIANS 
PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-contributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro- 
grams. A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 

MAJ  Benjamin  H.  Phillips,  Jr.,  MSC 
USAR  AMEDD  Procurement,  Strom  Thurmond  Federal  Building 
Room  575,  1835  Assembly  Street,  Columbia,  SC  29201  (803)  765-5696 
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MENINGOCOCCAL  MENINGITIS  AND 
COMPLEMENT  (C6)  DEFICIENCY* 


NICHOLAS  M.  BURDASH,  Ph.D.** 
BRIAN  B.  BLACKBURN,  B.S. 

W.  EDMUND  FARRAR,  JR.,  M.D. 

The  importance  of  the  complement  system  in 
defending  the  body  against  encapsulated  bacteria 
has  been  suggested  by  the  infectious  problems  of 
patients  deficient  in  one  of  the  terminal  sequence 
complement  components.  In  1974,  Leddy  et  al. 
described  the  first  case  of  C6  deficiency  in  an  18 
year  old  black  female  with  gonococcal  arthritis.1 
Approximately  20  additional  cases  of  C6  defi- 
ciency have  been  reported  to  date,  over  50%  with 
recurrent  meningococcal  or  gonococcal  infec- 
tions.2'9 This  report  of  an  18-year-old  black  male 
with  meningococcal  meningitis  adds  increasing 
weight  to  the  association  between  Neisseria  infec- 
tions and  deficiency  of  the  sixth  component  of  the 
complement  system. 

CASE  REPORT 

An  18-year-old  black  man  was  seen  in  the  emer- 
gency room  after  a one  week  history  of  malaise, 
fever,  loss  of  appetite,  and  sore  throat,  with  a 
mildly  reproductive  cough  and  a three  day  history 
of  progressive  weakness.  He  presented  with  fever, 
nuchal  rigidity,  but  no  focal  neurological  loss. 

Physical  examination  revealed  a well-devel- 
oped, disoriented,  lethargic  man  who  had  occa- 
sional rigors.  Vital  signs  included  a temperature  of 
101.3°  F,  pulse  120/regular,  blood  pressure 
122/65,  and  respirations  of  20/minute.  The  ex- 
amination was  significant  for  a neck  stiff  to  ante- 
rior flexation  and  positive  Kernig’s  and  Brudzin- 
ski’s  signs.  There  were  no  joint  effusions  noted,  but 
the  patient  was  resistant  to  movements  of  his 
extremities,  particularly  his  left  wrist  and  right 
hip. 

Laboratory  results  showed  a white  blood  cell 


From  the  Department  of  Laboratory  Medicine  (Dr.  Bur- 
dash),  the  School  of  Medicine  (Mr.  Blackburn),  and  the 
Department  of  Medicine  (Dr.  Farrar),  Medical  University 
of  South  Carolina,  Charleston,  S.C.  29425. 

Address  correspondence  to  Dr.  Burdash  at  the  Department 
of  Laboratory  Medicine,  Clinical  Microbiology  Division, 
Medical  University  of  South  Carolina,  171  Ashley  Avenue, 
Charleston,  S.C.  29425. 
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count  of  12,900/mm3  with  75%  polymorphonu- 
clear leucocytes.  Blood  urea  nitrogen  was  32  mg/ 
dl  and  serum  creatinine  was  1.9  mg/dl.  Urine  was 
bloody  and  creatinine  clearance  was  100  ml/min 
with  24  hour  protein  spillage  of  2.5  gr.  Cere- 
brospinal fluid  contained  256  mg/dl  of  protein,  2 
mg/dl  of  glucose,  and  2,800  white  blood  cells/ 
mm3  with  71%  polymorphonuclear  leucocytes. 
Gram  staining  of  the  cerebrospinal  fluid  showed 
numerous  gram  negative  intracellular  diplococci 
subsequently  identified  as  Neisseria  meningiti- 
dis, type  Y. 

The  patient  was  treated  with  Penicillin  G IV 
and  showed  progressive  improvement  of  his  men- 
tation and  reduction  in  his  nuchal  rigidity,  but 
remained  febrile  for  two  weeks.  As  he  became 
more  alert,  he  was  noted  to  be  completely  deaf, 
and  he  also  developed  multiple  migratory  joint 
effusions.  Joint  fluid  from  the  right  elbow  was 
grossly  bloody  and  contained  18,000  white  blood 
cells/mm3,  95%  of  which  were  polymorphonu- 
clear leucocytes.  The  fluid  was  sterile  and  without 
crystals,  and  the  patient  showed  slow  clinical  reso- 
lution of  his  joints.  His  renal  function  also  im- 
proved as  indicated  by  a 24-hour  urinary  protein 
of  less  than  0.5  gr.  Serum  was  negative  for  rheu- 
matoid factor  and  antinuclear  antibodies.  Com- 
plement components  C3  and  C4  were  elevated 
while  complement  hemolytic  activity  (CH  50) 
showed  zero  activity.  Deficiency  of  C6  was  deter- 
mined by  restoration  of  hemolytic  complement 
activity  to  the  serum  by  functionally  pure  C6  but 
not  by  any  other  complement  component.  The 
patient  was  discharged  after  three  weeks  to  re- 
ceive physical  therapy,  speech  and  hearing  ther- 
apy, and  meningococcal  polysaccharide  vaccine, 
groups  A and  C as  an  outpatient. 

DISCUSSION 

The  complement  system  consists  of  a complex 
group  of  components  which  act  as  enzymes,  en- 
hancers, or  inhibitors.  Activation  of  complement 
occurs  either  by  the  classical  pathway  which  anti- 

The  Journal  of  the  South  Carolina  Medical  Association 


MENINGOCOCCAL  MENINGITIS 


gen-antibody  reactions  initiate  or  by  the  alternate 
pathway  which  does  not  require  antigen-antibody 
reaction.  Both  pathways  activate  the  terminal  se- 
quence of  the  complement  system  (C5-C9)  result- 
ing in  cell  lysis.  Deficiency  of  any  one  of  the 
components  of  this  terminal  sequence  removes 
the  ability  to  form  the  membrane  attack  mecha- 
nism which  produces  transmembrane  channels. 
Passage  of  water  and  ions  through  these  channels 
causes  lysis  of  bacteria  in  a normal  immunocom- 
petent individual. 

One  of  the  major  features  of  C6  and  other 
terminal  sequence  deficiencies  is  an  increased 
susceptibility  to  recurrent  or  chronic  infections 
with  Neisseria  meningiditis  or  Neisseria  gonor- 
rhoea. In  a study  of  apparently  normal  military 
recruits,  an  incidence  of  any  complement  defi- 
ciency was  found  to  be  0.03%. 4 The  incidence  of 
C6  deficiency  would  be  even  more  rare.  How- 
ever, over  50%  of  patients  with  terminal  sequence 
deficiencies  appear  to  have  had  bacteremias 
caused  by  Neisseria  microorganisms  and  5 to  10% 
of  patients  with  Neisseria  bacteremias  have  been 
found  to  have  a terminal  component  deficiency. 

Although  transitory  rheumatic  and  renal  disor- 
ders in  these  patients  are  not  rare,  isolation  of 
organisms  from  joint  fluid  or  the  detection  of 
serum  immune  complexes  are  unusual.  The 
erythematous  rash  associated  with  meningococcal 
infection  may  or  may  not  be  present. 

C6  deficiency  follows  classic  Mendelian  pat- 
terns and  appears  to  be  caused  by  the  inheritance 
of  two  autosomal  codominant  alleles.10  It  seems 
appropriate  to  consider  performing  Ch50  testing 
on  all  patients  with  systemic  or  recurrent  Neisse- 
ria infections  and  to  further  screen  blood  relatives 


of  all  patients  found  to  be  C6  deficient.  Persons 
who  are  homozygous  or  heterozygous  for  C6  defi- 
ciency should  be  informed  and  would  be  likely  to 
benefit  from  immunization.  □ 
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ADATUSS  D.C.”  EXPECTORANT  (g 

An  effective  cough  suppressant  that 
saves  your  patients  money. 

ADATUSS  D.C.  is  a strong  documented  cough  suppressant  with  just  two 
basic  ingredients  per  teaspoon  — 5mg  of  Hydrocodone  and  lOOmg  of 
Guaifenesin.  In  addition,  ADATUSS  D.C.  contains  a pleasant  tasting  base  of 
wild  black  raspberry  syrup  and  offers  significant  cost  savings  for  your 
patients.  ADATUSS  D.C.  status  permits  telephoned  prescriptions  and 
authorized  refills  up  to  5 times  in  6 months  (unless  restricted  by  law). 

CONTRAINDICATIONS:  Hypersensitivity  to  Hydrocodone  Bitartrate  and/or 
Guaifenesin. 

WARNINGS:  Hydrocodone  Bitartrate  can  produce  drug  dependence  and  tolerance 
may  develop  upon  repeated  use. 

Adatuss  DC  should  be  prescribed  with  the  same  degree  of  caution  appropriate  to 
other  oral  narcotic  containing  preparations. 

Usage  in  pregnancy  has  not  been  established  nor  in  nursing  mothers. 

Usage  in  children  also  has  not  been  established. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of  Adatuss  DC  may  be  addictive 
with  other  CNS  depressants. 

ADVERSE  REACTIONS:  Occasional  drowsiness,  dizziness,  nausea,  vomiting  or 
constipation  may  be  observed. 

DOSAGE  AND  ADMINISTRATION:  Adult  dose:  One  teaspoonful  (5  ml)  after  meals  and 
at  bedtime  as  needed. 


MASTAR  PHARMACEUTICAL  CO 

P.O.  Box  3144 

Bethlehem,  PA  18017 

- . 


The  great  masquerader 


Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

❖ anxiety 

❖ chest  pains  of  vague  origin 

❖ gastric  disturbances 

❖ depression 

❖ family  or  job-related  problems 

❖ hypertension 

❖ sleep  disturbances 

Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
311  Jones  Mill  Road  ♦ Statesboro,  Georgia  30458  ♦ JCAH  Accredited  ♦ (912)  764-6236 
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RETIREMENT 


The  previous  month  I discussed  the  "Lump  Sum  Distribution"  and  how  to  qualify  for 
special  tax  treatment.  However,  prior  to  deciding  to  take  your  retirement  funds  in  a 
lump  sum  distribution,  you  have  to  look  into  the  tax  liabilities  associated  with  lump 
sum  distributions  and  investing  the  difference;  and,  measure  that  impact  against  putting 

the  funds  into  a "IRA  rollover"  and  paying  the  taxes  as  you  withdraw  the  funds this 

month,  I will  present  the  estimated  tax  liability  for  a lump  sum  distribution  using  the 
regular  10-year  forward  averaging  (chart  # 1 ) ; and,  using  the  special  capital  gains  treat- 


(chart  #2) : 

10  Year  Forward 

Tax  as  a % of  Lump 

Lump  Sum 

Averaging  Tax 

Sum  Distribution 

$100,000 

$ 17,150 

17% 

$150,000 

$ 29,510 

20 

$300,000 

$ 80,902 

27 

$400,000 

$124,680 

31 

$500,000 

$174,680 

35 

$600,000 

$224,680 

37 

50/50  Cap. Gain  & 10-Yr. 

Tax  as  a % of  Lump 

Lump  Sum 

Forward  Averaging  Tax 

Sum  Distribution 

$100,000 

$ 18,575 

19% 

$150,000 

$ 29,755 

20 

$300,000 

$ 70,460 

23 

$400,000 

$102,340 

26 

$500,000 

$137,340 

27 

$600,000 

$172,340 

29 

Notes:  Charts  use  basic  assumptions  not  noted;  and,  are  taken  from  an  E.F.  Hutton 

pamphlet . 

The  one  fact  to  note  is  that  the  larger  the  distribution,  the  higher  the  estimated  tax 

liability  for  both  methods next  month,  I will  present  the  estimated  tax  liability 

for  establishing  an  "IRA  rollover"  and  paying  the  taxes  as  you  withdraw  the  funds. 

INVESTING 

I have  been  asked  several  questions  relating  to  the  registration  of  municipal  bonds. 

The  following,  hopefully,  will  answer  most  of  your  questions: 

1.  What  is  the  difference  between  coupon  (bearer)  bonds  and  registered  bonds? 

A coupon  (bearer)  bond  does  not  have  the  name  of  the  owner,  of  the  bond  printed 
on  the  bond;  and  interest  can  be  collected  only  upon  submission  of  the  coupon  at- 
tached to  that  bond.  A registered  bond  has  the  name  of  the  owner  on  the  bond;  and. 


(Financial  Check-up  con’t) 


interest  is  paid  directly  to  the  owner  of  the  bond  by  a Transfer  Agent  (there  are  no 
coupons  attached  to  a registered  bond). 

2.  What  about  the  bonds  I already  own? 

The  municipal  bonds  owned  prior  to  July  are  not  affected.  The  tax  status  and 
method  of  interest  payments  will  not  change. 

3.  Are  there  any  advantages  to  owning  registered  bonds? 

Yes.  There  are  several.  Some  of  the  advantages  are:  (A)  Safety  - a lost  or  stolen 
registered  bond  is  more  difficult  for  the  finder  (?)  to  sell,  as  opposed  to  a coupon 
bond  which  can  be  sold  by  anyone  who  holds  the  bond;  (B)  Information  - any  change  in 
the  status  of  the  bond  (i.e.  call  prior  to  maturity)  will  be  related  directly  to  the 
owner  by  the  Transfer  Agent,  versus  continously  looking  in  the  financial  pages  for 
information;  and,  (C)  Interest  payments  - the  owner  of  the  registered  bond  is  paid 
automatically  by  the  Transfer  Agent,  rather  than  presenting  the  coupon  which  might 
be  delayed  because  of  time  and  events. 

If  you  have  any  other  questions,  please  let  me  know. 

TAX  SHELTERS 


If  you  have  a child  (or  children)  getting  ready  to  go  to  college,  you  know  what  that  means 
bills,  bills,  and  more  bills.  There  might  be  a way  for  you  to  pay  some  of  those  bills  and 

build  up  your  assets  at  the  same  time you,  as  a parent,  might  be  able  to  buy  a house 

or  condo  near  the  school  and  rent  it  to  your  son  or  daughter Some  of  the  items  you 

would  have  to  look  at  are:  (1)  the  residence  for  your  child  has  to  be  his  or  her  princi- 
pal residence;  (2)  you  must  charge  fair  market  rental;  and,  (3)  you  might  have  to  suspend 

any  "gifts"  to  your  child however,  your  benefits  can  be  substantial:  You  may  be  able 

to  write-off  against  your  income  insurance,  maintenance  and  repairs,  and  depreciation  as 

well  as  taxes  and  interest  associated  with  the  residence In  addition,  you  might  be 

able  to  apply  this  concept  to  your  parents remember,  before  you  hop,  skip,  and  jump 

into  an  investment  of  this  nature,  consult  your  tax  advisor. 

MISCELLANEOUS 

For  those  of  you  who  like  to  have  some  good  news  "peppered"  with  the  bad  news,  the  fol- 
lowing item  should  be  of  interest The  Bad  News:  The  IRS  is  still  aggressively  going 

after  the  non-economic  tax  shelters The  Good  News : The  interest  you  pay  for  underpay- 

ments is  now  11%  (starting  July  1),  rather  than  the  16%  previously  charged. 

* * k k k 

The  information  contained  herein  has  been  obtained  from  sources  believed  reliable  but  is 
not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed  are  subject  to 
change  without  notice.  Neither  the  information  presented  nor  any  opinion  expressed  con- 
stitutes a representation  by  us  or  a solicitation  of  the  purchase  of  sale  of  any  securi- 
ties South  Carolina  Medical  Association  and  E.F.  Hutton  and  Co.,  Inc.  1983. 

FURTHER  INFORMATION 

If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this 
newsletter,  please  write  to  Martin  Lefkowitz ,CFP,  E.F.  Hutton  & Co.,  Inc.,  2700  Middle- 
burg  Dr.,  Suite  200,  Columbia,  S.C.  29204;  or  call  800-922-1112.  (toll  free). 
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ENDODERMAL  SINUS  TUMORS  OF  GONADAL 
AND  EXTRAGONADAL  ORIGIN* 


ANSON  H.  STAGE,  M.D.** 

EUGENE  COX,  M.D. 

W.  GARDNER  RHEA,  M.D. 

Germ  cell  tumors  occur  in  both  sexes,  and  may 
be  composed  of  only  germ  cells  (i.e.  dysger- 
minoma)  or  any  of  the  germ  cell  layers  that  would 
be  associated  with  a developing  embryo  or  pla- 
centa (Fig.  1).  Among  such  germ  cell  tumors  is  the 
rather  rare  and  highly  malignant  endodermal 
sinus  tumor  or  yolk  sac  carcinoma.  This  tumor 
arises  presumably  from  yolk  sac  epithelium  and 
extra-embryonal  mesoblastic  tissue.  An  interest- 
ing microscopic  feature  is  the  occasional  forma- 
tion of  a labyrinthine  structure  similar  to  that 
described  by  Duval  in  the  rat  placenta.1-  2 This 
neoplasm  is  seen  most  frequently  in  the  ovary  of 
young  women,  but  occurs  in  the  testes  and  other 
extragonadal  mid-line  structures.  This  is  not  sur- 
prising if  one  considers  that  the  primordial  germ 
cells  arise  in  the  yolk  sac  close  to  the  allantois,  and 
migrate  by  amoeboid  fashion  along  the  dorsal 
mesentary  to  the  gonadal  ridges.  Those  primor- 
dial germ  cells  not  reaching  their  definitive  loca- 
tion could  conceivably  lie  dormant  in  such  extra- 
gonadal mid-line  structures  and  later  develop  into 
neoplasms.  Because  of  the  relative  infrequency 
and  rapid  course  of  the  endodermal  sinus  tumor, 
there  is  little  in  the  way  of  clinical  experience  to 
guide  the  practitioner  in  optimal  management. 
The  exact  incidence  of  this  tumor  is  unknown,  due 
to  the  various  terms  used  to  describe  it  depending 
on  its  location  and  its  multiplicity  of  histologic 
patterns. 

MATERIAL  AND  METHODS 

This  study  includes  all  of  the  endodermal  sinus 
tumors  treated  at  the  Greenville  Hospital  System, 
Greenville,  South  Carolina,  from  1960-1982,  and 
one  seen  by  the  Foundation  for  Gynecologic  On- 
cology, PA,  of  Atlanta,  Georgia.  All  cases  in  which 


From  the  Departments  of  Obstetrics  and  Gynecology  (Dr. 
Stage),  Pathology  (Dr.  Cox),  and  Surgery  (Dr.  Rhea), 
Greenville  Hospital  System,  Greenville,  South  Carolina. 

° Address  correspondence  to  Dr.  Stage  at  the  Department  of 
Obstetrics  and  Gynecology,  Greenville  Hospital  System, 
701  Grove  Road,  Greenville,  S.  C.  29605. 


a histologic  review  revealed  an  endodermal  sinus 
pattern  were  included.  Routine  hematoxylin  and 
eosin  slides  were  seen  on  all  cases  and  special  stains 
(PAS)  were  available  in  a number  of  these.  Five 
cases  met  this  criteria.  In  some  patients  other 
germ  cell  elements  were  also  noted  or  suspected. 
Clinical  data  and  follow-up  were  available  in  all 
instances.  Clinical  and  pathologic  data  are  sum- 
marized in  Table  I. 


Primordial  Germ  Cell 


(Yolk  sac  tumor) 

FIGURE  I — Modified  from  Jimerson  and  Woodruff,  Am. 
J.  Obstet.  Gynecol.  127:  73,  1977 

RESULTS 

The  patients  ranged  in  age  from  seven  months 
to  38  years.  Of  the  four  female  patients  studied, 
two  had  ovarian  tumors  and  two  had  neoplasms 
arising  in  extra-gonadal  mid-line  structures  (i.e. 
mesentary  and  vagina).  Four  of  the  five  male 
cases  presented  with  testicular  tumors,  whereas 
the  remaining  male  had  a retroperitoneal  mass 
arising  in  the  area  of  the  primitive  urogenital 
ridge. 

The  nine  cases  reported  in  this  study  were 
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Table  I 

GONADAL  AND  EXTRAGONADAL  ENDODERMAL  SINUS  TUMORS 


Cases 

Sex 

Age 

Primary  Site 

Features 

Treatment 

Follow-up 

J-E- 

S-3gb-bR 

GHS 

Female 

16  yrs- 

Ovary 

Stage  I O’! 

Pregnant  - EE  weeks 
♦PAS  - positive 

OTAH-,  BSO 

Mithramycin 

400  rads  whole  pelvis 

Expired  5 mos- 
postoperatively 

N-P- 

S-3777-76 

GHS 

Female 

36  years 

Mesentary  of  Ileum 
and  Colon 
{Ovaries  normal! 

♦PAS  - positive 

Resection  of  pelvic 
tumor  with  terminal 
ileum  £ segmental 
resection  of  sigmoid 
colon-,  *VAC  and  5FU. 

Alive  - NED* 

3 yrs-  ID  mos- 
postoperatively 

A-T. 

S-EE7b-7R 

GHS 

Female 

7 mos- 

Vagina 

•COvaries  normal! 

Stage  II 
♦PAS  - positive 
afetoprotein  normal 
■KNg/mll 

Vaginectomy-,  anterior 
exenteration-,  radical 
hysterectomy  £ pelvic 
1 ymphadenectomy 
•VAC 

Expired  7 mos- 
postoperatively 

J-L- 

S-4R43-7E 

GHS 

Hale 

31  yrs- 

Testis 

1!  Rt-  Orchiectomy 
ET  Retroperitoneal  pel- 
vic 1 ymphadenectomy 
3!  Rt-  hemiscrotectomy 
4!  4C155  rads  periaortic 
5!  Actinomvcin  D 

Alive  - NED* 

ID  yrs- 

postoperatively 

J-S- 

S-2300-bl 

GHS 

Male 

33  yrs- 

Testis 

Rt-  Orchiectomy 

Alive  - NED* 

El  years 
postoperatively 

E-u- 

S-770b-7R 

GHS 

Male 

4 yrs- 

Testis 

♦PAS  - positive 
{Maternal  grand- 
father died  of 
testicular  neoplasm 
at  age  E3  yrs! 
Increased  afeto- 
protein 

Lt-  orchiectomy 

Alive  - NED* 

E yrs-  y mos- 
postoperatively 

H.R. 

S-E17T-60 

GHS 

Hale 

El  yrs- 

Retroperitoneal 
pelvic  mass 
-CiJrogenital 
ridge ?! 

Associated  with  em- 
bryonal carcinoma 
♦PAS  - positive 
Elevated  afeto- 
protein £ elevated 
HCGt 

Cytoxan-,  Velbon-,  Act- 
inomycin D-,  Cis-plat- 
inum-i  Bleomycin-, 
Prednisone 
Resection  of  retro- 
peritoneal tumor 
4000  rads  to  petro- 

’'errtumSal  «ass 

Expired  1 yr-.  Emos 
post -exploratory 
laparocouty 

S-P- 

FG0{ 

Female 

33  yrs- 

Ovary 

Stage  III 
tHCGf  * 450 
+a  fetoprotein  = 
b-.T'lQ 

°TAH-i  BS0-,  Omencectomy 
•VAC 

ilethotrexate-.  Actino- 
mycin D-.  Cytoxan 
CIS -platinum-.  Velban-, 
Bleomycin 

Rt-  hepatic  lobectomy-, 
partial  resection  or 
Rt-  hemidiaphragm 
Bowel  resection 
{obstruction! 

Interferon 

Died  E yrs-.  10  mos- 
postoperatively 

D-D- 

S-337-7R 
GHS  - 

Male 

lb  yrs- 

Testis 

♦PAS  - positive 
t a fetoprotein 
Schiller- Duval 
bodies 

L-  Orchidectomy  and 
hemiscrotectomy 
Retroperitoneal  lymph 
node  dissection 
Velban 

Depotestosterone 

NED*  3 yrs-  b mos- 
postoperatively 

Greenville  Hospital  System-.  Greenville-.  SC 
{Foundation  for  Gynecologic  Oncology-.  Atlanta-.  GA 
« Total  abdominal  hysterectomy -.  bilateral  salpingo  oophorectomy 
♦Periodic  Acid  Schiff  reaction 
•Vincristine-.  Actinomycin  D and  Cyclophosphomide 
{Human  chorionic  gonadotropin 
*No  evidence  of  disease 


composed  of  tumors  that  ranged  from  1.8  to  16 
cm.  in  greatest  diameters.  The  sectioned  surfaces 
of  the  tumors  revealed  a mixture  of  cystic,  solid 
and  hemorrhagic  foci  in  most  of  the  cases.  All  of 
these  tumors  were  mixed  histologic  forms  of  pure 
endodermal  sinus  tumor  except  case  H.R.,  which 
contained  a foci  of  choriocarcinoma.  One  female 
patient  (S.P.)  had  elevated  human  chorionic 
gonadotropin  titers  (HCG),  suggesting  an  associ- 


ated non-gestational  choriocarcinoma,  although 
this  tumor  was  not  identified  microscopically. 
There  was  no  essential  variation  in  the  histologic 
appearance  in  the  tumors  from  the  various  sites; 
that  is,  a tumor  arising  in  a testis  was  essentially  no 
different  histologically  from  one  having  its  origin 
in  the  ovary  or  in  an  extragonadal  site.  Shiller- 
Duval  bodies  were  a feature  in  seven  cases,  but  in 
several  of  these  they  were  found  with  difficulty. 
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Periodic  Acid  Schiff  (PAS)  positive  hyaline 
globules  located  both  intra-  and  extracellularly 
were  noted  in  six  of  these  nine  cases.  Elevated 
serum  alpha-fetoprotein  was  noted  in  three  of  the 
four  patients  in  whom  this  determination  was 
evaluated. 

Pregnancy  was  complicated  by  an  ovarian  en- 
dodermal  sinus  tumor  in  one  case. 

An  attempt  at  surgical  removal  was  the  initial 
means  of  treatment,  and  all  but  one  male  patient 
had  subsequent  irradiation  and/or  a variety  of 
chemotherapeutic  regimes.  The  number  is  too 
small  in  this  series  to  comment  on  success  or 
failure  of  therapy.  There  is  a suggestion  that  endo- 
dermal  sinus  testicular  tumors  may  fare  better 
than  similar  tumors  in  other  locations.  This  could 
well  be  due  to  early  detection,  rather  than  other 
features.  Ovarian  and  non-testicular  endodermal 
sinus  tumors,  on  the  other  hand,  seem  to  be  quite 
large  when  discovered,  despite  the  fact  that  symp- 
toms may  have  been  only  briefly  present. 

DISCUSSION 

Endodermal  sinus  tumors  of  the  ovary  have 
been  reported  in  patients  as  young  as  H/s  years  of 
age  and  as  old  as  45  years,  the  average  age  being 
15  to  19  years  when  first  noted.3’  4-  5 They  are 
usually  very  large  and  are  predominantly  uni- 
lateral, the  majority  being  F.I.G.O.  Stage  I- A at 
time  of  laparotomy,  unless  associated  with  wide- 
spread peritoneal  dissemination.3-  4-  5 

Symptoms  were  found  to  be  present  for  two 
weeks  or  less  in  66%  of  the  cases  of  pure  endoder- 
mal sinus  tumors  of  the  ovary  studied  by  Kurman 
and  Norris.5  Fever  was  present  in  24%.  Abdomi- 
nal pain,  rapid  abdominal  enlargement  and  a 
pelvic  mass  are  common  findings.3’  4-  5 

Jimerson  and  Woodruff  reviewed  41  cases  of 
pure  endodermal  sinus  tumors  of  the  ovary  and  18 
cases  mixed  with  other  germ  cell  elements.  The 
data  were  similar  in  both  groups.3’  4 The  endoder- 
mal sinus  tumor  was  most  commonly  found  mixed 
with  germinoma  although  it  was  found  with  ma- 
ture teratoma,  immature  teratoma  and  choriocar- 
cinoma. 

Seven  cases  of  endodermal  sinus  tumor  of  the 
testis  studied  by  Roth  and  Panganiban  presented 
with  testicular  enlargement,  swelling  or  pain  from 
torsion.  These  tumors  were  all  unilateral,  and  well 
encapsulated.  Ages  ranged  from  13  months  to  33 
years.  Microscopic  and  clinical  features  were  sim- 
ilar to  those  seen  in  ovarian  and  extragonadal  yolk 


sac  carcinoma.6 

The  size  and  stage  of  the  tumor  is  somewhat 
related  to  prognosis,  but  the  histologic  patterns 
and  mitotic  activity  seemingly  do  not  correlate 
with  survival.5-  6 Rupture  of  the  tumor  in  removal 
is  not  a significantly  poor  prognostic  feature,  as 
lymphatic  permeation  is  responsible  for  dis- 
semination, rather  than  surface  spread. 

Unilateral  salpingo-oophorectomy  of  ovarian 
endodermal  sinus  tumors  seems  justified  when 
reproduction  is  a consideration,  as  more  extensive 
surgery  has  not  added  to  survival  when  careful 
exploration  of  the  abdomen,  remaining  ovary, 
periaortic  and  pelvic  nodes  is  negative.3-  4-  5-  7-  8-  9 
Total  abdominal  hysterectomy  and  bilateral  sal- 
pingo-oophorectomy seems  reasonable  when  re- 
production is  not  a consideration.  Testicular  yolk 
sac  carcinoma  seems  to  be  adequately  treated  by 
unilateral  orchiectomy  in  children. 

Radiation  post-operativelv  has  not  proven  ben- 
eficial unless  a mixed  tumor  has  metastisized  as  a 
dysgerminoma.  However,  the  clinical  behavior 
usually  is  that  of  the  most  malignant  cell  type 
present  in  the  tumor.7 

Recent  long  term  survivors  and  apparent  cures 
have  been  reported  following  the  use  of  early  and 
vigorous  post-operative  chemotherapy  utilizing 
the  VAC  regime  (Vincristine,  Actinomycin  D and 
Cyelophosphomide).3’  4-  5>  7-  8-  9 Single  alkylating 
agent  therapy  use  has  been  disappointing.7  Fol- 
low-up of  patients  would  include  monitoring  for 
serum  alpha-fetoprotein  and  human  chorionic 
gonadatropin  (HCG)  (especially  if  elements  of 
choriocarcinoma  are  demonstrated  in  a mixed 
tumor).  It  should  be  noted,  however,  that  often 
clinical  recurrence  of  the  tumor  is  apparent  be- 
fore a reappearance  of  an  elevated  alpha-fetopro- 
tein level  is  documented.10 

The  majority  of  patients  in  all  series  of  ovarian 
endodermal  sinus  tumors  have  died  within  two 
years,  indicating  that  occult  metastasis  has  al- 
ready occurred,  even  in  F.I.G.O.  Stage  I disease. 
Recurrences  usually  occur  within  one  year  in 
those  in  whom  there  is  a failure  to  respond  to 
treatment.  Ascites  is  consistently  an  early  sign  of 
recurrence.5  Extragonadal  endodermal  sinus  tu- 
mors are  usually  primarily  unresectable  when 
discovered. 

CONCLUSIONS 

The  endodermal  sinus  tumor  is  an  uncommon 
form  of  germ  cell  tumor  that  is  highly  malignant, 
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occurring  in  both  sexes  in  both  gonadal  and  extra- 
gonadal  sites.  Its  histologic  and  clinical  features 
are  similar  regardless  of  location.  While  surgical 
excision  has  resulted  in  some  cures,  prompt 
postoperative  triple  agent  chemotherapy  (VAC) 
offers  promise  of  increased  survival  and  long  term 
salvage. 

Reports  of  individual  cases  and  small  series  are 
acknowledgedly  of  limited  value,  but  may  add  to 
the  overall  experience  when  added  to  the  larger 
series  previously  studied.  □ 
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Elsewhere  in  this  issue,  Drs.  Strickland,  Darby,  and  Corbett  review  the  clinical  features  of  Rocky 
Mountain  Spotted  Fever.  Absence  of  rash  in  some  patients  led  one  recent  observer  to  propose  a new 
name,  “ Rocky  Mountain  Spotless  Fever,”  but  as  Dr.  Strickland  and  colleagues  point  out,  even  that 
represents  a misnomer  since  the  disease  is  more  frequent  nowadays  in  the  Appalachians.  Recalling  that 
the  Appalachian  Mountains  are  really  the  Cherokee  Mountains  (the  former  name  having  been  stolen 
from  the  Cherokee  Tribe  in  the  wake  of  their  displacement),  perhaps  the  best  name  for  the  disease  would 
be  “ Cherokee  Fever.  ” Re  that  as  it  may,  important  legal  implications  are  reviewed  in  the  following  guest 
editorial  by  Dr.  Charles  P.  Darby.  Guest  Editorials  reflect  the  opinions  of  the  authors  and  do  not 
necessarily  represent  the  opinions  of  the  Editorial  Board  and  the  South  Carolina  Medical  Association. 

— CSB 


THE  JURY  AND  ROCKY  MOUNTAIN  UNSPOTTED  FEVER 
(GUEST  EDITORIAL) 


In  the  summer  of  1977,  a small  child  came  from 
the  coast  to  visit  her  grandparents  in  the  Piedmont 
area  of  South  Carolina.  She  joined  her  cousin  there 
and  while  the  two  little  girls  were  on  a fishing  trip 
near  a lake,  they  were  apparently  bitten  by  ticks. 
A few  days  later  both  girls  developed  a fever,  and 
one  child  developed  a very  definite  skin  rash.  This 
child  was  later  admitted  to  the  hospital  with  the 
tentative  diagnosis  of  Rocky  Mountain  Spotted 
Fever  which  was  confirmed  with  laboratory  stud- 
ies. She  was  appropriately  treated  and  recovered 
completely.  The  second  child  apparently  devel- 
oped a rash  that  was  not  typical  of  Rocky  Moun- 
tain Spotted  Fever.  She  was  seen  on  two  different 
occasions  by  one  physician  and  the  diagnosis  of  an 
upper  respiratory  infection  was  established  and 
treated  appropriately. 

She  was  later  seen  a third  time,  but  by  another 
physician  in  the  Emergency  Room  setting  on  or 
about  the  sixth  or  seventh  day  of  her  illness.  Again, 
the  rash  was  not  of  particular  note  and  the  child 
was  discharged  from  the  Emergency  Room  on 
symptomatic  treatment.  The  following  day  the 
child  developed  disseminated  intravascular  coag- 
ulation and  died  shortly  after  being  admitted  to 
the  hospital.  The  attorneys  representing  the  plain- 
tiff were  able  to  convince  the  jury  that  the  physi- 
cians should  have  realized  that  the  history  of  tick 
bite  followed  by  fever  and  associated  with  any 
type  of  skin  rash  in  the  summer  months  in  the 
Piedmont  area  of  South  Carolina  should  be  con- 


sidered Rocky  Mountain  Spotted  Fever  and 
should  receive  either  Chloramphenicol  or  Tetra- 
cycline before  the  sixth  day  of  illness. 

The  jury  was  apparently  convinced  that  the 
strong  suggestion  of  Rocky  Mountain  Spotted 
Fever  based  on  the  clinical  appearance  and  the 
epidemiology  of  the  disease  should  be  treated 
with  either  Tetracycline  or  Chloramphenicol  im- 
mediately, and  failure  to  do  so  constitutes  a devia- 
tion from  the  usual  and  customary  standard  of 
medical  practice.  On  this  principle,  the  jury 
awarded  a sizable  verdict  to  the  family  of  this 
deceased  child.  The  case  had  to  be  tried  twice  and 
needless  to  say,  both  physicians  and  their  families 
suffered  a great  deal  of  inconvenience  and  grief. 

Elsewhere  in  this  journal,  Drs.  Strickland, 
Darby,  and  Corbett  have  reviewed  the  subject 
and  confirmed  the  findings  of  others  that  the 
mortality  is  reduced,  if  not  eliminated,  provided 
the  patient  is  treated  early  in  the  course  of  the 
disease.  Early  diagnosis  by  laboratory  tests  is  un- 
fortunately not  usually  helpful.  The  physician’s 
clinical  acumen  stands  alone  in  such  a case,  and  it 
may  be  that  the  conservative  principle  of  estab- 
lishing a diagnosis  before  embarking  on  therapy  is 
not  prudent  in  such  circumstances. 

Charles  P.  Darby,  M.D. 

Professor  of  Pediatrics 
Medical  University  of  South  Carolina 
171  Ashley  Avenue 
Charleston,  SC  29425. 
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The  report  in  June  1981  of  five  previously 
healthy  men  who  developed  Pneumocystis  car- 
inii  pneumonia  proved  to  be  the  harbinger  of  one 
of  the  most  significant  epidemics  of  this  century. 
Reported  in  this  month’s  issue  of  The  Journal  is  a 
similar  case,  which  to  our  knowledge  is  the  first 
published  case  of  the  acquired  immune  defi- 
ciency syndrome  from  South  Carolina.  As  of  June 
20,  1983,  physicians  and  health  departments  in 
the  United  States  had  reported  1,641  cases  of 
AIDS  to  the  Center  for  Disease  Control.1  Three 
confirmed  and  nine  suspected  cases  had  become 
apparent  within  South  Carolina,  of  whom  nine 
had  died;  all  but  one  of  the  patients  were  males 
between  ages  nine  and  forty-two,  almost  all  were 
either  homosexuals  or  intravenous  drug  abusers, 
and  nine  of  the  twelve  patients  had  died.2  Con- 
cern that  AIDS  might  spread  beyond  its  present 
“4-H  Club’’  (Haitians,  /zomosexuals,  hemo- 
philiacs, and  heroin  abusers)  makes  AIDS  the  most 
widely  feared  disease  in  recent  memory.  Swine 
influenza,  Legionellosis,  and  the  toxic-shock  syn- 
drome pale  by  comparison. 

The  South  Carolina  Board  of  Health  and  En- 
vironmental Control  has  declared  AIDS  to  be  a 
reportable  disease.  Physicians,  therefore,  should 
know  the  abbreviated  case  definition:  the  occur- 
rence of  a disease  that  is  at  least  moderately 
predictive  of  a defect  in  cell-mediated  immunity 
(see  Table)  in  a patient  without  known  cause  for 
diminished  host  resistance  (such  as  corticosteroid 
therapy,  neoplasia,  known  immune  deficiency 
state,  or  advanced  age).  Cases  fitting  this  defini- 
tion should  be  reported  to  the  DHEC  Bureau  of 
Disease  Control  or  to  county  health  departments. 
Only  by  such  reporting  can  the  real,  rather  than 
the  imagined  threat  of  AIDS  be  monitored. 

It  is  worth  remembering  that  the  epidemiolo- 
gist’s broad,  working  definitions  of  various  disor- 
ders, designed  with  the  aim  of  collecting  data  in 
order  to  solve  group  problems,  frequently  differ 
from  the  clinician’s  more  precise  definitions,  de- 
signed with  the  aim  of  helping  one  sick  person 
recover.  The  official  case  definition  of  AIDS,  for 
example,  makes  no  mention  of  tests  of  T-lympho- 
cyte  function.  That  some  patients  have  already 
begun  to  appear  in  physician’s  offices  seeking  to 
obtain  “the  test  for  AIDS’’  (determination  of  the 
ratio  of  T helper  to  T suppressor  lymphocytes) 


suggests  that  a brief  review  of  one  aspect  of  the 
immune  system  may  be  appropriate. 

Mature  lymphocytes  consist  primarily  of  T cells 
(for  thymus-derived),  which  confer  cell-mediated 
immunity,  and  B cells  (for  bone  marrow-derived), 
which  confer  humoral  immunity.  Specialized 
techniques  demonstrate  that,  normally,  approx- 
imately 80  percent  of  circulating  lymphocytes  are 
T cells  and  10  to  15  percent  are  B cells  (the 
remainder  are  known  as  null  cells).  The  T lym- 
phocytes regulate  B lymphocyte  function  by  an 
intricate  system  of  checks  and  balances.  “Helper” 
T cells  enable  B lymphocytes  to  proliferate,  to 
differentiate  into  plasma  cells,  and  to  thus  make 
specific  immunoglobulins  (antibodies).  “Sup- 
pressor” T lymphocytes  hold  in  the  reins,  so  to 
speak,  by  inhibiting  the  proliferation  of  both  T 
helper  cells  and  of  B cells.  Normally,  T helper  cells 
outnumber  T suppressor  cells  in  peripheral  blood. 
In  AIDS,  the  situation  is  reversed. 

The  essential  nature  of  AIDS  appears  to  be 
paralysis  of  effector  T lymphocytes.  The  cause  of 
this  paralysis  remains  a mystery.  Initial  observa- 
tions suggested  that  repeated,  heavy  exposure  to 
an  agent  such  as  the  DNA  cytomegalovirus  might 
“switch  off”  cell-mediated  immunity.  However, 
increasing  reports  of  the  acquisition  of  AIDS  by 
seemingly  innocent  persons,  such  as  a newborn 
infant  by  way  of  blood  transfusion,  and  the  sim- 
ilarity of  the  epidemiology  of  AIDS  to  the  epi- 
demiology of  hepatitis  B3,  point  to  the  possibility 
that  a viral  agent  may  cause  AIDS  through  a single 
exposure.  The  present  front  runner  is  the  recently- 
discovered  human  T-cell  leukemia  virus  — an 
RNA  retrovirus  which  by  means  of  a remarkable 
enzyme  known  as  reverse  transcriptase  can  pro- 
duce a DNA  copy  of  its  RNA  genome.4’ 5 Although 
this  virus  has  been  isolated  from  T-lymphocytes 
from  several  patients  with  AIDS,  many  questions 
remain  unanswered. 

In  the  meantime,  what  should  practicing  physi- 
cians tell  their  inquiring  patients  about  AIDS?  A 
primer  for  patients  might  read  as  follows: 

(1)  There  is  no  diagnostic  test  for  AIDS.  Re- 
versed T helper/T  suppressor  ratios  can  be  found 
in  apparently  normal  persons,  especially  those 
who  have  received  frequent  blood  transfusions6, 
and  we  simply  don’t  know  the  risk  that  such 
persons  will  eventually  develop  AIDS. 
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(2)  In  ambulatory  medical  practice,  possible 
early  clues  to  AIDS  include  unexplained  weight 
loss,  generalized  lymphadenopathy,  oral  can- 
didiasis without  obvious  predisposing  cause  (such 
as  broad-spectrum  antibiotic  therapy),  or  non- 
healing herpetic  ulcerations.  If  neither  these  nor 
the  disorders  shown  in  the  Table  are  present,  and 
if  the  absolute  peripheral  blood  lymphocyte  count 
(obtained  by  multiplying  the  total  white  blood 
count  by  the  percentage  of  lymphocytes)  exceeds 
1500  per  cmm,  AIDS  is  highly  unlikely. 

(3)  AIDS  remains  rare  within  South  Carolina. 
At  least  four  of  the  12  confirmed  or  suspected 
cases  were  probably  acquired  elsewhere. 

(4)  The  Red  Cross  screens  blood  donors  for 
possible  membership  among  the  high-risk  groups 
for  AIDS.  Further,  the  voluntary  nature  of  most 
blood  donation  in  South  Carolina  makes  transmis- 
sion of  AIDS  unlikely. 

(5)  The  hepatitis  B vaccine  appears  to  be  safe. 
Extremely  close  monitoring  of  the  possibility  that 
the  vaccine  could  transmit  AIDS  has  been  com- 
pletely unrevealing,  and  we  should  remember 
that  the  vaccine  is  subjected  to  three  separate 
procedures  capable  of  inactivating  all  known  vi- 
ruses. Physicians  should  recommend  the  vaccine 
to  patients  at  high  risk  of  hepatitis  B,  such  as  male 
homosexuals.  Health  care  workers  with  frequent 
blood  exposures  should  also  consider  the  vaccine. 

(6)  The  rapid  elucidation  of  the  epidemiology, 
pathophysiology,  and  possible  etiology  of  AIDS 
bears  testimony  to  the  ability  of  the  American 
health  care  and  scientific  communities  to  identify 
problems  and  to  solve  them. 

But  lest  we  become  too  reassured,  let  us  reflect 
upon  another  report  in  this  month’s  issue.  That 
AIDS  is  the  acquired  immune  deficiency  syn- 
drome reminds  us  of  the  existence  of  congenital 
immune  deficiencies.  In  this  issue  of  The  Journal, 
Dr.  Burdash  and  co-workers  from  the  Medical 
University  of  South  Carolina  add  to  our  knowl- 
edge of  one  example  among  the  numerous  con- 
genital immune  deficiency  disorders.  It  is  hum- 
bling to  realize  that  the  first  well-characterized 
congenital  immune  deficiency  syndrome  (Bru- 
ton’s agammaglobulinemia)  was  not  described 
until  1952.  Eleven  years  ago,  an  editorialist  in  The 
Lancet  suggested  that  the  congenital  immune 
deficiency  syndromes  might  ultimately  prove  to 


be  related  to  the  introduction  of  antibiotics,  which 
by  early  treatment  of  naturally-occurring  infec- 
tions had  blunted  man’s  ability  to  mount  an  im- 
mune response  — an  ability  acquired  through 
untold  centuries  of  coexistence  with  various 
pathogens.* 1 2 3 4 * * 7  The  recent  recognition  of  AIDS  — 
occurring  among  the  first  generation  of  persons  to 
have  “grown  up”  with  the  truly  broad-spectrum 
antibiotics  — provides  further  room  for  specula- 
tion. Could  AIDS  — ultimately  — prove  to  be  yet 
another  disease  of  medical  progress? 

— CSB 
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DISEASES  AT  LEAST  MODERATELY  INDICATIVE  OF 
UNDERLYING  CELLULAR  IMMUNE  DEFICIENCY  (for 
case  definition  of  AIDS) 


A.  PROTOZOAL  AND  HELMINTHIC  INFECTIONS 

1.  Cryptosporidiosis  with  diarrhea  over  one  month 

2.  Pneumocystis  carinii  pneumonia 

3.  Strongyloidiasis,  extraintestinal,  severe 

4.  Toxoplasmosis  with  pneumonia  or  CNS  involvement 

B.  FUNGAL  INFECTIONS 

1.  Aspergillosis  involving  the  CNS  or  disseminated 

2.  Candidiasis  of  the  esophagus  without  other  explanation 

3.  Cryptococcosis 

C.  BACTERIAL  INFECTIONS 

1.  Atypical  mycobacteriosis,  disseminated 

D.  VIRAL  INFECTIONS 

1.  Cytomegalovirus  infection,  severe,  histologically-con- 
firmed 

2.  Herpes  simplex  virus  infection,  chronic  or  disseminated 

3.  Progressive  multifocal  leukoencephalopathy 
(?  Papovavirus) 

E.  TUMORS 

1.  Kaposi’s  sarcoma 

2.  Lymphoma  limited  to  the  brain 
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Roche  salutes 

the  history  of  South  Carolina  medicine 


THE  DOCTORS 
WHO  LED  THE  WAY 


Four  major  developments  in  medicine,  all  achieved 
within  a relatively  short  time  and  all  by  physicians  associated  with 
one  state,  represent  a remarkable  record  of  accomplishment — a proud 
chapter  in  the  story  of  medicine  in  South  Carolina. 


Dr  John  King 


Dr  James  Marion  Sims 


Surgical  gynecology  took  a major  step  into  the  future 
in  1816,  when  Dr.  John  King,  of  Edisto  Island,  South 
Carolina,  saved  the  lives  of  both  a mother  and  her 
infant  by  performing  an  operation  for  abdominal  preg- 
nancy. He  incised  the  vaginal  wall,  exerted  abdominal 
pressure  from  above  and  removed  the  fetus  with  for- 
ceps. His  volume  of  observations,  published  in  1818, 
was  the  first  book  on  the  subject.1 

Dr  Josiah  Clark  Nott 

Dr.  Nott's  wide-ranging  medical  interests  included 
pioneering  gynecological  studies  as  well  as  one  of  the 
first  (1848)  theories  suggesting  the  relationship 
belween  mosquitoes  and  the  transmission  of  yellow 
fever.  Nott  was  one  of  the  first  to  describe  coccygo- 
dynia,  and  he  wrote  extensively  on  ethnology.1 
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Born  in  South  Carolina,  Dr.  Sims  achieved  a firm 
historical  position  in  the  specialty  of  gynecology  and 
obstetrics  through  his  development  of  the  Sims  posi- 
tion and  the  Sims  speculum,  the  prototype  for  which 
was  his  use  of  a bent  kitchen  spoon.  Sims  also  devised 
a special  urinary  catheter,  a suture  of  silver  wire  and 
new  techniques  for  vesicovaginal  fistula  surgery.12 


Dr  Theodore  Gaillard  Thomas 

In  1868,  Dr.  Theodore  Gaillard  Thomas,  also  from 
Edisto  Island,  published  a widely  praised  treatise  on 
the  diseases  of  women  which  was  translated  into 
several  major  European  and  Oriental  languages.  Two  years 
later,  Thomas  became  the  first  to  perform  a vaginal 
ovariotomy,  thus  assuring  his  place  in  medical  history.1 


References:  1.  Garrison  FH:  An  Introduction  to  the  History  of  Medicine,  4th  ed. 
Philadelphia,  W.  B.  Saunders  Company,  1929,  p.  511.  2.  Lyons  AS,  Petrucelli  RJ  II: 
Medicine:  An  Illustrated  History.  New  York,  Harry  N.  Abrams,  Inc.,  1978,  p.  523. 


Brief  Summary  of  prescribing  information 

RU-TUSS* 

TABLETS 

INDICATIONS  AND  USAGE:  Ru-Tuss  Tablets 
provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory 
tract  tissues 

CONTRAINDICATIONS:  Hypersensitivity  to  anti- 
histamines or  sympathomimetics.  Ru-Tuss  Tablets 
are  contraindicated  in  children  under  1 2 years  of 
age  and  in  patients  with  glaucoma,  bronchial 
asthma  and  women  who  are  pregnant.  Concomi- 
tant use  of  MAO  inhibitors  is  contraindicated. 
WARNINGS:  Ru-Tuss  Tablets  may  cause  drowsi- 
ness. Patients  should  be  warned  of  possible 
additive  effects  caused  by  taking  antihistamines 
with  alcohol,  hypnotics,  sedatives  or  tranquilizers. 
PRECAUTIONS:  Ru-Tuss  Tablets  contain  bella- 
donna alkaloids,  and  must  be  administered  with 
care  to  those  patients  with  urinary  bladder  neck 
obstruction.  Caution  should  be  exercised  when 
Ru-Tuss  Tablets  are  given  to  patients  with  hyper- 
tension, cardiac  or  peripheral  vascular  disease  or 
hyperthyroidism.  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery 
(See  WARNINGS:). 

OVERDOSAGE:  Since  the  action  of  sustained 
release  products  may  continue  for  as  long  as  12 
hours,  treatment  of  overdoses  directed  at  revers- 
ing the  effects  of  the  drug  and  supporting  the 
patient  should  be  maintained  for  at  least  that 
length  of  time.  Saline  cathartics  are  useful  for 
hastening  evacuation  of  unreleased  medication. 
In  children  and  infants,  antihistamine  overdosage 
may  produce  convulsions  and  death. 

ADVERSE  REACTIONS:  Hypersensitivity  reac- 
tions such  as  rash,  urticaria,  leukopenia  agranu- 
locytosis, and  thrombocytopenia  may  occur.  Other 
adverse  reactions  to  Ru-Tuss  Tablets  may  be 
drowsiness,  lassitude,  giddiness,  dryness  of  the 
mucous  membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary  frequency 
and  dysuria,  palpitation,  tachycardia,  hypoten- 
sion/hypertension, faintness,  dizziness,  tinnitus, 
headache,  incoordination,  visual  disturbances, 
mydriasis,  xerostomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epi- 
gastric distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia.  Large  overdoses  may 
cause  tachypnea,  delirium,  fever,  stupor,  coma 
and  respiratoryfailure. 

DOSAGE  AND  ADMINISTRATION:  Adults  and 
children  over  12  years  of  age,  one  tablet  morn- 
ing and  evening.  Not  recommended  for  children 
under  12  years  of  age.  Tablets  are  to  be  swal- 
lowed whole. 

Federal  law  prohibits  dispensing  without  pre- 
scription. 
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AMAA  NATIONAL  PRESIDENT  FROM  SOUTH  CAROLINA 

BILLIE  BRADY  (MRS.  WAYNE  C.)  of  Greenville,  South  Carolina,  was  elected  AMA  Auxiliary 
President-elect  at  the  1983  Annual  Convention  in  June.  She  will  automatically  assume  office  as  president 
in  June  1984. 

Mrs.  Brady  has  served  the  national  auxiliary  as  treasurer  and  Finance  Committee  chairman;  Southern 
Regional  Vice  President;  Project  Bank  Area  Counselor;  director;  member  of  the  Membership  and  Long- 
Range  Planning  Committees,  and  Task  Force  To  Study  a Structure  for  a Young  Physician  s Spouse  Section. 
She  also  was  auxiliary  liaison  to  the  AMA  Committee  on  Maternal,  Adolescent,  and  Child  Health. 

On  the  state  level,  Mrs.  Brady  is  currently  serving  as  a member  of  the  Bylaws  Committee.  She  has  also 
held  the  positions  of  president,  first  vice  president,  secretary,  AMA-ERF  chairman,  member  of  the  Long- 
Range  Planning  Committee,  parliamentarian,  and  chairman  of  the  Young  Physician  Spouse  Group  for  two 
years. 

A member  of  her  county  auxiliary  for  27  years,  Mrs.  Brady  has  held  many  offices  including  that  of 
president,  has  chaired  many  special  programs,  and  served  a two-year  term  as  advisor.  She  currently  is  a 
member  of  the  Bylaws  Committee. 

Active  in  a wide  range  of  community  organizations,  Mrs.  Brady  is  in  her  seventh  year  as  a member  of  the 
S.C.  Child  Protection  and  Advisory  Committee,  served  a two-year  term  as  president  of  a local  nursing 
home/retirement  center  auxiliary,  and  has  been  a volunteer  with  the  American  Red  Cross  Blood  Pressure 
Screening  Program  for  the  past  three  years.  She  has  held  a number  of  positions  with  the  Southern  Medical 
Association  Auxiliary,  for  which  she  currently  is  a member  of  the  nominating  committee. 

Mrs.  Brady  has  also  been  involved  with  the  Girl  Scouts,  Women  s Club,  American  Cancer  Society, 
Botany  Woods  Garden  Club,  and  Greenville  Associate  Reformed  Presbyterian  Church. 

Born  in  Pomaria,  South  Carolina,  Mrs.  Brady  received  her  RN  degree  from  the  Columbia  Hospital 
School  of  Nursing  in  Columbia  and  worked  as  an  office  nurse  before  marrying  her  husband,  Wayne,  who  is 
in  orthopedics.  She  and  Dr.  Brady  have  four  children:  Debbie,  David,  Susan,  and  Tommy. 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


September,  1983 


As  summer  winds  to  a close,  some  of  the  legislative  study  committees  and  some  of  the  stand- 
ing committees  of  the  House  and  Senate  are  beginning  to  meet  and  consider  their  legislative 
agendas  for  1984.  The  House  Labor,  Commerce  & Industry  Committee  is  holding  a series  of 
hearings  on  bills  considered  extremely  important  to  SCMA  (see  discussion  below)  and  the 
Health  Care  Planning  & Oversight  Committee  continues  a study  into  the  indigent  care  problem 
in  South  Carolina. 


SCMA’s  Operation  SCAPELL  (South  Carolina  Auxiliary-Physicians  Educational  Legislative 
Liaison)  Program  saw  a lot  of  use  in  1981-82,  when  it  was  utilized  almost  exclusively  to 
make  a strong  legislative  effort  with  our  Chiropractic  Scope  Bill.  Unfortunately,  we  only 
came  close  to  passage  of  that  legislation.  What  become  obvious  in  the  process,  however, 
was  that  a well-organized  grass  roots  legislative  contact  program,  such  as  SCAPELL,  could 
be  substantially  beneficial  in  marshalling  a legislative  effort  in  order  to  pass  or  defeat 
certain  measures  pending  before  the  General  Assembly. 

This  year,  at  the  request  of  our  officers,  the  SCAPELL  Program  is  being  refined  so  as  to 
function  as  efficiently  and  effectively  as  possible.  Its  basic  purpose  will  remain  to  be 
to  educate  our  profession  on  legislative  matters  concerning  medicine  and  to  stay  in  close 
liaison  with  our  members  of  the  S.  C.  Legislature  where  it  concerns  the  health  and  medical 
care  of  our  citizens. 

One  of  the  major  points  of  refinement  will  be  to  expand  and  solidify  the  SCAPELL  contacts 
(those  physicians  and  Auxilians  who  agree  to  serve  in  a liaison  capacity  with  legislators 
living  in  their  respective  areas  of  the  state).  These  "SCAPELL"  contacts  are,  of  course, 
the  crux  of  the  entire  SCAPELL  Program.  Another  major  change  is  that  the  program  will, 
henceforth,  operate  under  the  immediate  direction  of  the  Executive  Committee  of  Council 
of  the  SCMA.  Coordination  of  the  SCAPELL  activities  is  to  be  done  by  the  President-Elect 
with  substantial  input  and  advice  from  the  SCMA  Legislative  Activities  Committee  and  staff. 


The  District  SCAPELL  Chairmen,  their  phone  numbers  and  assigned  areas  are  listed  below: 


SCAPELL  PROGRAM  RE-VAMPING 


District  SCAPELL  Chairmen 


Counties  Responsible  For 


James  B.  Page,  M.  D.  (242-6565) 


Greenville  and  Laurens 


John  E.  Keith,  M.  D. (582-6396) 


Spartanburg,  Union  and  Cherokee 


Cooper  Black,  Jr.,  M.  D.  (254-4282) 


Richland,  Lexington,  Aiken,  Fairfield 
and  Newberry 


Clay  Evatt,  M.  D. (556-8810) 


Charleston,  Dorchester  and  Berkeley 


Marion  0.  Burton,  M.  D.  (261-1475) 


Anderson,  Oconee  and  Pickens 


Stanley  Baker,  M.  D.  (223-4343) 


Greenwood,  Abbeville,  McCormick,  Edgefield 
and  Saluda 


District  SCAPELL  Chairmen  (cont'd) 


Counties  Responsible  For 


James  E.  Kay,  M.  D.  ( 773-2231) 

Stephen  A.  Imbeau,  M.  D.  (667-2064) 

James  W.  Forrester,  M.  D.  (546-6818) 

Arthur  Jenkins,  M.  D.  (524-3128) 

Halsted  M.  Stone,  M.  D.  (3855127) 

M.  Stewart  Funderburk,  Jr. , M.  D.  (534-4633) 

* * & * & * 

INSURANCE  EQUALITY  LEGISLATION--!-] . 2737 , S.482 


Sumter,  Clarendon  and  Lee 

Florence,  Darlington,  Marion,  Dillon, 
Williamsburg  and  Marlboro 

Georgetown  and  Horry 

Beaufort,  Jasper,  Colleton  and  Hampton 

Lancaster,  York,  Kershaw,  Chesterfield 
and  Chester 

Orangeburg,  Barnwell,  Calhoun,  Bamberg 

and  Allendale 
* * 

(PSYCHOLOGISTS)  H.2772  (CHIROPRACTORS) 


In  a rather  precipitous  development,  the  SCMA  received  notice  in  late  August  that  the 
House  Labor,  Commerce  & Industry  Insurance  Sub-Committee  was  calling  hearings  on  the 
insurance  equality  bills  in  their  committee — H.2737  and  H.2772  (S.482  is  lodged  in  the 
Senate  Medical  Affairs).  Four  hearings  have  been  scheduled  as  follows:  (some  may  have 

already  occurred  by  the  time  the  Update  reaches  you)  Charleston,  S.  C. , Thurs.,  Sept.  8, 
7:00  p.m. , Trident  Technical  College,  Main  Campus  Building  100,  Room  169,  7000  Rivers 
Avenue,  N.  Chas.,  S.  C. ; Florence,  S.  C. , Thurs.,  Sept.  15,  7:00  p.m.,  Florence-Darlington 
Technical  College,  Room  113,  Building  100,  Hwy.  #52,  Florence,  S.  C. ; Rock  Hill , S . C. , 
Thurs.,  Sept.  22,  7:00  p.m.  York  Technical  College,  U.S.  #21  By-Pass,  Building  C,  Room 
118,  Rock  Hill;  Anderson,  S.  C. , Thurs.,  Sept.  29,  7:00  p.m.,  Tri-County  Technical  College, 
Clemson  Hwy.  (#123),  Oconee  Hall,  Pendleton,  S.  C. 

Those  wishing  to  attend  these  hearings  and/or  testify  should  make  plans  immediately. 

Those  who  wish  to  speak  before  the  sub-committee  should  contact  John  Patrick,  Esquire, 
House  Labor,  Commerce  & Industry  Committee,  P.  0.  Box  11867,  Columbia,  S.  C.  29211, 
telephone  758-5825. 

The  members  of  the  Sub-Committee  of  the  House  Labor,  Commerce  & Industry  Committee,  who 
will  likely  be  in  attendance  at  these  hearings,  are  listed  below.  We  urge  you,  as  con- 
cerned physicians,  to  contact  them  regarding  the  danger  in  passing  the  so-called  Freedom 
of  Choice  or  Insurance  Equality  Bills. 

Rep.  VuciviQjJs  X.  A JichLbaJid,  CkcuAman 
Hanakan,  S.  C.  ( 553-1607 ) 

Rep.  WWLLam  5.  8 sumton,  Jjl. 

StmmeAvdZlz,  S.  C.  [871-4000] 

Rep.  Rob&it  A.  Kokn 

CkaJil&Aton,  S.  C.  ( 554-6334 ) 

Rep.  H&ibeAt  U.  V^ididlvig 

CkaAlzAton,  S.  C.  [722-3348] 

This  issue  has  been  discussed  extensively  in  earlier  Updates — see  specifically  August, 

1983  Legislative  Update.  Once  again,  such  legislation  would  mandate  that  all  health 
insurance  policies  issued  in  South  Carolina  reimburse  for  services  rendered  by  various 
non-M.D.  health  professionals  (psychologists  and  chiropractors  in  this  legislation)  when 
similar  services  rendered  by  physicians  are  reimbursed.  New  data  have  been  uncovered  by 
SCMA  staff  which  can  be  combined  with  our  old  arguments  regarding  costs  to  consumers  and 
small  to  medium— sized  industrial  concerns  who  provide  group  health  insurance  plans  for 
their  employees.  Copies  of  this  new  data  can  be  obtained  from  the  SCMA  Office. 


Rep.  VojvLaJL  Lee  Ogbu/in 
Jz^QAAcm,  S.  C.  [658-3848] 
Rep.  Cfauj>  Vnac-ht 
AndeAAon,  S.  C.  [2 25-0943] 
Rep.  John  {tidJULLam  McLzod 
VloJiznce.,  S.  C.  [669-7346] 
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THE  COMING  GENERATION  OF 
ANTIDEPRESSANT  THERAPY 


JAMES  F.  HOOPER,  M.D.* 

As  most  physicians  are  aware,  rapid  changes  in 
medical  drug  therapies  are  forcing  equally  rapid 
re-evaluations  of  current  practice.  The  explosive 
development  of  new  anti-hypertensives,  anti-in- 
flammatories, anti-bacterials,  and  other  medica- 
tions, is  enough  to  make  most  of  us  feel  always  a 
little  behind  in  our  knowledge. 

Psychiatry  is  moving  at  least  as  rapidly  as  the 
rest  of  medicine,  and  a new  host  of  “second  gener- 
ation” anti-depressants  is  just  starting  to  come  to 
the  market.  I hope,  with  this  paper,  to  list  and 
categorize  these  in  a framework  that  will  help 
practitioners  get  a head  start  on  a potentially  con- 
fusing array. 

HISTORY 

Basically,  anti-depressant  therapy  has  been 
largely  based  on  the  “biogenic  amine”  hypothesis. 
Loosely  stated,  this  says  that  some  depressions  are 
due  to  a relative  lack  of  the  neuro-transmitter 
serotonin,  while  others  are  due  to  insufficient 
norepinephrine.  Psychiatrists  still  argue  about  the 
relationship  of  stress  to  this  lack,  and  also  about 
the  part  that  other  transmitters  play.  Monoamine 
oxidase  inhibitors  (MAOI’s)  correct  this  by  de- 
creasing oxidation  of  neurotransmitters.1  Tri- 
cyclics (named  for  this  molecular  structure)  have 
been  generally  regarded  as  re-uptake  blockers, 
yielding  a relative  transmitter  increase  at  the  syn- 
apse. In  line  with  this,  “tertiary”  amines  (such  as 
amitriptyline  and  imipramine)  are  stronger 
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blockers  of  serotonin  re-uptake,  and  therefore  are 
good  for  “serotonin-low”  depressions.  In  these, 
patients  have  decreased  sleep  and  appetite.  The 
secondary  amines  (such  as  desipramine  and  nor- 
trityline)  are  better  for  “norepinephrine-low”  de- 
pressions, where  patients  have  decreased  energy 
and  hypersomnia.2-  3 

Most  clinicians  use  these  broad  categories,  or 
similar  ones,  even  though  there  is  evidence  that 
almost  any  depression  will  respond  equally  well  to 
any  tricyclic  if  used  in  large  enough  doses  for  a 
long  enough  time.4 

The  research  labs  have  been  working  on  devel- 
oping animal  models  with  which  to  screen  new 
compounds.  With  these  tools  they  have  added 
new  weapons  to  our  arsenals,  while  also  shedding 
some  new  light  on  the  complex  ways  that  anti- 
depressants work.5 

It  has  also  been  noted  that  many  “anxious” 
patients  have  in  fact  had  anxiety  that  is  secondary 
to  a depression,  and  they  have  responded  well  to 
anti-depressant  therapy.  With  the  newer  drugs, 
sub-groups  of  anxiety  and  depression  are  likely  to 
be  found.  Pegging  the  right  drug  to  the  right 
patient  will  potentially  yield  a dramatic  improve- 
ment in  this  generally  hard-to-treat  class  of 
patients.6 

Our  preliminary  experience  would  seem  to 
confirm  this. 

OLD  LINE  DRUGS 

The  MAOI’s  (Nardil,  Parnate)  have  been 
around  for  many  years.  They  are  effective  and 
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carry  little  danger,  but  have  been  known  in  rare 
cases  to  have  serious  inter-reactions  with  certain 
foods  and  other  drugs.  Many  physicians,  for  this 
reason,  are  hesitant  to  use  them.7  Their  lethal  dose 
is  less  than  ten  times  the  daily  dose.  Tricyclics 
have  also  been  available  for  a number  of  years, 
and  are  very  commonly  prescribed  drugs.  They 
are  effective  in  a large  percentage  of  patients,  but 
are  limited  by  their  multiple  side  effects,  which 
tend  to  compromise  compliance  and  lead  to  false 
failures.1’  7 These  drugs  also  have  an  undeserved 
reputation  for  causing  arrhythmias,  which  essen- 
tially do  not  occur  except  in  overdoses.8  Included 
in  this  class  are  Endep,  Elavil,  Sinequan,  Adapin 
(sedating  drugs),  Tofranil,  Surmontil,  Pamelor, 
Aventyl  (moderately  sedating)  and  Norpramin, 
Pertofrane,  and  Vivactyl  (non-sedating).7  Their 
lethal  dose  is  approximately  thirty  times  an  aver- 
age daily  dose. 

Anafranil  (Clomipramine,  CIBA-GEIGY),  is  a 
tricyclic  drug  that  is  currently  not  available  in  the 
U.  S.  It  is  probably  the  most  potent  “serotonergic” 
drug  available  at  this  time,  and  has  been  docu- 
mented to  frequently  be  effective  in  the  treat- 
ment of  obsessive-compulsive  disorders.3  We  have 
seen  several  patients  on  this  drug,  which  is  avail- 
able in  Canada.  While  it  clearly  is  effective,  it  has 
many  side  effects,  including  nausea,  lethargy,  and 
some  extra-pyramidal-like  symptoms.  This  is  in 
clinical  trials,  but  we  are  unaware  of  any  soon 
upcoming  date  of  release. 

RECENT  ADDITIONS 

Amoxipine  (Asendin)  is  a tricyclic  derivative  of 
Loxitane,  a nonphenothiazine  anti-psychotic. 
This  drug  is  roughly  equivalent  to  the  others, 
though  slightly  less  potent,  and  perhaps  with 
somewhat  faster  onset  and  with  somewhat  less 
sedation  than  Amitriptyline.9  Lederle,  who  mar- 
kets this  drug,  has  recently  notified  physicians  of 
the  documentation  of  rare  extra-pyramidal  symp- 
toms with  this  drug,  with  the  potential,  therefore, 
to  cause  Tardive  Dyskinesias.10 

Maprotiline  (Ludiomil,  CIBA-GEIGY)  is  the 
first  tetracyclic  compound  introduced  in  the  U.  S. 
It  is  widely  used  in  Europe,  and  is  similar  to 
desipramine,  though  more  sedating  and  with  per- 
haps fewer  side  effects.  This  drug  has  been  ac- 
cused of  having  a high  incidence  of  Grand  Mai 
Seizures,  but  the  evidence  remains  controver- 
sial.11 We  have  had  three  patients  to  have  seizures 
on  this  drug,  but  it  is  not  clearly  the  etiology. 
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Aprazolam  (Xanax,  Upjohn)  is  now  available  as 
a bensodiazapine-type  anxiolytic,  but  has  also 
been  documented  to  be  an  effective  antidepres- 
sant, in  doses  of  4-6  mgms.  per  day.12  Since  other 
sedative  drugs  can  worsen,  or  even  cause  depres- 
sion, this  product  certainly  deserves  a place  as  an 
adjunct  with  anxious,  depressed  patients.  We  rou- 
tinely replace  any  other  anti-anxiety  drugs  with 
Xanax,  in  depressed  patients  who  are  also  taking 
these  drugs.  It  is  probably  not  the  best  choice  in 
severe  or  psychotic  illnesses  but  it  does  have  no 
anti-cholinergic  side-effects. 

Trazadone  (Desyrel,  Mead  Johnson)  was  re- 
leased in  March  of  1982,  and  is  the  first  totally 
new  anti-depressant  on  the  U.  S.  market  in  15 
years.  Due  to  its  low  side  effect  profile,  this  drug  is 
well  tolerated  in  doses  up  to  600-800  mgms.  per 
day.  Its  mechanism  of  action  appears  to  be 
serotonergic,  and  as  could  be  expected,  it  is  sedat- 
ing.13 Our  experience  at  this  time  would  support 
its  claim  for  more  rapid  onset  of  action,  although 
it  clearly  is  not  as  broad-spectrum  as  tricyclics. 
Desyrel  has  been  anecdotally  reported  to  be  useful 
in  the  treatment  of  schizo-affective  disorders,  al- 
though we  have  had  no  personal  experience  with 
this.14  This  drug  has  essentially  no  anti-cho- 
lenergic  side  effects  and  few  cardiotoxic  actions.15 
Our  experience  is  that  Desyrel  either  works  very 
well,  and  very  fast,  or  not  at  all. 

SOON  TO  BE  RELEASED 

Mianersin  (Bolvidon)  is  a tetra-cyclic,  although 
structurally  different  from  maprotiline.  It  is  re- 
ported to  be  very  low  in  anti-cholenergic  side 
effects,  with  a general  usefulness  similar  to  im- 
ipramine.1’  3 

Nomifensine  (Merital,  Hoechst-Roussel).  This 
drug  is  a norepinephrine  and  dopamine  re-uptake 
blocker.  It  is  also  stimulating,  and  therefore  useful 
in  psychomotor  retarded  patients.  At  least  one 
paper  has  compared  this  drug  to  amitriptyline 
and  reported  it  to  be  superior  in  “reactive”  vs. 
“endogenous”  depressions.16  Merital  does  have 
side  effects,  however,  including  restlessness,  in- 
somnia, and  a 1-2%  incidence  of  drug  fever.5 

Bupropion  (Wellbutin,  Burroughs-Wellcome). 
This  drug  has  a half  life  of  4-6  hours,  and  does  not 
affect  either  serotonin  or  norepinephrine  metabo- 
lism. It  has  no  cardiovascular  side-effects,  even  in 
large  overdoses.  “Perceptual  changes”  have  been 
reported  to  be  a benefit  with  this  medication.17 
We  are  currently  doing  clinical  trials  with  this 
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anti-depressant,  and  have  found  “jitteriness”  and 
some  interference  with  sleep  to  be  its  only  dis- 
agreeable effects.  It  clearly  has  a faster  onset  than 
tricyclics.5 

RESEARCH  DRUGS 

Fluvoximine  (Duphar  Labs)  is  a bicyclic  com- 
pound which  is  reported  to  have  no  side  effects.  It 
is  quite  possibly  the  most  specific  serotonin  re- 
uptake blocker  known.2 

Zimelidine  (M,  S,  D)  is  a bicyclic  anti-depres- 
sant, which  has  no  side  effects,  strongly  increases 
serotonin,  and  is  very  sedating.18 

COMMENTS 

A wealth  of  new  anti-depressant  therapies  are 
arriving  at  our  doors.  With  this  golden  oppor- 
tunity, however,  will  come  the  burden  of  selec- 
tivity. Tricyclics  may  have  many  side  effects,  but 
they  are  also  very  broad-spectrum.19  It  remains  to 
be  seen  if  the  newer  drugs  will  become  first  or 
second  choice  in  treatment. 

The  second,  and  beyond,  generation  anti-de- 
pressants can  be  broadly  cataloged  as  either  sedat- 
ing or  stimulating,  with  generally  fewer  cardio- 
vascular effects  and  fewer  anti-cholinergic  prob- 
lems than  tricyclics,  but  with  their  own  unique 
profiles  of  adverse  reactions.  They  generally  are 
much  safer  than  MAOI’s  or  tricyclics,  with  some 
of  them  having  no  known  deaths  from  overdoses. 

The  newer  drugs  will  help  greatly  in  reaching 
those  patients  who  are  currently  treatment  fail- 
ures, but  a greater  level  of  clinical  finesse  will  be 
required.  We  recently,  for  example,  switched 
every  inpatient  on  our  unit  from  tricyclics  to 
Trazadone.  After  one  day,  50%  felt  it  was  the 
“perfect  drug”  and  50%  stated  that  they  would 
“rather  die”  than  ever  take  that  drug  again.  We 
were  totally  unable  to  find  any  characteristics  to 
separate  or  define  the  two  groups. 

With  every  advance  in  psychiatric  drug  ther- 
apy comes  also  some  advance  in  understanding  of 
the  fundamental  mechanisms  of  the  brain.  We 


don’t  know  all  the  answers  yet,  but  this  group  of 
new  compounds  brings  us  a few  steps  closer  to  the 
goal  of  someday  being  able  to  remove  suicide 
from  the  list  of  major  causes  of  death.  □ 
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“CAROLINAS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 
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200  S.  TORRENCE  ST.,  CHARLOTTE,  N.  C.  28204  Phone  No.  704-372-2240 

MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  THIRD  STREET  Phone  No.  704/332-1217 


Winchester-Ritch  Surgical  Company 

421  W.  SMITH  ST.,  GREENSBORO,  N.  C.  27401  Phone  No.  919-273-5581 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  M.  M.  “Buddy”  Young  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  1241  Tel.  803/781-8798  Box  2143  Tel.  803/246-1274 

Florence,  S.  C.  29502  Irmo,  S.  C.  29063  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 


When  a 

Seems  Insurmountable 

your  patient  can  benefit  from  the  Southern  Pines 

Psychiatric  hospitalization  for  children,  adolescents  and  adults,  including  intense 
programs,  short  and  Intermediate-term  hospitalization,  crisis  intervention  and  a year-round 
accredited  school  program . Individualized  treatment  programs  are  developed  under  the 
direction  of  physicians. 

Eli  Breger,  M.D.;  Medical  Director 

Approved  for  CHAMPUS,  Blue  Cross,  Medicare  and  most  private  insurance. 

Southern  Pines  is  an  affiliate  of  The  Brown  Schools  of  Texas  and  is 
a Healthcare  International  hospital. 


SOUTHERN  PINES 

A Psychiatric  Hospital 


For  information  contact; 
Peggy  Young,  A.C.S.W. 
Director  of  Admissions 
P.O.  Box  70489 
Charleston,  SC  29405 
(803)  747-5830 


PROPOSED  POLICY  CHANGE  IN  PAYMENT  FOR  PHYSICIANS’  SERVICES 

At  the  AMA  meeting  in  June  of  this  year,  a report  from  the  Council  on  Medical 
Service  was  ordered  to  be  distributed  to  state  medical  societies  and  national 
specialty  societies,  for  comment  back  to  the  Council  and  consideration  at  the 
Interim  Meeting  of  the  AMA  in  December. 

The  report  recommended  that  the  AMA  policy  of  supporting  the  UCR  concept  for 
reimbursement  for  physicians'  services  be  changed  to  support  for  an  indemnity 
concept . 

SCMA  Council  members  considered  this  matter  at  a recent  meeting,  and  discussed 
reactions  to  the  proposal  from  colleagues  throughout  the  state.  Council  voted 
that  the  SCMA  would  support  the  indemnity  concept,  provided  there  is  free 
choice  of  physician,  and  voluntary  assignment  of  benefits.  The  SCMA  Delegation 
to  the  AMA  will  carry  this  message  to  the  AMA  Interim  Meeting  in  December. 

For  more  information  on  this  subject,  see  the  report  on  the  AMA  Annual  Meeting, 
prepared  by  SCMA  Delegate,  C.  Tucker  Weston,  M.  D.,  elsewhere  in  this  issue  of 
The  Journal . 


"GROWING  UP"  FILM  SERIES 


The  SCMA  Council  has  endorsed  a series  of  films  produced  by  the  S.  C.  Department 
of  Education  in  cooperation  with  SCMA's  Committee  on  Perinatal  and  Maternal  Health. 
The  series  is  aimed  at  audiences  in  grades  five  through  seven  in  the  public 
school  system,  and  deals  with  topics  such  as  "You  and  Your  Family,"  "You  and  Your 
Friends,"  "The  Male  Body,"  "The  Female  Body,"  "Pregnancy  and  Childbirth,"  and 
"What  Can  Go  Wrong." 

The  Department  of  Education  will  introduce  the  films  to  Parent  Teacher  Associations 
through  the  school  Superintendents,  and  schools  will  be  given  the  option  of 
selecting  grade  levels  for  film  showing  most  appropriate  for  the  audience.  Per- 
mission will  be  sought  from  parents  or  guardians  prior  to  viewing  by  the  individual 
student . 

Dr.  Sol  Rini , OB/GYN  representative  to  the  American  College  of  OB/GYN,  has  been 
asked  to  enter  the  films  as  scientific  exhibits  at  ACOG's  Annual  Meeting , and 
the  College  will  be  requested  to  endorse  the  series  and  arrange  for  national 
distribution. 


QUARTERLY  REPORT  ON  RISK  MANAGEMENT 


Beginning  in  October , 1983 , the  Risk  Management  Subcommittee  of  the  SCMA 
Professional  Liability  Committee  will  distribute  a Risk  Management  Newsletter 
to  all  South  Carolina  Physicians , in  an  effort  to  educate  them  in  risk  manage- 
ment matters  which  affect  all  phases  of  their  practices . 

The  Subcommittee  Chairman,  Euta  M . Colvin , M.  D. , recently  announced  that  the 
newsletter  will  consist  of  five  sections,  including  (l)  "Spotlight  Commentary" 
which  will  contain  brief  comments  on  specific  medical  practice  items,  such  as 
Rocky  Mountain  Spotted  Fever;  (2)  New  Medical  Malpractice  Developments  in 
South  Carolina  and  across  the  nation;  (3)  A Case  History  giving  a brief  synopsis 
of  a JUA  closed  claim;  (A)  "For  the  Record,"  to  include  statistics  from  the  JUA 
and  PCF;  and  (5)  a "Guest  Commentary"  giving  tips  from  JUA  Defense  Attorneys 
and  the  S,  C.  Hospital  Association. 

COMMITTEE  ON  MEDICAID  AND  INDIGENT  CARE 


Council  recently  heard  a report  from  the  new,  permanent  Committee  on  Medicaid 
and  Indigent  Care,  created  at  the  direction  of  the  House  of  Delegates  and 
under  the  Chairmanship  of  William  H.  Hester,  M.  D. 

As  part  of  the  committee's  ongoing  discussions  with  the  S.  C.  Department  of 
Social  Services,  the  committee  will  support  an  increase  in  the  basic  office 
visit  and  global  maternity  fee  under  the  Medicaid  program.  In  addition,  the 
committee  has  prepared  a written  statement  for  presentation  before  the  S.  C. 
Legislative  Audit  Council  regarding  DSS  and  the  SCMA's  efforts  to  offer  input 
and  advice  to  the  agency. 


***  HINTS  FOR  THE  DOCTOR'S  OFFICE  *** 

KILROY  WAS  HERE  (and  left  a cartoon) 

"If  these  exam  room  walls  could  talk...!” 

Millions  of  patients  must  have  muttered  those  very  words  over  the  past  century 
or  so.  Now,  your  exam  room  walls  can  talk.  They  can  bear  witness  that  certain 
patients  were  there,  and  left  their  mark.  And  what  merrier  mark  to  leave  than 
a cartoon! 

Put  up  a bulletin  board  in  each  exam  room,  either  on  a wall  or  on  the  back  of  the 
door.  Encourage  patients  to  bring  in  health-care-related  cartoons,  clipped  out 
of  magazines  or  newspapers.  (Be  sure  to  screen  out  the  objectionable  ones;  some 
cartoonists  have  their  own  form  of  malpractice.)  Date  each  cartoon  and  pin  it 
up  on  the  board.  When  the  board  is  full,  remove  the  oldest  cartoon  when  a new 
one  is  brought  in. 

Excerpted  from  "The  Doctor's  Office (c)  1983. 


THE  ANGELCHIK  PROSTHESIS  IN  SURGERY  FOR 
ESOPHAGEAL  REFLUX* 


NORMAN  S.  WALSH,  M.D.** 

Most  surgeons  would  now  agree  that  prevention 
of  reflux  is  the  goal  in  treating  reflux  esophagitis 
with  or  without  associated  hiatal  hernia.  A novel 
approach  to  this  problem  was  developed  by  Dr. 
Jean-Pierre  Angelchik.  He  first  reported  on  this 
technique  in  1979. 1 In  1980, 2 he  reported  the 
results  with  122  patients  operated  on  since  1973.  A 
sausage-shaped  silicone  device  (Figure  1)  is 
placed  around  the  esophagus  at  the  esophagogas- 
tric junction  and  tied  anteriorly  with  straps  which 
are  attached  to  it.  The  device  is  placed  loosely 
around  the  esophagus  so  as  not  to  constrict  it. 
There  is  only  one  size  which  fits  all  patients.  The 
procedure  is  easy  to  perform  even  in  obese  pa- 
tients and  usually  does  not  require  mobilization  of 
the  left  lobe  of  the  liver.  The  device  is  marketed 
by  the  American  Heyer-Schulte  Corporation  and 
has  been  heavily  promoted  to  general  surgeons 
since  1979.  The  results  with  this  device  were  said 
to  be  excellent;  however,  other  than  Dr.  An- 
gelchik’s  reports,  there  were  few  surgeons  who 
appeared  to  have  any  experience  with  it.  Based  on 
the  seven  year  reported  experience  of  Dr.  An- 
gelchik, we  felt  that  this  technique  was  worthy  of 
a trial. 

MATERIALS  AND  METHODS 

From  May  of  1980  through  May  of  1981,  our 
group  used  this  prosthesis  in  21  patients.  There 
were  17  women  and  four  men  with  an  age  range 
of  from  25  to  68  years.  There  were  nine  patients 
who  had  no  previous  surgery  for  esophageal  reflux 
or  gastrointestinal  disease  and  whose  only  pro- 
cedure in  this  series  was  the  insertion  of  the  pros- 
thesis. There  were  six  patients  who  had  cholecyst- 
ectomy as  a primary  procedure.  There  were  six 
patients  in  a miscellaneous  category,  including 
three  who  had  previously  had  surgery  for  esopha- 
geal reflux.  Another  patient  had  a concomitant 
gastric  stapling,  another  had  a Roux  en  Y gastroje- 
junostomy for  bile  reflux  gastritis.  Another  patient 
had  previously  had  a pyloroplasty,  vagotomy,  and 


° Presented  at  the  annual  meeting  of  the  South  Carolina 
Surgical  Society,  Kiawah,  S.  C.,  June  1982. 

9329  Medical  Plaza  Drive,  Charleston,  S.  C.  29405. 


FIGURE  1 


cholecystectomy.  Of  the  nine  patients  who  had 
surgery  for  reflux  only,  eight  had  pre-operative 
endoscopy  and  all  were  found  to  have  esophagitis. 
One  patient  had  a Barrett’s  esophagus.  None  had 
stricture  pre-operatively. 

The  procedure  is  so  simple  that  there  is  little 
margin  for  variation  of  the  technique.  An  upper 
midline  incision  is  made  and  retraction  is  done  as 
preferred.  The  left  lobe  of  the  liver  may  or  may 
not  be  mobilized  as  needed.  A nasogastric  tube  is 
inserted  and  the  gastroesophageal  junction  mobi- 
lized enough  to  get  a finger  posteriorly.  The  pros- 
thesis is  then  placed  around  the  esophagus  and  the 
tie  straps  tied  with  five  or  six  knots  and  secured 
with  a large  hemoclip.  The  excess  tie  is  cut  and 
removed.  The  crura  are  not  approximated.  Oper- 
ative time  in  this  group  of  patients  varied  from  18 
to  50  minutes  with  an  average  of  35  minutes. 
Nasogastric  tube  is  removed  on  the  first  or  second 
post-operative  day  and  diet  is  progressed  to  soft 
and  kept  there  for  three  to  four  weeks.  Patients  are 
then  cautioned  to  chew  all  food  extremely  thor- 
oughly. 
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ESOPHAGEAL  REFLUX 


RESULTS 

All  patients  have  been  followed  by  office  exam- 
ination or  by  telephone.  In  the  “prosthesis  only” 
group,  six  of  the  nine  had  excellent  results  (no 
pain,  burning,  or  regurgitation.  Mild  or  no  post- 
operative dysphagia.)  The  three  patients  with 
poor  results  were  male.  Two  of  these  had  had 
psychiatric  hospital  admissions  before  and  after 
surgery.  One  of  these  had  removal  of  his  prosthesis 
six  months  later  and  a fundoplication  performed. 
The  third  patient  complained  of  chest  pain  and 
dysphagia  but  had  a normal  upper  GI  series  and 
endoscopy.  Re-operation  has  been  offered  but  he 
has  preferred  not  to  have  anything  done.  The 
patient  with  the  Barrett’s  esophagus  has  had  ex- 
cellent symptomatic  improvement,  but  esophage- 
al biopsies  at  nine  and  21  months  post-operative 
showed  persistent  columnar  epithelium. 

Of  the  six  patients  who  also  had  cholecystec- 
tomy, five  had  excellent  to  good  results.  One  had 
esophageal  narrowing  above  the  prosthesis  and 
this  responded  to  dilation.  However,  she  later 
complained  of  abdominal  pain.  No  abnormality 
was  noted  on  upper  GI  series  or  barium  swallow 
but  she  insisted  that  the  prosthesis  be  removed. 
One  week  before  the  scheduled  surgery,  she  said 
the  pain  had  shifted  to  her  pelvis.  A barium  enema 
was  done  and  was  normal;  however,  the  prosthesis 
was  noted  to  have  migrated  to  the  pelvis.  At 
laparotomy,  it  was  noted  that  the  tie  straps  had 
completely  separated  from  the  prosthesis.  After 
removal  of  the  prosthesis  from  the  pelvis  a gastric 
fundoplication  was  performed.  The  patient  is  now 
asymptomatic. 

In  the  miscellaneous  group,  four  of  the  six  pa- 
tients had  excellent  results,  including  two  who  had 
previously  had  hiatal  hernia  surgery.  One  of  those 
with  a poor  result  was  a 52-year-old  man  who  had 
had  two  previous  operations  for  bleeding  peptic 
ulcer  disease  and  developed  bile  reflux  gastritis 
and  esophagitis.  A roux  en  Y gastrojejunostomy 
was  done  in  conjunction  with  insertion  of  this 
prosthesis.  He  developed  a subphrenic  abscess  and 
died  of  a cardiopulmonary  arrest  on  the  sixth  day 
following  drainage  of  his  abscess  and  removal  of 
the  prosthesis.  The  other  patient  with  a poor  result 
was  a lady  who  had  numerous  operations  for 
abdominal  pain.  Her  prosthesis  was  removed 
three  months  after  its  insertion  because  of  con- 
tinued symptoms.  She  had  previously  had  what 
was  thought  to  be  a successful  fundoplication.  She 
had  a long  history  of  depression  and  also  required 
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hospital  admission  for  psychiatric  care. 

DISCUSSION 

In  October  of  1981,  the  Heyer-Schulte  Corpo- 
ration distributed  a collected  report3  solicited 
from  physicians  who  had  used  this  device.  They 
stated  that  in  5,900  implants,  the  symptoms  were 
eliminated  or  substantially  improved  in  92  to  97% 
of  the  cases.  There  was  no  mortality  related  to  the 
use  of  the  device.  Thirty-three  percent  of  these 
patients  had  transient  dysphagia  (mild  for  one  to 
six  weeks).  Three  percent  had  dysphagia  requir- 
ing dilation.  Two  patients  had  gastric  perforation, 
and  four  had  esophageal  perforation.  The  device 
eroded  into  the  GI  tract  of  one  patient.  It  was 
removed  in  four  patients  because  of  dysphagia. 
The  device  slipped  over  the  stomach  in  four  pa- 
tients. It  was  displaced  from  its  original  location  in 
thirty-five  patients.  The  device  and  the  esophago- 
gastric junction  migrated  above  the  diaphragm  in 
eight  percent  of  the  patients  but  did  not  produce 
any  symptoms.  Starling  and  others4  inserted  the 
anti-reflux  device  in  twenty-eight  patients  and 
reported  that  twenty-four  patients  were  asympto- 
matic post-operatively,  two  patients  were  im- 
proved, and  the  prosthesis  had  to  be  removed 
from  two  patients.  The  good  to  excellent  results 
would  be  calculated  at  either  83  or  92%,  depend- 
ing on  whether  the  improved  patients  were 
judged  to  have  a good  or  a poor  result.  I would 
expect  that  patients  who  were  said  to  be  improved 
had  a less  than  good  result. 

In  our  series,  patients  with  a good  to  excellent 
result  comprised  71%  of  the  group.  If  the  patient 
who  had  his  GI  tract  opened  during  surgery  and 
subsequently  died  were  excluded  from  this  series, 
the  good  to  excellent  results  would  have  been  80%. 
Even  so,  there  is  a significant  difference  between 
our  good  to  excellent  results  and  those  of  Starling4 
as  compared  with  Dr.  Angelchik’s  results  and  the 
results  as  reported  by  the  Heyer-Schulte  group. 

The  package  insert  submitted  with  the  pros- 
thesis stated  that  compared  with  other  techniques 
for  the  prevention  of  reflux,  this  procedure  is  of 
shorter  duration,  is  simpler  to  perform,  and  relies 
less  on  the  integrity  of  sutures  for  the  success  of  the 
operation.  We  agree  that  this  is  all  true.  We  also 
find  that  when  the  operation  works,  it  works  very 
well.  However,  we  feel  that  compared  with  a 
fundoplication-type  procedure,  our  results  are  not 
as  good  using  the  Angelchik  prosthesis.  At  this 
time  we  remain  skeptical  in  using  it  and  have 
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elected  not  to  use  it  further  unless  additional 
evidence  in  the  future  disputes  our  findings. 

SUMMARY  AND  CONCLUSIONS 

The  Angelchik  anti-reflux  device  does  relieve 
symptoms  as  advertised  and  as  reported  by  others. 
Our  results  were  not  as  good  as  those  reported  by 
Dr.  Angelchik  and  the  Heyer-Schulte  Corpora- 
tion. We  believe  that  restraint  should  be  exercised 
in  the  use  of  this  device  until  the  available  data  are 
more  independently  analyzed. 

ADDENDUM:  On  August  13,  1982,5  the  Heyer- 
Schulte  Corporation  issued  an  amended  field  ex- 
perience report  on  the  Angelchik  device.  In  this 


report  they  predict  that  there  will  be  fewer  cases 
of  displacement  of  the  device  because  of  a modifi- 
cation of  the  strap  on  all  devices  produced  since 
February,  1982.  □ 
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DIFFUSE  HISTIOCYTIC  LYMPHOMA: 
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The  non-Hodgkin’s  lymphomas  are  a hetero- 
geneous group  of  neoplasms  arising  from  the  re- 
ticuloendothelial system.  Twenty  years  ago  the 
majority  of  patients  with  lymphoma  did  not  sur- 
vive more  than  five  years  following  diagnosis. 
Today  these  survival  data  are  vastly  improved. 
Some  of  these  diseases  such  as  diffuse  histiocytic 
lymphoma  (DHL)  are  potentially  curable  regard- 
less of  the  stage  at  presentation.  The  therapy  of 
DHL  is  an  excellent  example  of  the  modern, 
aggressive,  multi-modality  approach  to  the  poten- 
tially curable  lymphomas.  An  understanding  of 
DHL  and  its  current  therapy  is  of  importance  to 
the  practicing  physician. 

CLASSIFICATION 

Rappaport  described  DHL  as  a single  entity 
characterized  by  total  effacement  of  nodal  archi- 
tecture by  a diffuse  infiltration  of  “histiocytes.”  1 
Lukes  and  Collins  omitted  DHL  from  their  classi- 
fication and  recognized  that  Rappaport  s “DHL” 
was  in  most  instances  a malignant  proliferation  of 
large  cleaved  or  large  non-cleaved  lymphocytes.2 
Recently,  the  National  Cancer  Institute  (NCI) 
Working  Formulation  reclassified  the  non-Hodg- 
kin’s lymphomas.3  In  this  new  formulation,  the 
diffuse  lymphomas  comprised  entirely  of  large 
cells  are  classified  as  either  diffuse  large  cell  lym- 
phomas (which  include  large  cell  cleaved,  large 
cell  non-cleaved,  and  mixed  large  cell  cleaved  and 
non-cleaved  variants)  or  immunoblastic  lympho- 
mas. Using  this  classification,  it  is  apparent  that 
some  studies  of  DHL  in  the  literature  included 
cases  of  immunoblastic  lymphoma  which  is  now 
recognized  as  a distinct  morphologic  and  clinical 
entity.  However,  the  NCI  data  suggest  that  the 
majority  of  DHL  patients  in  the  literature  actually 
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have  diffuse  large  cell  morphology  and  behave  in 
a uniform  manner.  These  concepts  are  summa- 
rized in  the  figure. 

The  Rappaport  system  continues  to  be  the  most 
widely  applied  classification  scheme.  Since  most 
of  the  literature  has  classified  the  large  cell  lym- 
phomas as  DHL,  we  will  use  this  terminology  with 
the  understanding  that  the  majority  of  these  pa- 
tients actually  have  the  diffuse  large  cell  morphol- 
ogy described  in  the  NCI  study. 


FIGURE  — Classifications  of  non-Hodgkin’s  lymphomas 
based  upon  lymph  node  cellular  transformation. 


CLINICAL  SPECTRUM 

The  majority  of  diffuse  histiocytic  lymphomas 
are  B cell  disorders.4  These  have  a better  prognosis 
than  either  the  T cell  or  null  cell  variants.  There 
are  no  consistent  chromosomal  markers  in  DHL, 
but  one  study  noted  an  association  of  the  large 
non-cleaved  cell  subtype  with  a 14q  transloca- 
tion.5 Interestingly,  this  subtype  may  carry  a bet- 
ter prognosis  than  the  other  subtypes  of  DHL.6 

Specific  Organ  System  Involvement 

DHL  may  arise  from  or  involve  a variety  of 
organ  systems.  Following  careful  staging,  the  ma- 
jority of  patients  with  DHL  will  have  advanced 
disease  (Table  1 summarizes  the  staging  of  the 
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Table  1 

NON-HODGKIN’S  LYMPHOMA 
STAGING  SYSTEM 

Stage  I:  Lymphoma  involving  a single  lymph  node  group 

on  one  side  of  the  diaphragm. 

Stage  II:  Lymphoma  involving  two  or  more  lymph  node 

groups  on  one  side  of  the  diaphragm. 

Stage  III:  Lymphoma  involving  lymph  node  groups  on  both 

sides  of  the  diaphragm. 

Stage  IV:  Disseminated  extralymphatic  lymphoma  with  or 

without  lymph  node  involvement. 


Limited  disease  — Stage  I or  II 
Advanced  disease  — Stage  III  or  IV 


non-Hodgkin’s  lymphomas).  Approximately  80% 
of  patients  who  present  with  extranodal  involve- 
ment will  have  disseminated  disease  out  of  the 
primary  area  and  its  regional  lymph  nodes. 

Central  Nervous  System  (CNS) 

CNS  involvement  by  DHL  may  be  either  pri- 
mary or  secondary.  Primary  DHL  in  the  CNS  is 
very  rare.  It  arises  from  the  CNS  reticuloen- 
dothelial system  and  has  an  increased  frequency 
following  organ  transplantation.  It  usually  pre- 
sents as  a mass  lesion  and  remains  localized  to  the 
CNS.  Irradiation  is  the  principle  therapy  and  pro- 
duces good  results.7 

Secondary  involvement  of  the  CNS  may  occur 
in  up  to  30%  of  patients  with  DHL.  It  usually 
presents  with  leptomeningeal  involvement,  man- 
ifest most  frequently  by  cranial  nerve  palsies.8 
Major  risk  factors  for  the  development  of  second- 
ary CNS  DHL  include  disease  in  the  testicles, 
bone  marrow,  or  spinal  epidural  space.9  Patients 
are  generally  treated  with  whole  brain  irradiation 
and  intrathecal  methotrexate.8-  9 Because  of  the 
relatively  high  risk  of  secondary  CNS  involve- 
ment in  DHL  patients,  prophylactic  chem- 
otherapy using  agents  capable  of  crossing  the 
blood-brain  barrier  has  been  advocated  by  some 
authors.10 

Gastrointestinal  (GI)  Tract 

As  many  as  12%  of  the  non-Hodgkin’s  lympho- 
mas arise  in  the  gastrointestinal  tract,  and  the 
majority  are  DHL.11  The  most  common  site  of 
involvement  is  the  stomach.12  DHL  of  the  GI  tract 
carries  a generally  poor  prognosis.  Most  patients 
have  advanced  disease  and  complete  remissions 
are  noted  in  only  30%  of  patients  treated  with 
aggressive  chemotherapy.11-  13-  14-  15  The  experi- 
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ence  of  several  groups  suggests  that  surgical  resec- 
tion of  bulky  GI  disease  helps  to  achieve  local 
control  and  prevents  the  complications  of  hemor- 
rhage and  perforation  from  tumor  necrosis  associ- 
ated with  chemotherapy.11-  12-  13-  15 

Mediastinal  DHL 

Recent  data  suggest  that  patients  with  DHL 
presenting  with  prominent  mediastinal  involve- 
ment have  a poor  prognosis.16  Review  of  the  liter- 
ature shows  only  a 15-20%  long  term  disease-free 
survival  in  patients  with  prominent  mediastinal 
DHL.  The  poor  prognosis  in  these  patients  may 
relate  to  a large  tumor  burden.17 

Thyroidal  DHL 

DHL  may  arise  in  the  thyroid  gland.  Chak  and 
co-workers  reviewed  11  cases  of  non-Hodgkin’s 
lymphoma  presenting  as  thyroid  enlargement, 
and  8/11  had  DHL.18  Most  of  these  tumors  were 
of  the  large  non-cleaved  subtype.  Most  of  the 
patients  had  localized  disease  which  responded 
completely  to  local  irradiation.  The  role  of  chem- 
otherapy following  radiotherapy  in  this  setting  is 
not  yet  established. 

Testicular  DHL 

Testicular  lymphoma  is  rare.  Duncan  and  co- 
workers reviewed  24  cases  of  extranodal  non- 
Hodgkin’s  lymphoma  presenting  in  the  testicle, 
and  9/24  had  DHL.19  Patients  with  localized  dis- 
ease were  treated  with  pelvic  and  para-aortic 
lymph  node  irradiation  followed  by  chemothera- 
py and  had  excellent  responses.  These  authors 
suggest  that  patients  with  bulky  disease  should 
receive  chemotherapy  prior  to  irradiation,  and 
that  patients  with  advanced  disease  should  receive 
chemotherapy  alone. 

DHL  in  Bone 

DHL  is  the  most  common  non-Hodgkin’s  lym- 
phoma involving  bone.20  At  presentation  the  dis- 
ease often  appears  localized  to  bone.  However, 
after  careful  staging  most  patients  will  have  ad- 
vanced disease.  Aggressive  combination  chem- 
otherapy with  or  without  radiotherapy  provides 
the  potential  for  complete  remissions  in  up  to  50% 
of  these  patients. 

THERAPY 

Approximately  30%  of  patients  with  DHL  will 
have  localized  disease.  Patients  with  pathologic 
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stage  I disease  are  potentially  curable  with  radi- 
otherapy. Those  with  stage  II  disease  have  a high 
rate  of  relapse  following  radiotherapy  alone.21 
The  role  of  chemotherapy  in  localized  DHL  has 
not  been  firmly  established.  However,  in  one 
study  all  patients  treated  with  combination  chem- 
otherapy had  complete  remissions,  suggesting 
that  this  modality  may  be  as  effective  as  radi- 
otherapy for  limited  disease.22 

Patients  with  advanced  DHL  are  treated  with 
combination  chemotherapy.  The  achievement  of 
early  complete  remission  in  these  patients  is  vital. 
Approximately  60%  of  patients  with  advanced 
disease  will  attain  complete  remission,  and  as 
many  as  90%  of  these  patients  will  be  in  remission 
two  years  later.  In  general,  patients  who  remain 
in  complete  remission  two  years  after  diagnosis 
have  only  a small  chance  of  relapse.  Patients  with 
bone  marrow  involvement,  gastrointestinal  lym- 
phoma, any  tumor  mass  larger  than  10  cm,  or 
prominent  mediastinal  involvement  are  less  likely 
to  attain  complete  remission  and  have  a poor 
prognosis.16’  23 

Several  different  effective  chemotherapeutic 
regimens  have  been  designed  for  the  treatment  of 


Table  2 

% Still 

Complete 

in  CR 

Date 

Regimen 

Responses 

at  2 Years 

Reference 

1975 

C-MOPP 

11/27  (41%) 

91 

24 

1976 

BACOP 

12/25  (48%) 

100° 

25 

1978 

CHOP 

9/23  (39%) 

75° 

26 

1980 

COMLA 

23/42  (55%) 

91 

27 

1982 

COP-BLAM 

24/33  (73%) 

92 

28 

° Actuarial  relapse  free  survival 


C-MOPP  = cyclophosphamide,  vincristine,  procarbazine, 
prednisone. 

BACOP  = bleomycin,  adriamycin,  cyclophosphamide,  vin- 
cristine, prednisone. 

CHOP  = cyclophosphamide,  adriamycin,  vincristine, 
prednisone. 

COMLA  = cyclophosphamide,  vincristine,  methotrexate,  leu- 
covorin,  cytosine  arabinoside. 

COP-BLAM  = cyclophosphamide,  vincristine,  prednisone, 
bleomycin,  adriamycin,  procarbazine. 


advanced  DHL.  Some  of  these  are  listed  in  Table 
2.  DeVita  and  co-workers  have  suggested  that  6 
cycles  of  chemotherapy  are  sufficient.  Mainte- 
nance therapy  is  not  indicated.24 

SUMMARY 

Significant  advances  have  been  made  in  the 
classification,  staging,  and  therapy  of  the  non- 
Hodgkin’s  lymphomas.  Advanced  stage  DHL  was 
once  considered  to  be  a uniformly  fatal  disease, 
but  with  present  therapy  it  is  now  curable.  Ap- 
proximately 60%  of  patients  with  advanced  DHL 
will  attain  complete  remission,  and  as  many  as 
90%  of  these  patients  will  remain  in  remission 
beyond  two  years.  Unfortunately,  30-40%  of  pa- 
tients will  not  achieve  a complete  remission,  and 
these  as  well  as  those  who  relapse  from  complete 
remission  have  a poor  prognosis.  □ 
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Pediatric  Use:  Should  not  be  administered  to  children  under  12. 

PRECAUTIONS:  Increased  cranial  pressure  may  occur  in  presence  of  head  injury. 

Promethazine  should  be  administered  cautiously  to  patients  with  cardio-vascular  or 
liver  disease.  Acute  abdominal  conditions  may  be  obscured.  The  drug  should  be 
given  with  caution  to  the  elderly  or  debilitated,  and  those  with  severe  impairment  of 
hepatic  and  renal  function,  hyperthyroidism,  Addison’s  disease  and  protatic 
hypertrophy  or  urethral  stricture. 

ADVERSE  REACTIONS:  The  most  frequently  observed  reactions  include  dizziness, 
lightheadedness,  sedation  nausea,  vomiting  and  constipation. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  to  severity  of  pain,  and 
the  response  of  the  patient.  The  usual  dose  is  in  one  or  two  capsules  every  4 to  6 
hours  as  required. 

MASTAR  PHARMACEUTICAL  CO.,  INC. 

P.O.  Box  3144 
Bethlehem,  PA  18017 


Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

❖ anxiety 

❖ chest  pains  of  vague  origin 

❖ gastric  disturbances 

❖ depression 

❖ family  or  job-related  problems 

❖ hypertension 

❖ sleep  disturbances 
Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
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AN  EMPIRICAL  ASSESSMENT  OF  THE  IMPACT 
OF  THE  REVISED  COMMITMENT  LAWS 
IN  SOUTH  CAROLINA 


STJEPAN  MESTROVIC* 

The  majority  of  states  in  the  United  States  have 
changed  their  mental  health  laws  within  the  past 
decade  so  that  in  recent  years  psychiatric  and  law 
journals  have  been  concerned  with  the  nature  and 
impact  of  the  “new  commitment  laws.”  The  em- 
phasis in  these  laws  is  on  patients’  civil  liberties, 
alternatives  to  hospital  commitment,  community 
based  treatment  resources,  and  the  right  of  due 
process  for  the  committed.1  However,  the  general 
consensus  in  the  literature  is  that  most  of  the  new 
statutes  that  use  dangerousness  as  the  paramount 
criterion  for  involuntary  commitment  simply  fail 
to  define  it  and  that  the  new  laws  are,  therefore, 
unworkable  and  ill-advised.2'6  Studies  in  Hawaii, 
North  Carolina,  Nebraska,  Oregon,  New  York 
and  Pennsylvania  indicate  that  a sizeable  portion 
of  the  involuntary  committed  patients,  sometimes 
in  excess  of  50%,  are  not  admitted  to  further 
inpatient  care  following  the  mandatory  observa- 
tion period.7'8  While  no  study  has  yet  isolated  the 
cause  for  this  trend,  there  are  indications  that  the 
legislative  changes  are  having  some  non-benefi- 
cial  effects  on  patients  and  society,  among  them: 
many  of  the  released  patients  end  up  in  jails  or  as 
“street  people”  instead  of  the  hospital,  patient 
recidivism  has  increased  drastically,  de-institu- 
tionalization in  terms  of  patient  treatment  epi- 
sodes has  not  occurred,  the  cost  of  mental  health 
care  has  escalated  despite  the  hope  that  commu- 
nity based  care  would  reduce  costs,  crime  rates 
among  released  patients  have  increased,  and 
charges  to  the  effect  that  community  based  care  is 
not  working  have  been  increasing. 

No  empirical  assessment  of  the  impact  of  the 
new  laws  in  South  Carolina  has  yet  been  pub- 
lished. This  fact  alone  is  an  embarrassment  in 
comparison  with  the  other  states,  especially  neigh- 
boring North  Carolina  and  Georgia  which  abound 
in  quality  studies  which  have  guided  further  ben- 
eficial changes.  Revisions  in  South  Carolina’s 
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mental  health  laws  are  proposed  every  year.  But 
without  multidisciplinary  scientific  studies  to 
guide  such  proposals,  and  without  a mechanism 
that  will  encourage  such  studies,  one  can  hardly 
expect  that  further  changes  in  the  law  will  pro- 
duce beneficial  effects.  Without  a doubt,  South 
Carolina’s  mental  health  law  and  its  effects  are 
problematic.  For  example,  South  Carolina  does 
not  permit  researchers  access  to  sensitive  and  con- 
fidential stages  of  the  commitment  process  there- 
by precluding  a sound  assessment  of  the  process. 
Compared  to  the  other  states,  South  Carolina’s 
observation  period,  which  is  21  days,  is  excessively 
longer  than  the  three-day  observation  period  that 
is  the  mode.  The  South  Carolina  physician  does 
not  have  the  power  to  screen  patients  out  of  the 
commitment  process  prior  to  the  probate  hearing, 
which  he  or  she  does  in  the  majority  of  the  other 
states.  As  a result,  the  state’s  mental  hospitals  are 
filled  with  elderly,  minority,  and  disadvantaged 
persons,  and  no  mechanism  exists  whereby  this 
situation  can  be  deeply  understood  and  corrected. 

The  physician  and  mental  health  practitioner 
in  South  Carolina  should  be  concerned  with  these 
and  related  issues.  Is  treatment  being  delivered  to 
those  who  need  it  quickly  and  efficiently?  What 
are  the  clinical  and  social  variables  that  influence 
commitment  and  hospitalization  and  why?  Can 
the  cost  of  mental  health  care  be  decreased  while 
increasing  care  and  streamlining  the  commitment 
process?  Does  the  mental  health  law  strike  a 
proper  balance  among  the  interests  of  the  state  to 
protect  its  citizens,  the  civil  liberties  of  patients, 
and  the  therapeutic  aims  of  mental  health  practi- 
tioners? These  are  among  a long  list  of  issues  being 
addressed  by  other  states.  This  paper  will  attempt 
to  do  the  following:  First,  further  identify  issues  in 
mental  health  law  that  expose  South  Carolina’s 
problems  in  relation  to  other  states.  Second,  offer 
one  empirical  assessment  of  South  Carolina’s  re- 
vised commitment  laws  by  analyzing  quantitative 
social  and  clinical  variables  in  a sample  of  all 
mental  patients  in  the  year  1981. 
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THE  NEW  COMMITMENT  LAWS  IN 
SOUTH  CAROLINA:  BACKGROUND 

Since  the  implementation  of  the  new  commit- 
ment laws  in  South  Carolina  in  1974,  emergency 
admissions  have  increased  by  374%.  Judicial  com- 
mitments are  rarely  used;  rather,  approximately 
80%  of  all  admissions  to  the  Department  of  Mental 
Health  facilities  in  South  Carolina  result  from 
emergency  commitments.  Moreover,  the  poorer 
counties  use  emergency  commitments  more  fre- 
quently than  the  counties  with  high  per  capita 
incomes,  further  indicating  that  the  emergency 
commitment  procedure  is  being  abused.  Half  of 
these  emergency  commitments  are  overturned  at 
the  subsequent  mandatory  probate  hearing.  South 
Carolina’s  commitment  laws  were  further  revised 
in  1977.  However,  according  to  the  annual  re- 
ports, admissions  continue  to  climb  at  a rate  much 
higher  than  in  many  other  states,  the  number  of 
planned  releases  tends  to  remain  constant,  and  the 
number  of  deaths  in  the  state  mental  hospitals  is 
excessively  high.  To  illustrate,  only  18  persons 
died  in  all  of  Ohio’s  mental  hospitals  in  1981  while 
South  Carolina’s  mental  hospital  deaths  remain  at 
about  300  annually.  Because  so  many  patients  are 
not  screened  out  of  the  commitment  process  prior 
to  the  probate  hearing,  the  Department  of  Mental 
Health  estimates  that  over  $500,000  is  used  an- 
nually for  transportation  costs  to  and  from  the 
hearing  alone.  There  is  no  doubt  that  if  South 
Carolina’s  commitment  process  were  made  more 
efficient,  costs  would  decrease,  treatment  would 
improve,  and  some  pressing  moral  issues  would  be 
addressed. 

A similar  procedure  is  followed  for  both  of  the 
major  types  of  commitment  in  South  Carolina.  A 
person  is  held  for  observation  and  treatment  for 
up  to  21  days.  A hearing  date  is  fixed  within  five 
days  of  the  initial  commitment.  A court  hearing  is 
held  at  the  expiration  of  the  observation  period  in 
the  patient’s  county  of  residence,  at  which  time 
the  person  is  examined  by  two  court  designated 
examiners,  one  of  whom  must  be  a licensed  physi- 
cian. The  probate  court,  at  this  time,  decides 
whether  to  release  the  person  from  inpatient  care 
with  the  understanding  that  he  or  she  is  not  legally 
mentally  ill  and/or  dangerous,  or  to  retain  the 
person  with  the  understanding  that  the  commit- 
ment must  be  reviewed  in  six  months.9  The  main 
difference  between  an  emergency  and  judicial 
commitment  is  the  issue  of  “harm.”  The  “like- 
hood  of  serious  harm”  must  be  present  for  the 
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former  but  not  for  the  latter.  “Likelihood  of  se- 
rious harm”  is  defined  in  the  revised  law  as  inclu- 
sive of  threats  of  or  attempts  at  suicide,  homicidal 
or  other  violent  behavior,  and  physical  impair- 
ment or  injury  due  to  self-neglect.  No  time  limits 
are  placed  on  when  these  threats  or  acts  have  or 
will  have  occurred,  which  makes  the  definition  of 
dangerousness  excessively  vague  compared  to 
some  progressive  states. 

Furthermore,  in  South  Carolina,  “mentally  ill 
person  means  a person  afflicted  with  a mental 
disease  to  such  an  extent  that,  for  his  own  welfare 
or  the  welfare  of  others  or  of  the  community,  he 
requires  care,  treatment,  or  hospitalization.”  The 
literature  is  unanimous  in  criticizing  such  circular 
definitions  of  mental  illness  as  legalistic  tautolo- 
gies that  result  in  the  unnecessary  hospitalization 
of  many  individuals  who  either  do  not  belong  in  a 
mental  hospital  or  who  would  benefit  from  alter- 
native forms  of  care.  There  is  a tendency  in  the 
states  to  define  what  mental  illness  is  and  what  it  is 
not  (best  exemplified  by  Arizona)  so  as  to  exclude 
the  hospitalization  of  the  retarded,  of  sexual  psy- 
chopaths, persons  suffering  from  character  disor- 
ders, the  elderly  who  need  care  in  nursing  homes 
and  other  categories  of  patients  who  do  not  bene- 
fit from  hospitalization. 

AN  EMPIRICAL  ASSESSEMENT  OF  THE 
EFFECT  OF  SOUTH  CAROLINA’S  LAW 

This  author  was  not  permitted  to  observe  the 
commitment  process  in  South  Carolina  first  hand 
as  he  had  elsewhere  (in  New  York)  because  the 
present  law  prohibits  such  research.  What  follows, 
therefore,  are  the  results  of  multivariate  analyses 
of  quantitative  admissions  data  made  available  by 
the  Department  of  Mental  Health.  The  sample 
used  for  this  study  consists  of  8080  cases  that  were 
considered  for  inpatient  admission  in  South  Caro- 
lina’s Department  of  Mental  Health  facilities  in 
1981.  5612  of  these  cases  were  involuntary  com- 
mitments. However,  only  46  out  of  these  5612 
cases  were  judicial  — the  rest  were  emergency 
commitments.  3080  or  54.6%  of  all  involuntary 
commitments  resulted  in  inpatient  treatment  be- 
yond the  mandatory  observation  period.  Thirty- 
three  patients  or  0.6%  of  the  sample  died  in  the 
mental  hospital  before  the  probate  hearing. 

Social  variables  are  better  predictors  of  who 
will  be  hospitalized  after  the  probate  hearing  than 
diagnosis.  The  patient’s  age,  sex,  race,  and  history 
of  previous  hospitalization  are  all  related  to  being 
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retained  after  the  probate  hearing  such  that  the 
elderly  are  more  likely  to  be  hospitalized  than  the 
young  and  middle-aged,  females  are  more  likely 
to  be  hospitalized  than  males,  blacks  are  more 
likely  to  be  hospitalized  than  whites,  and  those 
with  a previous  history  of  hospitalization  are  more 
likely  to  be  hospitalized  than  first  admissions. 

Diagnosis  does  not  predict  hospitalization  and  is 
itself  related  to  social  variables.  For  example, 
schizophrenia  makes  up  46.1%  of  the  committed- 
retained  group  but  it  also  makes  up  30.3%  of  the 
committed-released  group.  However,  in  the  re- 
tained group,  58.7%  of  the  black  males  and  55.6% 
of  the  black  females  are  diagnosed  as  schizo- 
phrenic compared  to  33.8%  of  the  white  males 
and  35.5%  of  the  white  females.  In  the  released 
group,  47.9%  of  the  black  males  and  46.3%  of  the 
black  females  are  also  diagnosed  as  schizophrenic 
compared  to  16.5%  of  the  white  males  and  19.9% 
of  the  white  females.  Thus,  it  appears  that  blacks, 
regardless  of  sex,  are  more  likely  than  whites  to  (1) 
be  diagnosed  as  schizophrenic,  (2)  to  be  admitted 
for  observation  with  a diagnosis  of  schizophrenia, 
and  (3)  to  be  released  once  their  commitment  is 
overturned  having  been  diagnosed  with  schizo- 
phrenia. 

Similarly,  old  age  is  related  to  the  organic  disor- 
ders and  influences  admission.  Substance  use  dis- 
orders tend  to  be  a white  male  phenomenon  and 
most  of  these  patients  are  released,  indicating  that 
they  should  not  have  been  committed  in  the  first 
place:  23.1%  of  the  white  males  who  are  released 
have  this  diagnosis  compared  to  7.1%  of  the  white 
males  who  are  retained.  The  adjustment  and  im- 
pulse control  disorders  are  50.4%  white  male  in 
the  retained  group  and  46.8%  in  the  released 
group.  The  affective  disorders  go  to  white  males 
and  females  as  opposed  to  blacks  but  a greater 
percentage  of  these  are  released  than  retained. 
The  paranoid  disorders  are  predominantly  female 
and  occur  in  equal  proportions  of  the  released  and 
retained.  Anxiety  disorders  are  also  related  to  the 
female  sex  which  in  turn  is  related  to  inpatient 
admission.  Personality  disorders  are  a white  male 
phenomenon  resulting  in  release  more  than 
retention. 

In  sum,  the  following  diagnoses  are  more  likely 
to  result  in  release  rather  than  hospitalization 
following  the  hearing:  substance  use  disorders, 
adjustment  disorders,  personality  disorders  and 
the  “undiagnosed.  ” But  these  diagnoses  tend  to  be 
given  mostly  to  white  males.  On  the  other  hand, 


schizophrenia,  the  organic  disorders,  and  anxiety 
disorders  tend  to  result  in  hospitalization  but  are 
given  mostly  to  females,  blacks,  and  the  elderly  so 
that  one  finds  high  proportions  of  these  diagnoses 
among  the  released  as  well.  Overall,  the  influence 
of  social  factors  is  stronger  in  determining  hospi- 
talization than  the  influence  of  clinical  factors.  In 
fact,  patients  on  voluntary  status  are  more  likely 
to  be  hospitalized  past  the  21  day  observation 
period  than  the  involuntarily  committed. 

DISCUSSION  AND  RECOMMENDATIONS 

A physician’s  opinion  that  a person  is  in  such 
grave  need  of  treatment  that  an  involuntary  com- 
mitment order  is  issued  is  honored  only  about  50% 
of  the  time.  Self-referral  actually  results  in  more 
treatment  in  South  Carolina’s  public  mental  hos- 
pitals than  involuntary  commitment  status.  Diag- 
nosis plays  a relatively  minor  role  in  the  determi- 
nation of  treatment.  In  interaction  with  other 
variables  for  the  entire  sample,  its  role  is  not 
statistically  significant.  Recidivism  is  the  most 
powerful  predictor  of  treatment  followed,  in 
order,  by  old  age,  being  unmarried,  being  black, 
and  being  female. 

Taken  as  a whole  these  results  suggest  that  a 
possibility  exists  that  many  of  the  involuntary 
commitments  were  unnecessary  and  should  have 
been  screened  out  long  before  the  probate  hear- 
ing. One  cannot  escape  the  conclusion  that  the 
state  mental  hospitals  in  South  Carolina  have 
taken  on  the  role  of  a “dumping  ground’’  for  the 
state’s  disadvantaged  citizens  and  minority 
groups. 

Further  qualitative  and  quantitative  research  is 
obviously  required  to  untangle,  verify,  and  fully 
explain  the  results  of  this  study.  In  particular,  the 
researcher  will  need  data  indicative  of  socio-eco- 
nomic status  and  will  need  to  observe  the  process- 
ing of  patients  through  the  entire  commitment 
process  first-hand,  including  the  probate  hearing. 
Unfortunately,  South  Carolina’s  mental  health 
law  fails  to  provide  for  such  research  of  the  com- 
mitment process,  and  the  majority  of  the  other 
states  allow  it.  An  amendment  to  the  present  laws 
to  open  the  commitment  process  to  research 
should  be  a top  priority  in  the  state.  Without  the 
deep  understanding  such  research  would  yield, 
the  facts  produced  in  this  study  can  only  raise 
more  questions  than  answers. 

Nevertheless,  based  on  these  results  and  a com- 
parison of  South  Carolina’s  law  with  states  in 
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which  de-institutionalization  is  occurring  and  so- 
cial variables  are  not  related  to  hospitalization 
(Arizona,  Alaska,  and  North  Carolina),  one  can 
make  the  following  recommendations  for  changes 
in  the  present  law: 

(1)  Shorten  the  observation  period  for  commit- 
ted patients  from  a length  of  21  days  at  present  to 
a matter  of  hours.  72  hours  is  enough  time  for  the 
staff  to  decide  whether  involuntary  hospitaliza- 
tion is  necessary. 

(2)  Require  that  two  physicians  sign  the  initial 
commitment  order  rather  than  one.  The  over- 
whelming majority  of  other  states  require  two 
physician  commitments  to  ensure  a second 
opinion. 

(3)  Grant  the  admitting  physician  the  power  to 
screen  patients  without  initial  involvement  by  the 
probate  courts.  Using  this  procedure,  about  half 
the  committed  patients  are  referred  to  less  re- 
strictive and  more  appropriate  forms  of  treat- 
ment, of  obvious  benefit  to  patients  and  at  a great 
financial  savings  to  the  state. 

(4)  Require  that  the  paramount  criterion  for 
involuntary  commitment  shall  be  “dangerous- 
ness.” Immediate  dangerousness  should  be  linked 
with  emergency  commitments  and  long  term 
dangerousness  with  judicial  commitments.  Dan- 
gerousness should  be  carefully  defined  to  include 
danger  to  self,  danger  to  others,  and  being  gravely 
disabled.  Time  limits  should  be  assigned  to  the 
requirement  for  recent  overt  acts  or  threats  of  acts 
in  the  future.  South  Carolina’s  present  commit- 
ment procedure  of  hospitalizing  the  ill  as  well  as 
the  ill  and  dangerous  may  easily  be  challenged  in 
court  based  on  recent  federal  and  Supreme  Court 
decisions. 

(5)  Stipulate  duties  of  counsel  to  include  in- 
terviews with  the  petitioner  of  involuntary  com- 
mitments, the  designated  examiners,  the  patient, 
and  other  relevant  persons.  The  effect  of  this 
requirement  has  been  a lowering  of  the  commit- 
ment rate.  South  Carolina’s  law  at  present  does  not 
list  duties  of  counsel. 
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(6)  Define  the  terms  “mental  illness,”  “need 
for  treatment,”  and  “dangerousness”  separately 
and  practically.  The  present  definitions  are 
vague,  circular,  and  legalistic  (mental  illness 
should  not  automatically  presume  need  for  treat- 
ment, neither  should  all  dangerousness).  The  ben- 
efit of  this  move  would  be  to  restrict  mental 
hospitalization  only  for  the  mentally  ill  and  dan- 
gerous who  need  care  and  to  exclude  other  forms 
of  deviance.  This  would  again  result  in  an  obvious 
fiscal  savings. 

(7)  Shorten  the  maximum  order  of  commit- 
ment from  180  days  to  60  days.  Studies  indicate 
that  patients  are  typically  stabilized  on  medica- 
tions in  a very  short  period  of  time,  making  exces- 
sively long  periods  of  hospitalization  unnecessary 
and  costly  to  the  state. 

(8)  Require  that  at  the  court  hearing,  the  judge 
must  be  given  a written  list  of  alternatives  to 
involuntary  hospitalization  available  and  written 
reasons  for  why  they  are  not  feasible  in  a particu- 
lar case. 

It  is  noteworthy  that  the  three  most  successful 
states,  praised  by  scholars  and  practitioners  alike 
for  real  progress  in  their  mental  health  laws 
(Alaska,  Arizona,  and  North  Carolina),  require 
that  Superior  Court  judges  preside  over  commit- 
ment hearings  rather  than  probate  judges;  more- 
over, these  judges  are  trained  in  workshops  to 
familiarize  them  with  mental  health  issues.  A 
progressive  law  in  South  Carolina  that  will  result 
in  deinstitutionalization,  cut  costs,  stand  up  in 
court  cases,  insure  better  treatment  for  the  patient 
as  well  as  increased  rights  is  possible.  The  first  step 
is  to  open  the  state’s  mental  hospitals  to  further 
multidisciplinary  research  to  better  understand 
the  problems.  The  next  revision  in  the  law  should 
not  be  purely  political  but  should  be  a judicious, 
enlightened  undertaking  that  will  balance  the 
medical,  legal,  and  social  components  of  the  com- 
mitment process.  □ 
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"I  told  him  to  get  help 
for  his  drinking.  He 
told  me  to  go  to  hell." 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.  ” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self-growth  and  recovery  without  sacrific- 
ing dignity. 


If  one  of  your  patients  has  a pro- 
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need  to  know  about  Fenwick  Hall. 
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REPORT  ON  THE  AMA  ANNUAL  MEETING 
JUNE  19-23,  1983 


C.  TUCKER  WESTON,  M.D.* 

The  AMA  House  of  Delegates  met  in  Chicago 
June  19-23,  1983.  Attending  from  the  SCMA  were 
C.  Tucker  Weston,  M.D.,  Waitus  O.  Tanner, 
M.D.,  and  John  C.  Hawk,  Jr.,  M.D.,  Delegates; 
Donald  G.  Kilgore,  Jr.,  M.D.,  Alternate  Delegate; 
Randolph  D.  Smoak,  Jr.,  M.D.,  Alternate  Delegate 
and  SCMA  President;  Leonard  W.  Douglas,  M.D., 
Alternate  Delegate  and  Chairman  of  Council;  U. 
Hoyt  Bodie,  M.D.,  SCMA  Treasurer;  J.  Gavin 
Appleby,  M.D.,  SCMA  Secretary;  Kenneth  N. 
Owens,  M.D.,  SCMA  President-Elect;  Mr.  Charles 
Johnson,  SCMA  Executive  Vice  President;  and 
Mr.  Bill  Watson,  SCMA  Director  of  Public  Af- 
fairs. Accompanying  their  husbands  were  Mrs. 
Nancy  Hawk,  Mrs.  Mary  Anne  Douglas,  and  Mrs. 
Saundra  Smoak.  Representing  the  House  Staff 
Physicians  were  Stewart  Haskin,  M.D.,  Steven 
White,  M.D.,  Susan  Johnson,  M.D.,  and  Stuart 
Owens,  M.D. 

There  were  351  delegates  seated  and  voting, 
representing  a 100  percent  attendance  record. 
The  House  considered  147  resolutions  and  74 
reports.  This  report  summarizes  actions  which 
were  taken. 

ADDRESS  BY  PRESIDENT  REAGAN 

The  distinguished  speaker  at  the  closing  session 
on  Thursday,  June  23,  was  the  President  of  the 
United  States,  Ronald  Reagan,  who  began  his 
remarks  with  the  statement:  “The  quality  of 
American  medicine  is  unsurpassed  and  on  that  we 
don’t  need  a second  opinion  ....  My  respect  for 
your  profession  is  deep  and  personal.”  He  con- 
gratulated the  AMA  on  its  cost  effectiveness  pro- 
grams and  its  Health  Policy  Agenda.  He  also 
thanked  those  medical  societies  that  have  private 
sector  programs  for  the  needy  and  unemployed. 

Other  topics  included  support  for  federal  re- 
search for  medicine  and  health,  support  for  the 
Orphan  Drug  Act  and  his  hope  that  the  legislation 
will  provide  incentives  for  the  private  sector  to 
develop  drugs  to  treat  rare  diseases,  and  the  cost  of 
health  care  and  proposals  for  a one-year  freeze  on 
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Medicare  physician  reimbursement  and  co-pay- 
ments for  Medicaid. 

HOSPITAL  MEDICAL  STAFF  SECTION 

Nearly  700  representatives  of  hospital  medical 
staffs  met  for  the  first  time  in  conjunction  with  the 
AMA  House.  Attending  from  South  Carolina  were 
Hugh  V.  Coleman,  M.D.,  Marion  Memorial  Hos- 
pital; Jerry  Powell,  M.D.,  Anderson  Memorial 
Hospital;  and  Albert  Cremer,  M.D.,  Baptist  Medi- 
cal Center  in  Columbia. 

Section  Officers  were  elected  including  an 
AMA  Delegate,  and  the  Section  introduced  eight 
resolutions.  There  was  great  enthusiasm  for  bring- 
ing hospital  medical  staffs  into  the  AMA  policy- 
making apparatus  and  giving  medical  staffs  an 
important  voice  on  issues  affecting  them.  With 
7,000  U.S.  hospitals  eligible  to  send  representa- 
tives, attendance  is  expected  to  grow.  We  strongly 
urge  that  all  S.C.  medical  staffs  plan  to  send  a 
representative  to  the  Interim  Meeting  in  Los  An- 
geles, December  2-4,  immediately  prior  to  the 
AMA  House  of  Delegates  Meeting  December  4-7. 
Additional  information  and  assistance  with  ar- 
rangements are  available  through  SCMA  Head- 
quarters. 

JCAH  ACCREDITATION  MANUAL  FOR 
HOSPITALS 

After  extensive  debate  on  the  Medical  Staff 
Section  of  the  JCAH  Accreditation  Manual  for 
Hospitals,  the  House  commended  the  Board  of 
Trustees  for  its  responsible  consideration  of  these 
difficult  issues,  and  affirmed  the  following  princi- 
ples as  the  basis  for  any  revisions  in  the  Manual: 

— Continue  the  use  of  the  term  “Medical 
Staff”  in  the  title  of  the  chapter  and 
throughout  the  manual. 

— Delete  any  specific  references  to  limited 
licensed  practitioners  now  contained  in  the 
Medical  Staff  chapter. 

— Provide  consideration  of  qualified  limited 
licensed  practitioners  in  accordance  with 
state  law  and  local  medical  staff  guidelines. 

— Provide  that  the  Executive  Committee  of 
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the  medical  staff  be  comprised  of  members 
selected  by  the  medical  staff  or  appointed  in 
accordance  with  the  hospital  bylaws,  and 
provide  that  a majority  of  the  Executive 
Committee  members  must  be  fully  licensed 
physician  members. 

— Assure  that  the  medical  care  of  all  patients 
remains  under  the  supervision  and  direc- 
tion of  qualified,  fully  licensed  physicians. 

— Assure  that  the  continued  high  quality  of 
care,  credentialing  of  physicians  and  other 
licensed  practitioners,  and  effective  quality 
assurance  programs  remain  under  the  su- 
pervision and  direction  of  fully  licensed 
physicians. 

PAYMENT  FOR  PHYSICIANS’  SERVICES 

The  Council  on  Medical  Service  presented  a 
comprehensive  discussion  of  indemnity  versus 
UCR  reimbursement,  and  asked  the  delegates  to 
consider  the  matter  and  discuss  it  with  their  con- 
stituents over  the  next  six  months  in  preparation 
for  discussion  and  possible  action  at  the  1983 
Interim  Meeting.  Input  is  requested  from  SCMA 
members  because  of  the  importance  of  this  topic. 

The  AMA  Council  believes  that  if  third  parties 
change  to  an  indemnity  system  of  payment,  pa- 
tients would  be  benefitted  by  insuring  their  con- 
tinued access  to  care  not  through  external 
regulation  of  fees  but  through  market  forces.  In 
addition,  the  Council  feels  physicians’  and  pa- 
tients’ sensitivity  to  costs  and  quality  of  care  pro- 
vided would  be  increased,  and  patients  would 
continue  to  be  allowed  freedom  of  choice  rather 
than  being  increasingly  restricted  to  “participat- 
ing” providers  as  a condition  of  coverage.  Also, 
the  Council  feels  the  indemnity  system  would 
facilitate  understanding  and  comparison  of  insur- 
ance coverage.  For  physicians,  the  Council  be- 
lieves that  the  indemnity  approach  could  bring 
improved  patient /physician  interaction  by  elim- 
inating false  expectations  of  the  amount  of  the 
third  party  payment. 

AMA  DUES 

The  House  voted  to  raise  the  regular  dues  by 
$15,  and  $5  for  medical  students.  Resident  physi- 
cian dues  were  not  increased.  The  Board  had 
reduced  its  anticipated  dues  increase  because  of 
the  current  financial  strength  of  the  Association 
and  the  desire  to  increase  membership  in  all 
categories. 


The  1984  dues  levels  will  be:  $330  — regular 
members;  $248  — physicians  in  their  second  year 
of  practice;  $220  — physicians  in  military  service; 
$165  — physicians  in  the  first  year  of  practice; 
$45  — physicians  in  residency  training;  and  $20 
— medical  students. 

FREESTANDING  EMERGENCY  MEDICAL 
CARE  CENTERS 

The  House  adopted  as  amended  a report  pre- 
pared by  the  Commission  on  Emergency  Medical 
Services  that  presented  initial  criteria  to  aid  in 
determining  whether  a practice  can  truly  offer  a 
full  range  of  emergency  medical  services. 

The  criteria  included:  hours  of  operation,  staff- 
ing and  medical  direction,  relationships  to  the 
emergency  medical  services  system,  ancillary  ser- 
vices and  equipment,  protocols,  private  physician 
referrals,  medical  records,  and  payment  for 
services. 

OTHER  ACTIONS 

The  House  voted  to  provide  for  a position  on 
the  Board  for  a resident  physician  who  will  be 
elected  by  the  House  for  a two-year  term,  to  serve 
a maximum  of  three  terms.  Election  will  be  held 
at  the  1984  Annual  Meeting,  and  nominations 
may  be  submitted  by  any  delegate.  The  House 
also  voted  to  create  a non- voting  medical  student 
position  on  the  Board.  The  Constitution  and  By- 
laws of  the  AMA  must  be  amended  at  the  Interim 
Meeting  to  provide  for  these  two  Board  positions. 

A resolution  calling  upon  the  Association  to 
conduct  a study  of  the  effects  of  cost  shifting  on 
physicians,  third  party  payors,  and  hospitals  was 
adopted.  This  resolution  indicated  that  there  is 
“growing  evidence  that  inadequate  reimburse- 
ment by  government  funded  third  party  pro- 
grams has  forced  hospitals  to  shift  more  costs  to 
patients  enrolled  in  private  health  insurance 
plans.”  In  addition,  the  resolution  says  that  pro- 
posals such  as  prospective  reimbursement  and 
vouchers  for  Medicare  have  the  potential  to  exac- 
erbate the  cost  shifting  problem. 

After  modifying  a Louisiana  resolution  pertain- 
ing to  TEFRA  regulations,  the  House  voted  to 
continue  to  give  a high  priority  to  prompt  with- 
drawal of  regulations  to  implement  Section  108  of 
TEFRA  relating  to  the  Medicare  program’s  pay- 
ment of  physician  services.  The  AMA  was  success- 
ful in  delaying  implementation  of  the  regulations 
and  in  urging  withdrawal. 
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The  House  modified  its  existing  definition  of 
“Physician”  to  include  Doctors  of  Osteopathy.  In 
addition,  the  House  voted  to  initiate  and  support 
legislation  in  the  98th  Congress  to  amend  appro- 
priate sections  of  the  Social  Security  Act  to  con- 
form to  the  AMA  definition  of  a physician. 

The  House  also  adopted  a report  from  the 
Council  on  Medical  Education  concluding  that  a 
sufficient  number  of  residency  positions  are  avail- 
able in  the  Matching  Program  to  accommodate 
current  graduates  of  U.S.  medical  Schools.  There 
is,  however,  no  assurance  that  all  U.S.  graduates 
will  obtain  their  choice  of  specialty  and/or  loca- 
tion. The  report  indicated  that  first-year  enroll- 
ment in  U.S.  medical  schools  declined  for  the  first 
time  in  20  years  of  rapid  expansion.  This  decline 
may  be  a response  to  the  general  perception  that 
continued  increase  in  output  is  no  longer  a na- 
tional trend  for  which  financial  limitations  may 
be  responsible. 

After  much  discussion  including  testimony 
from  pharmacists’  organizations  in  the  reference 
committee,  the  House  adopted  a straightforward 
policy  on  therapeutic  substitution  which  reads: 
“That  the  AMA  vigorously  oppose  any  concept  of 
therapeutic  substitution  of  drugs  by  pharmacists.  ” 

The  House  also  adopted  a report  that  recom- 
mended more  aggressive  implementation  by 
HHS  and  HCFA  of  existing  provisions  in  federal 
legislation  calling  for  equity  of  reimbursement 
between  services  provided  by  hospitals  on  an  out- 
patient basis  and  similar  services  in  physicians’ 
offices. 
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CONCLUSION 

The  SCMA  delegation  conducted  a vigorous 
political  campaign  for  Stewart  Haskin  for  election 
to  the  Council  on  Medical  Services.  He  had  pre- 
viously served  three  years  as  a resident  member. 
Unfortunately,  three  of  the  four  candidates  for 
this  contested  seat  were  from  Texas,  Louisiana, 
and  South  Carolina,  which  resulted  in  the  election 
of  a Delegate  from  Oregon. 

The  SCMA  Delegates  and  Officers  are  very 
pleased  and  proud  that  Mrs.  Wayne  C.  (Billie) 
Brady,  of  Greenville,  was  elected  President-Elect 
of  the  AMA  Auxiliary,  and  will  be  installed  as 
President  in  June  of  1984.  The  SCMA  Auxiliary 
was  well-represented  under  the  leadership  of  Im- 
mediate Past  President  Sheila  Davis,  and  Presi- 
dent Anne  Biggers.  We  congratulate  them  and 
express  our  continued  appreciation  for  their  good 
work. 

AMA  House  meetings  provide  a unique  educa- 
tional opportunity,  and  I would  encourage  all  of 
you  to  attend  and  participate.  If  you  cannot  come 
to  the  meeting,  you  can  still  be  represented 
through  your  SCMA  Delegates.  Let  us  know  your 
opinions.  We  again  urge  that  all  hospital  medical 
staffs  send  a representative  from  their  hospital  to 
the  Interim  Meeting  in  Los  Angeles. 

Again,  we  express  our  appreciation  for  the  op- 
portunity to  continuing  to  represent  you  at  the 
national  level,  and  hope  that  you  will  feel  free  to 
call  upon  us  at  any  time  we  can  provide  input  and 
relay  your  opinions.  □ 
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puts  current  information 
at  your  fingertips. 


The  first  nationwide  medical 
information  network  brings  a 
new  dimension  to  the  way  in 
which  physicians  and  other 
health  care  professionals  keep 
abreast  of  the  latest  knowledge 
in  their  profession. 

Now,  through  the  use  of  a 
low-cost  computer  terminal  or 
personal  computer,  you  can 
have  instant  access  to 
authoritative  and  up-to-date  in- 
formation. The  American 
Medical  Association's  com- 
puterized data  bases  place  a 


wide  range  of  professional 
resources  at  your  fingertips, 
such  as  clinical,  administrative 
and  medical  practice  information, 
and  soon,  abstracts  of  current 
clinical  literature. 

Adding  a new  dimension  to 
the  way  in  which  you  com- 
municate is  MED/MAIL  elec- 
tronic mail.  With  the  same  ter- 
minal, you  can  send  messages 
to  your  colleagues  across  the 
country  or  across  the  city.  . .in 
minutes. 

Information  that  could  take 


hours  to  acquire  through  tradi- 
tional channels  can  now  be 
gathered  in  minutes,  giving  you 
valuable  extra  time  for  other  im- 
portant activities.  And  you  can 
use  the  medical  information  net- 
work at  your  convenience,  24 
hours  a day,  from  your  office, 
hospital  or  home. 

It’s  surprisingly  economical 
and  professionally  indispensable. 


GTE  Telenet 

Medical  Information  Network 


FOR  SUBSCRIPTION  INFORMATION, 
PLEASE  CONTACT  THE 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
COLUMBIA,  SOUTH  CAROLINA 
TELEPHONE  803/252-6311 


THE  NEW  ECONOMICS  OF  HEALTH  CARE  DELIVERY:  A TIME 
FOR  IDEAS  AND  INPUT 


Cost  control  is  coming  and  the  implications  are 
enormous.  One  need  look  no  further  than  one’s 
favorite  source  of  business  news:  the  economics  of 
health  care  delivery  are  about  to  change  radically 
and  drastically.  Congressional  decision  to  re- 
structure Medicare  reimbursements  will  precipi- 
tate a cascade  of  repercussions.  These  changes 
come  at  a bad  time  — a time  of  economic  uncer- 
tainty and  of  possible  physician  surplus.  Everyone 
predicts  keen  competition:  hospital  versus  hospi- 
tal, hospital  versus  physician,  and  — yes  — physi- 
cian versus  physician.1-  2 And  these  changes  are 
likely  to  tarnish  the  image  of  our  profession,  an 
image  built  up  gradually  over  more  than  a cen- 
tury of  steady  scientific  achievement. 

Sounding  the  battle  cry  against  mounting  medi- 
cal care  costs  are  not  only  government  and  insur- 
ance carriers  but  also  private  industries.  Recently, 
for  instance,  Joseph  A.  Califano  outlined  sweep- 
ing changes  in  the  way  by  which  Chrysler  corpo- 
ration would  provide  health  care  for  its  workers.3 
Pointing  out  that  the  corporation’s  total  health 
care  bill  per  car  produced  rose  from  $75  per  car  in 
1970  to  $600  per  car  in  1983,  Mr.  Califano  con- 
cluded that  the  burden  had  become  intolerable. 
Exhorting  industry  to  “deal  with  the  cost  of  health 
care  — a cost  that  bears  little  relationship  to  the 
quality  of  care  and  none  to  the  efficiency  with 
which  it  is  delivered,’’  he  urged  a radical  restruc- 
turing of  health  care  financing. 

How  did  these  grave  prognoses  and  radical 
remedies  come  about?  Although  we  have  per- 
sistently pointed  out  that  much,  perhaps  most  of 
the  spiralling  rise  in  health  care  costs  owes  to 
factors  pervading  our  society  and  beyond  our 
direct  control,  social  critics  often  disagree.  They 
argue  that  physician  pressures,  not  patient  de- 
mands, propelled  the  American  medical  profes- 
sion from  a small  and  divided  band  into  the 
nation’s  second  largest  employer  (after  education) 
and  third  largest  burden  for  consumer  spending 
(after  food  and  housing).  In  a book  published  just 
before  enactment  of  the  recent  congressional  leg- 
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islation,  for  instance,  sociologist  Paul  Starr  argued 
that  sweeping  changes  were  inevitable:4 

1.  Physicians  managed  to  dominate  the 
American  hospital  during  its  reorganization  be- 
tween 1870  and  1930,  thereby  escaping  most  of 
the  bureaucratic  control  characteristic  of  our 
times. 

2.  Physicians  defined  the  boundaries  of  pub- 
lic health  in  America  to  suit  their  own  interests. 
The  denouncement  by  the  Chicago  Medical  Soci- 
ety of  a philanthropically-sponsored  venereal  dis- 
ease clinic  as  “unfair  competition’’  in  1919 
presaged  the  relegation  of  public  health  to  a sec- 
ondary status. 

3.  Physicians  kept  corporations  from  inter- 
vening in  their  relationships  with  patients.  They 
thwarted  the  attempts  of  various  corporations, 
such  as  the  railroads,  to  make  a lasting  indentation 
in  health  care  delivery. 

4.  Physicians  headed  off  the  development  of 
government  health  insurance  programs  through 
the  1940’s  and  1950’s.  In  1947,  no  less  a personage 
than  Bernard  Baruch  suggested  a national  system 
of  voluntary  health  insurance  for  high  income 
Americans  and  of  compulsory  health  insurance 
under  Social  Security  for  low  income  Americans. 
However,  American  physicians  equated  “so- 
cialized medicine”  with  “communism;”  America 
became  the  only  country  in  which  anti-commu- 
nist sentiment  was  “channeled  into  opposition  of 
health  insurance.” 

5.  Physicians  won  accommodation  to  their 
own  existing  forms  of  organization  during  the 
development  of  commercial  health  insurance 
plans,  such  as  the  Blues  and  Kaiser-Permanente.  A 
system  of  financing  arose  by  which  an  ever-in- 
creasing share  of  the  gross  national  income  was  to 
be  channeled  into  health  care. 

6.  Physicians  derived  enormous  benefits  from 
the  liberal  philosophies  of  the  post-war  years. 
Between  1950  and  1970,  national  health  care  ex- 
penditures rose  from  12.7  to  71.6  billion  dollars 
per  year,  or  from  4.5  to  7.3  percent  of  the  gross 
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national  product.  Despite  a great  increase  in  the 
demand  for  medical  care,  however,  there  was 
little  or  no  increase  in  the  supply  of  physicians.  A 
perceived  physician  shortage  resulted. 

7.  Physicians  derived  enormous  benefits  from 
government  programs  which  infused  monies  into 
medical  research,  mental  health,  the  Veterans 
Administration,  and  community  hospital  con- 
struction under  the  Hill-Burton  program.  During 
enactment  of  each  of  these  programs,  physicians 
managed  to  win  respect  for  “the  sovereignty  of 
the  medical  profession  and  local  medical 
institutions.” 

8.  Physicians  derived  still  further  benefits 
when  the  financing  of  Medicare  came  to  be  based 
within  previously-organized  insurance  systems, 
designed  to  suit  “provider  interests”  rather  than 
“consumer  interests.”  The  government  thereby 
surrendered  direct  control  of  Medicare  and  its 
costs.  Enormous  increases  in  health  care  expendi- 
tures ensued. 

9.  Young  physicians  with  no  previous  records 
of  customary  charges  billed  Medicare  at  unprece- 
dented levels  and  — owing  to  the  way  by  which 
the  system  had  been  organized  — were  reim- 
bursed. Costs  soared  to  new  heights. 

10.  Responding  to  runaway  costs,  three  power- 
ful forces  came  to  align  against  health  care  pro- 
viders and  to  seek  greater  government  interven- 
tion: the  insurance  industry,  employers,  and  gov- 
ernment itself. 

Whether  or  not  one  agrees  with  Starr’s  inter- 
pretations of  recent  history,  the  challenges  faced 


by  organized  medicine  are  obvious  and  twofold. 
First,  we  must  cope  with  the  new  economics  in 
ways  serving  the  best  interests  of  both  society  and 
the  medical  profession.  Second,  we  must  mini- 
mize the  extent  to  which  the  sharp  axes  of  social 
change  will  splinter  our  profession  into  an  ever- 
increasing  number  of  special  interest  groups 
working  toward  conflicting  goals. 

South  Carolina  physicians  should  know  that  the 
staff  of  the  SCMA  and  of  the  South  Carolina 
Medical  Care  Foundation,  aided  by  the  firm  of 
McManis  Associates,  have  completed  a detailed 
survey  of  the  current  socioeconomic  terrain  and 
that  the  SCMA  officers  and  council  members  are 
devoting  large  portions  of  their  time  to  these 
problems.  There  are  no  ready  answers.  This  is  a 
time  for  input  from  SCMA  members  and  for  fresh 
ideas.  Mr.  Califano,  in  concluding  his  talk  to  the 
Economic  Club  of  Detroit3,  quoted  G.  K.  Chester- 
ton: “I  do  not  believe  in  a fate  that  befalls  people 
however  they  act.  I do  believe  in  a fate  that  befalls 
them  unless  they  act.  ” Can  we  not  heed  the  same 
advice? 

— CSB 
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CARE  FOR  YOUR 
COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  time.  You  will  broaden  your  professional 
experience  by  working  on  r_ 
interesting  medical  projects 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won’t  interfere  with  your  practice. 

You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You’ll  also  attend  funded 
continuing  medical  education  pro- 
grams. You  will  all  share  the  bond  of 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 


MAJ  Benjamin  H.  Phillips,  Jr.,  MSC 
USAR  AMEDD  Procurement 
Strom  Thurmond  Federal  Building 
Room  575 

1 835  Assembly  Street 
Columbia,  SC  29201 
(803)  765-5696 
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RETIREMENT 


This  month,  I will  start  to  look  at  the  choices  you  have,  and  introduce  the  investment/ 

tax  effects  of  your  basic  choices By  law,  you  have  60  days  from  the  time  you  receive 

the  lump  sum  distribution  until  you  must  place  these  funds  in  an  IRA  Rollover  Account  in 
order  to  take  advantage  of  this  form  of  tax  deferral.  If  you  miss  the  60-day  limit,  you 
will  be  unable  to  roll  over  these  funds. 

If  you  are  uncertain  whether  to  pay  the  tax  or  roll  over  your  distribution  into  an  IRA, 
it  is  in  your  best  interest  to  do  the  latter.  You  can  take  your  money  out  of  an  IRA 
without  penalty  before  you  file  your  next  tax  return.  But  if  you  do  not  make  the  roll- 
over decision  within  60  days,  you  will  not  be  able  to  do  so  in  the  future.  In  other 
words,  if  you  want  to  keep  both  options  open  to  you  until  tax  filing  time,  you  must  roll 
over  your  lump  sum  distribution  into  an  IRA  within  60  days..... The  following  table  will 
show  what  the  net  effect  would  be  with  and  without  an  IRA  Rollover  starting  with  $100,000 
for  a 15-year  period: 


Rollover/Taxation  Comparison 


Amount  of  Distribution  at  age  50 
Initial  Tax 

Amount  Available  to  Invest 
Earnings  Rate  for  15  years 
Amount  at  Age  65 


Rollover 

$100,000 

-0- 

$100,000 
x 15% *  * 
$813,706 


No  Rollover 
$100,000 
-17,150 
$ 82,850 
x 12%  ** 

$453,485 


* no  tax 


**  after  tax 


Note : The  $17,150  represents  the  estimated  tax  liability  you  would  have  if  you  opted  for 

the  10  year  forward  averaging  method. 

Next  month,  I will  compare  "future  payouts",  between  a rollover  and  a non-rollover  choice. 


***************************************************  ******************  **************  ****** 

ALERT 

The  Care  and  Feeding  of  your  local  P.E.W.O.S This  section  is  not  a solution  to 

support  your  local  zoo.  The  P.E.W.O.S.  in  question  is  short  for  Professional  Exces- 
sive Write-off  Specialist . An  individual  who  offers  questionable  Tax  Shelters  to  you 
Yes,  Ladies  and  Gentlemen,  it’s  turkey  season  time  again Don't  invest  in  a 

* Tax  Sheltered  investment  strictly  on  the  basis  of  a tax  write-off.  There  are  two  rea- 
£ sons:  (1)  the  new  tax  law  heavily  penalizes  participants  in  a program  whose  main  in- 

* tent  is  to  provide  tax  write-offs,  rather  than  investment  potential;  and,  (2)  there 

* are  plenty  of  Tax  Shelters  that  provide  not  only  the  benefits  of  a tax  write-off  but 

* the  potential  for  a return  on  your  investment remember,  check  with  your  tax  advi- 

| sor  about  any  tax  benefits  touted  as  part  of  any  investment  package.  If  you  have  any 
a questions  about  any  Tax  Sheltered  investment,  please  contact  me,  at  E.F.  Hutton  and 

* Co . , Inc . 


***************************************************************************************** 


(Financial  Check-up  con’t) 


DISABILITY  INSURANCE 


When  was  the  last  time  you  woke  up  in  the  middle  of  the  night  and  asked  yourself 

" what  would  happen  if  I could  not  earn  an  income? Now  I admit  that  you 

probably  have  some  form  of  disability  insurance,  but  the  question  is  when  did  you 
last  have  your  program  analyzed?  If  you  have  not  had  your  program  analyzed  with- 
in the  last  two  (2)  years,  you  should.  For  the  following  reasons:  (1)  Your  family 

and  economic  needs  change;  (2)  There  have  been  major  changes  in  the  definitions 
of  "disability",  as  well  as  the  addition  of  new  "riders",  and  (3)  The  premiums 

charged  have  in  many  instances  been  reduced If  you  would  like  to  have  your 

Disability  Insurance  program  analyzed  free  of  charge,  contact  me. 

INVESTING 


How  will  the  forthcoming  AT&T  divestiture  affect  your  holdings? 

E.F.  Hutton’s  Equity  Research  Department  currently  suggests  retaining  the  stock 
of  not  only  AT&T,  but  the  seven  regional  companies  that  will  be  formed  as  a result 
of  the  divestiture  in  January The  only  problem  with  following  this  recommenda- 

tion is  that  you  will  then  own  eight  stocks,  receive  eight  dividend  checks  four 
times  a year,  participate  in  up  to  eight  dividend  reinvestment  plans  and  juggle 

eight  tax  statements  on  April  15th E.F.  Hutton  will  soon  be  offering  a better 

way  to  invest  in  AT&T  and  the  seven  new  regional  companies.  A way  that  will  enable 
you  to  keep  your  investment  in  AT&T  as  convenient  as  it  is  today,  regardless  of  the 

forthcoming  divestiture Thanks  to  this  exciting  new  investment  opportunity,  you 

will  be  able  to  achieve  such  benefits  as  monthly  income,  dividend  reinvestment  op- 
tions, if  you  desire,  and  the  convenience  of  owning  AT&T  in  essentially  its  current 
form.  If  you  have  an  interest  in  the  investment  choices  for  AT&T  shareholders, 
please  let  me  know. 


FURTHER  INFORMATION 


If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in 
this  newsletter,  please  write  to  Martin  Lefkowitz,  CFP , E.F.  Hutton  and  Co.,  Inc. 
2700  Middleburg  Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  (800)  922-1112. 

* -k  -k  * * 

The  information  contained  herein  has  been  obtained  from  sources  believed  reliable 
but  is  not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed 
are  subject  to  change  without  notice.  Neither  the  information  presented  nor  any 
opinion  expressed  constitutes  a representation  by  us  or  a solicitation  of  the 
purchase  or  sale  of  any  securities.  South  Carolina  Medical  Association  and  E.F. 
Hutton  and  Co.,  Inc.  1983. 


* * * -k  ft 


NEWSLETTER 


September , 1983 


THANK  YOU,  SCMA! 


Thanks  to  the  support  from  Officers  and  staff  of  the  South  Carolina  Medical 
Association,  this  is  the  first  time  the  Housestaff  Section  has  a Newsletter 
in  The  Journal. 

This  represents  another  way  I have  of  communicating  to  each  Resident  in  the 
state.  It  is  also  more  cost  effective  than  sending  out  individual  newsletters, 
as  we  have  done  in  the  past.  However,  I will  continue  to  do  the  latter  if  a 
more  personal  approach  is  necessary. 

If  you  look  at  the  "Contents"  page  in  The  Journal , you  will  see  the  Officers  of 
the  Housestaff  Physicians  Section,  which  further  increases  our  representation 
and  visibility  in  the  SCMA.  This  also  is  new  in  that  our  names  were  not  listed 
before  early  this  summer. 


ANNUAL  MEETING  IN  CHARLESTON 

A few  months  ago,  we  had  our  Housestaff  Section  Annual  Meeting,  in  conjunction 


with  the  Annual  Meeting  of  the  SCMA. 
re-elected : 

Pres ident : 

Vice  President: 

Sec  reta  ry : 

SCMA  Delegates: 

SCMA  Alternate  Delegates; 

AMA  Delegates: 

AMA  Alternate  Delegates: 


The  following  Officers  were  elected  or 


Steven  K.  White , M.  D. 
Stuart  C.  Owens , M.  D. 
Danny  Mikell , M.  D. 

Steven  K.  White,  M.  D. 
Stewart  C.  Owens,  M.  D. 

Danny  Mikell,  M.  D. 
David  Downie , M.  D. 

Steven  K.  White,  M.  D. 
Stuart  C.  Owens,  M.  D. 
Susan  Johnson,  M.  D. 

Danny  Mikell,  M.  D. 
David  Downie,  M.  D. 
Stuart  Haskin,  M.  D. 


Recently,  Stuart  Haskin  finished  his  residency  in  Charleston.  We  wish 
him  luck  in  private  practice.  Susan  Johnson  is  finishing  in  December,  1983, 
and  Stuart  Owens,  our  current  Vice  President,  is  transferring  to  Duke  in  ENT. 
Therefore,  we  have  three  positions  opening  up.  If  you  are  interested  in 
holding  office,  please  contact  me  or  one  of  the  other  Officers  above  for 
further  details.  You  may  contact  us  directly  or  through  the  SCMA. 


AMA  HOUSE  STAFF  SECTION 

The  Seventh  Annual  Assembly  meeting  was  held  in  Chicago  on  June  17.  Probably 
the  biggest  accomplishment  the  Residents  made  was  establishing  a Resident 
seat  on  the  AMA  Board  of  Trustees  with  full  voting  privileges.  This  represents 
many  years  of  hard  work.  The  Interim  AMA  meeting  will  convene  in  Los  Angeles 
in  December,  and  we  hope  to  send  a full  Delegation  from  South  Carolina. 

MEMBERSHIP 

I recently  appointed  David  Downie  to  the  SCMA  Membership  Committee.  I am 
letting  him  fill  my  position,  with  the  approval  of  Dr.  James  Herlong,  Chairman, 
because  he  lives  in  Columbia  and  it  will  be  easier  for  him  to  attend  the 
committee  meetings.  Our  goal  is  to  increase  our  membership  above  300. 


PERSONAL  NOTE  FROM  THE  PRESIDENT 


If  you  have  any  questions , or  would  like  to  provide  input  on  the  state  and 
national  levels , please  feel  free  to  contact  us.  Meantime , good  luck  to  all 
of  the  first  year  Residents . 


Steven  K.  White , M.  D.f  President 
House  Staff  Physicians  Section 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


THE  FUTURE  OF  SOUTH  CAROLINA  CHILDREN 
IS  MADE  BETTER 

BY  YOUR  STATE  MEDICAL  AUXILIARY 

“Child  Abuse  and  Neglect”  is  a key  focus  of  the  national  auxiliary  for  1983-1984,  under  the  Shape  Up 
For  Life  campaign.  This  has  been  a major  area  of  concern  for  the  South  Carolina  Medical  Association 
Auxiliary  for  the  past  ten  years  and  continues  to  be  a project  close  to  the  heart  of  our  state  auxiliary. 

SCMAA  spearheaded  a state-wide  Forum  of  Child  Protection  in  1974  which  led  to  the  formation  of 
Multidisciplinary  Committees  on  Child  Protection  in  approximately  26  counties.  Auxiliary  leaders  visited 
Governor  James  Edwards  and  he  subsequently  called  the  first  South  Carolina  Governor’s  Conference  on 
Child  Protection  in  1976. 

Our  Child  Protection  Committee  continues  to  be  involved  in  trying  to  help  to  change  communities  and 
institutions  in  such  a way  as  to  bring  about  better  conditions  for  abused  and  neglected  children.  The  major 
thrust  of  this  committee  has  been  to  try  to  get  private  and  state  agencies  and  volunteer  organizations  to 
work  together  to  solve  the  problem  of  abused  and  neglected  children. 

The  members  of  the  Child  Protection  Committee  serve  actively  on  the  South  Carolina  Child  Protection 
Advisory  Committee.  Mrs.  Rufus  H.  Cain,  of  Dillon,  serves  as  chairman  of  both  committees.  Other 
auxiliary  members  currently  serving  are  Mrs.  Leonard  W.  Douglas,  Mrs.  John  M.  Shingler,  Mrs.  Lucius  M. 
Cline,  and  Mrs.  Alton  Brown.  Many  other  auxiliary  members  have  served  actively  in  the  past. 

This  year,  SCMAA  and  the  Child  Advisory  Committee,  in  cooperation  with  several  state  health  and 
social  agencies  and  other  volunteer  groups,  will  co-sponsor  a seminar  on  “Volunteer  Guardian  Ad  Lidem” 
to  be  held  October  7,  1983,  9:30  am  — 3:00  pm,  at  the  Carolina  Inn  in  Columbia. 

This  conference  will  offer  interested  auxiliary  members  and  others  an  opportunity  to  participate  in  a 
concrete  way  to  assist  children  who  are  the  victims  of  child  abuse  and  neglect  in  our  state.  One  may  choose 
to  participate  as  a volunteer  Guardian  Ad  Lidem  or  may  serve  as  an  advocate  or  catalyst  in  the  community 
to  promote  the  program. 

The  Volunteer  Guardian  Ad  Lidem  is  appointed  to  represent  a child  in  court.  He  or  she  speaks  for  the 
child  and  truly  represents  the  interest  of  the  child  in  a court  hearing  because  he  or  she  is  not  connected  with 
an  agency  or  the  family. 

Our  children  deserve  this  representation  by  a concerned,  caring  person.  Encourage  someone  from  your 
county  medical  auxiliary  to  attend  this  informative  seminar  on  October  7! 


For  further  information  contact:  Mrs.  Rufus  H.  Cain,  Jr.:  774-8291  or  Mrs.  J.  Frank  Biggers: 
549-1337. 
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The  early  years.. .the  middle  years. ..the  later  years.. 


it’s  never  too  soon  or  too  late 
to  practice  good  health  habits. 

Exercise  regularly,  eat  right, 
manage  stress,  don’t  smoke, 
use  alcohol  only  in  moderation, 
get  adequate  sleep. 

You  can  bet  your  life  that  total  fitness 
— physical  and  mental  — 
pays  off. 

To  find  out  how  you  can 

make  good  health  a habit  and  Shape  Up  for  Life, 
write  for  free  pamphlets  from 
the  AMA  Auxiliary, 

535  N.  Dearborn  St., 

Chicago,  IL  60610. 

This  message  is  presented  in  the  interests  of  your  good  health  by 
the  American  Medical  Association  Auxiliary,  Inc. 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


October,  1983 


Rumors  are  floating  around  of  a possible  special  session  this  fall  to  handle  Reapportion- 
ment matters.  This  prospect,  however,  seems  dim,  since  the  Conference  Committee  on 
Reapportionment  appears  incapable  of  coming  together  on  any  one  Reapportionment  plan  for 
South  Carolina’s  Senatorial  districts. 

SCAPELL  NEWS 


Work  on  the  SCMA  - S.C.A.P.E.L.L.  (South  Carolina  Auxiliary-Physicians’  Educational 
Legislative  Liaison)  continues. 

k special  letter  went  out  to  each  and  every  SCAPELL  contact  the  last  week  in  September. 

In  addition  to  reinterating  what  was  stated  in  the  September  Legislative  Update,  this 
letter  from  our  Association  President  described  our  legislative  priority  system  and 
listed  the  legislative  priorities  for  the  1984  General  Assembly  session. 

These  "SCAPELL"  contacts  will,  of  course,  be  asked  to  contact  their  designated  representative 
or  senator  during  the  coming  legislative  session,  communicating  the  position  of  SCMA  on  the 
various  issues.  This  letter  we  referred  to,  however,  depicts  which  bills  we  will  be  support- 
ing, opposing,  etc. , and  exactly  where  they  stand  on  our  three-tiered  priority  system. 

This  priority  system,  in  a nutshell,  works  basically  as  follows: 

k.  Major  concern  to  SCMA  all-out  effort. 

B.  Substantial  effort  (may  include  personal  lobbying,  but  should  not  detract  from 
lobbying  efforts  on  cagegory  A issues). 

C.  Important  (efforts  should  be  limited  to  presentation  of  oral  or  written  testimony  with 
only  limited  lobbying) . 

Plans  are  underway  to  send  an  additional  letter  to  the  SCAPELL  group  in  late  October  with 
a third  mail  out  scheduled  for  the  last  week  in  December. 

DHEC  PROPOSES  ENACTMENT  OF  TRIPLICATE  PRESCRIPTION  LAW 


This  summer  the  Board  of  the  Department  of  Health  and  Environmental  Control  endorsed,  for 
the  first  time,  the  concept  of  triplicate  prescriptions.  In  following  through  on  this 
recommendation,  DHEC,  in  its  presentation  to  the  State  Budget  and  Control  Board  and  to 
the  Finance  Committees  of  the  Legislature,  formally  requested  that  sufficient  additional 
tunds  be  allocated  to  the  DHEC  portion  of  the  State  Budget  Bill  to  underwrite  this  program. 

Although  the  specific  details  of  this  proposal  are  not  yet  in,  this  program,  like  the 
rive  or  six  other  states  under  this  system,  works  somewhat  as  follows:  The  law  would 

specifically  require  physicians  who  write  prescriptions  for  scheduled  drugs  to  do  so  on 
a special  triplicate  prescription  form.  Physicians  who  are  registered  to  write  prescrip- 
tions for  controlled  substances  would  be  issued  serially  numbered  prescription  pads. 

/hen  writing  a prescription  for  a scheduled  drug,  the  physician  would  retain  one  copy  of 
the  form  for  his  records,  with  the  remaining  two  copies  given  to  the  patient.  The  phar- 
macist dispensing  the  prescribed  drug  would  retain  one  of  the  remaining  two  copies  for 


his  record,  and  at  the  end  of  each  calendar  month,  would  mail  all  three  copies  to  the 
state  agency  with  responsibility  for  system  oversight.  The  information  thus  obtained 
would  be  computerized  to  generate  reports  indicating  apparent  patterns  in  prescribing 
and  dispensing  practices,  changing  trends  in  drug  usage  and  abuse  patterns  of  individual 
purchasers . 

This  legislation  has  been  attempted  in  several  other  states — most  notably,  Georgia,  very 
recently.  It  has  been  defeated,  however,  mainly  on  the  basis  of  cost  effectiveness, 
interference  with  a physician-patient  relationship,  impact  on  physicians'  prescribing 
practices  and  overall  inconvenience  and  cost  to  both  physicians  and  pharmacists. 

In  formulating  this  proposal,  the  DHEC  Board  ignored  the  recommendations  of  its  own 
Health  Care  Advisory  Committee,  which  recommended  against  such  a proposal.  Also,  two 
years  ago  the  Governor’s  Advisory  Committee  on  Prescription  Drug  Abuse  recommended 
against  such  a proposal.  This  Task  Force  was  made  up  of  a wide-ranging  group  of  pro- 
viders, government  representatives,  consumers,  etc. 

The  largest  factor  that  has  caused  the  defeat  of  Triplicate  Prescription  proposals  in 
many  states  has  been  the  cost.  For  example,  California  spends  $600,000  per  year.  New 
York,  $500,000  per  year.  Yet,  the  effectiveness  is  minimal.  In  California,  the  system 
initiated  only  4%  of  successful  cases  over  5 years,  whereas  New  York  conducted  8 million 
audits  over  20  months  with  only  2 convictions. 

Such  a law  would  also  give  the  State  a vast  arsenal  of  otherwise  essentially  privileged 
information  between  the  physician  and  his  patient,  i.e.,  patient's  name,  address,  age, 
name  and  address  of  the  physician,  date  patient  sought  medical  help,  the  specific  medi- 
cation for  patient  ailment,  and  the  physician's  instructions  to  patient  for  prescription 
use. 

A Triplicate  Prescription  Program  is  also  duplicative.  It  basically  gathers  the  same 
information  as  the  U.  S.  Drug  Enforcement  and  Administration's  ARCOS  System.  This 
governmental  system  has  been  proven  to  be  effective  at  no  real  cost  to  the  various 
states.  Logically,  this  legislation  will  only  be  a stepping  stone  to  a later  broadening 
of  the  law  to  include  all  controlled  drugs,  with  all  the  attendant  invasion  of  privacy, 
cost,  etc. 

The  battle  now  looms  probably  in  the  House  Ways  and  Means  Committee,  which  will  scrutinize 
the  DHEC  section  of  the  Annual  Appropriations  Bill  for  the  1984-85  year.  Contact  your 
local  Senator  and  Representative  about  this  issue,  especially  those  Representatives  who 
serve  on  the  House  Ways  and  Means  Committee. 

INSURANCE  EQUALITY  LEGISLATION  - H.2772  (CHIROPRACTORS)  AND  H .2737  (PSYCHOLOGISTS) 

On  9/29/83  the  last  of  four  hearings  was  held  on  the  so-called  Insurance  Equality  Bills. 
Called  by  such  name  and  also  dubbed  "Freedom  of  Choice"  legislation  by  its  sponsors,  it 
would  require  health  insurance  policies  to  pay  for  services  rendered  by  chiropractors 
(H.2772)  and  psychologists  (H.2737)  when  they  perform  functions  similar  to  those  per- 
formed by  physicians — provided  the  health  insurance  policy  pays  physicians  for  those 
same  services. 

In  addition  to  the  many  physicians,  chiropractors  and  psychologists  who  testified  on  these 
bills,  a significantly  large  number  of  insurance  companies  and  their  agents  and  representa- 
tives, and  a large  number  of  business  concerns— large  and  small-testified  before  the  committe 
These  insurance  and  business  spokesmen  were  overwhelming  in  opposition  to  this  legislation 
and  they  invariably  cited  the  high  cost  attendent  in  passing  laws  mandating  coverage  for 
certain  health  professionals.  Hopefully  the  legislators  on  the  sub-committee  conducting 
the  hearings  listened  to  these  interested  third  parties  who  will  be  greatly  affected  by 
the  legislation. 
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The  South  Carolina  Heart  Association’s  com- 
mitment to  foster  continued  dialogue,  study,  and 
conferences  on  Emotional  Stress  has  resulted  in 
the  Third  National  Conference  on  Emotional 
Stress  and  Cardiovascular  Disease.  This  con- 
ference was  held  on  April  30,  May  1 and  2,  1982 
and,  as  previous  conferences,  on  the  beautiful 
coast  of  South  Carolina.  The  conference  was  orga- 
nized by  the  Task  Force  on  Emotional  Stress  and 
Heart  Disease  of  the  South  Carolina  Heart  Asso- 
ciation, which  has  been  an  ongoing  Task  Force 
now  of  almost  ten  years’  duration.  The  First  Na- 
tional Conference  on  Emotional  Stress  and  Heart 
Disease  was  held  October  1-4,  1975,  at  Myrtle 
Beach,  South  Carolina,  and  the  Second  National 
Conference  was  held  October  13-15, 1978.  Both  of 
these  conferences  have  been  published;  the  first  as 
a supplement  to  the  South  Carolina  Medical  Asso- 
ciation’s Journal,  and  the  second  as  a special  issue 
of  The  Journal.  We  hope  that  this  particular 
publication  will  continue  to  make  available  to  the 
practicing  physician,  as  well  as  others,  a source  of 
extremely  useful  information  in  this  now  well 
recognized  “risk  factor’’  in  heart  disease. 

The  South  Carolina  Heart  Association  feels 
some  sense  of  pride  as  having  been  a leader  in  this 
field  of  effort  and  hopes  to  continue  with  further 
conferences  in  the  future.  This  work  could  not 


have  been  done  without  the  financial  as  well  as 
other  types  of  support  from  many  institutions 
which  have  been  listed  in  The  Journal.  Particular 
thanks,  however,  should  be  given  to  the  Zemp 
Trust  who  not  only  supported  the  first  two  con- 
ferences as  well  as  this  conference,  but  also  under- 
wrote a planning  conference  attended  by  many  of 
the  speakers  whose  reports  are  in  this  copy  of  The 
Journal. 

In  February  1976,  Dr.  Hendrix  noted  in  his 
introduction  of  the  publication  of  the  first  con- 
ference, “It  is  realized  that  not  all  questions  could 
be  answered.’’  Certainly,  that  statement  remains 
true  today,  but  some  of  the  questions  are  being 
answered  and  more  importantly,  serious  consider- 
ation of  this  tantalizing  and  difficult  sphere  of 
medicine  is  being  more  seriously  approached  by 
the  profession  as  a whole. 

We  again  would  like  to  thank  the  some  75 
attendees,  the  participants,  and  those  who  sup- 
ported this  effort.  We  will  look  forward  to  seeing 
many  of  them  at  our  next  conference,  hopefully  in 
the  next  year  or  so. 

C.  Warren  Irvin,  Jr.,  M.D.,  Chairman, 
Task  Force  on  Emotional  Stress 
& Heart  Disease, 

S.  C.  Heart  Association 
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Professionals.  As  financial 
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STRESS,  VASCULAR  CHANCES  AND  THE 
POTENTIAL  FOR  BEHAVIORAL  MODIFICATION 

JOHN  P.  MEEHAN,  M.D.* 


The  human  being  may  respond  to  the  stressful 
environment  with  one  or  both  of  two  well  recog- 
nized mechanisms.  The  first  may  be  the  sym- 
patho-adrenal  medullary  or  fight-flight  mech- 
anism described  by  Cannon1  and  the  second  is  the 
pituitary  adrenal  cortical  mechanism  extensively 
studied  by  Selye.2  In  actual  life  experiences,  it  is 
probably  very  rare  that  one  mechanism  would  act 
alone.  Rather,  some  mix  of  the  two  mechanisms  is 
usually  involved  although  one  may  dominate  over 
the  other.  The  central  neuro-anatomical  struc- 
tures involved  and  their  functional  relationships 
are  not  completely  understood.  Figure  1 is,  how- 
ever, an  approach  to  representing  operative  inter- 
actions. The  neo-cortex  serves  to  interpret  incom- 
ing sensory  information.  Interactions  with  the 
limbic  system,  either  the  fight-flight  mechanism 
headquartered  in  the  amygdalla  or  the  with- 
drawal-pituitary adrenal  cortical  response,  possi- 
bly based  in  the  hippocampus,  or  a combination  of 
the  two  mechanisms  become  activated.  The  hy- 
pothalamus is  in  the  position  of  receiving  informa- 
tion from  the  more  rostral  neural  structures  and 
then  appropriately  activating  the  sympatho-adre- 
nal  and/or  the  pituitary  adrenal  cortical  system. 

There  is  a distinct  diurnal  variation  in  the  ac- 
tivity of  the  two  response  mechanisms.  One  of  the 
more  dramatic  indications  of  this  diurnal  activity 
has  been  provided  by  direct  24-hour  monitoring 
of  arterial  blood  pressure.  Figure  2 is  a plot  of  such 
data.  The  systolic  pressure,  the  diastolic  pressure 
and  the  heart  rate  are  graphed  for  one  24-hour 
period  in  a normotensive  individual.  There  is 
almost  a 40  mm.  hg.  variation  in  the  systolic 
pressure  and  a concomitant  variation  of  20  mm. 
hg.  in  the  diastolic  pressure.  Arterial  pressure  is  by 
no  means  constant  throughout  the  24-hour  period. 
In  early  hypertension,  the  blood  pressure  varia- 
tion shifts  to  a higher  range  of  values  in  keeping 


° Department  of  Physiology  and  Biophysics,  University  of 
Southern  California  School  of  Medicine,  2025  Zonal  Avenue, 
Los  Angeles,  California  90033. 


with  the  recognized  increase  in  sympathetic  ac- 
tivity noted  in  this  abnormality.3 

The  sympatho-adrenal  medullary  system  can 
react  strongly  to  an  acute  stress.  However,  the 
response  is  transient  in  the  normotensive  indi- 
vidual. A particularly  striking  example  was  re- 
corded by  an  Air  Force  physician  test  pilot  in  the 
course  of  evaluating  an  indirect  in-flight  blood 
pressure  recording  system.4  The  brachial  artery 
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FIGURE  1:  Diagrammatic  representation  of  central  neural 
structures  involved  in  stress  response  mechanisms. 


FIGURE  2.  Diurnal  variation  of  heart  rate  and  blood  pres- 
sure. Upper  solid  line=  systolic.  Lower  solid  line=  diastolic 
pressure. 
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was  catheterized  and  the  pressure  was  recorded 
with  the  same  equipment  used  for  recording  the 
arterial  pressure  from  the  chimpanzee  Enos  dur- 
ing his  two  orbit  flight  in  Project  Mercury.  The 
pilot  then  carried  out  an  80-minute  flight  in  an 
F-100  fighter  aircraft.  Before  he  started  the  en- 
gine, the  arterial  pressure  was  160  mm.  hg.  sys- 
tolic and  105  mm.  hg.  diastolic  and  rose  to  210 
mm.  hg.  systolic  and  125  mm.  hg.  diastolic.  The 
pressure  then  settled  in  between  160  to  170  mm. 
hg.  systolic  and  100  to  110  mm.  hg.  diastolic 
through  the  flight,  increasing  to  higher  values  on 
landing.  The  heart  rate  peaked  at  120  beats  per 
minute  on  takeoff  and  remained  above  100  beats 
per  minute  throughout  the  flight.  The  pilot  was 
otherwise  normotensive  and  necessarily  met  Air 
Force  standards  for  pilot  duty.  After  the  flight,  the 
arterial  pressure  returned  to  125  mm.  hg.  systolic 
and  75  mm.  hg.  diastolic  after  a short  exercise 
period  on  a treadmill. 

The  acute  blood  pressure  elevation  noted  in  the 
pilot  is  a dramatic  but  time  limited  event.  The 
sympatho-adrenal  medullary  system  can  be 
aroused  chronically  by  manipulations  of  the  psy- 
chosocial environment.5  As  extensively  studied 
and  reported  by  Folkow,6  such  chronic  arousal 
leads  to  a structural  adaptation  on  the  part  of  the 
muscular  elements  of  the  vascular  system.  Vascu- 
lar smooth  muscle  hypertrophies  leading  to  an 
increase  in  the  resistance  to  blood  flow  through 
the  arterioles.  Cardiac  muscle  also  hypertrophies. 
In  short,  the  system  adapts  to  functioning  at  a 
higher  pressure  but  at  the  same  time  maintains 
necessary  peripheral  blood  flow.  It  is  of  particular 
importance  to  realize  that  vascular  smooth  and 
cardiac  muscle  adapt  architecturally  to  the  level 
of  stimulus  supplied  by  the  sympatho-adrenal 
medullary  system. 

Support  for  the  observations  of  Folkow  has 
been  provided  by  the  work  of  Bevan  et  al.,7  who 
examined  arteries  of  rabbits  made  hypertensive 
by  partial  constriction  of  the  abdominal  aorta 
above  the  renal  arteries.  These  authors  have  iden- 
tified a two  phase  response  of  the  arterial  wall  in 
response  to  a rise  in  pressure.  The  first  is  a dy- 
namic proliferative  response  of  the  vascular 
smooth  muscle  cells  associated  with  increases  in 
several  measures  of  adrenergic  nerve  function. 
These  changes  occur  by  the  time  the  pressure  has 
stabilized  at  the  expected  higher  level  resulting 
from  the  constriction  of  the  aorta.  A subsequent 


equilibrium  phase  then  follows  that  is  charac- 
terized by  increased  numbers  of  smooth  muscle 
cells  and  minimal  changes  in  the  adrenergic  in- 
nervation. The  immediate  response  to  the  con- 
striction is  an  increase  in  adrenergic  outflow  to 
vascular  effector  cells.  This  is  occasioned  in  large 
part  by  the  positive  feedback  effect  of  the  renin 
angiotensin  system  on  specific  hypothalamic  nu- 
clei which  in  turn  augment  the  output  of  the 
sympathetic  nervous  system.  Pressure  rises  until 
flow  past  the  constriction  normalizes.  At  this  time, 
adaptive  vascular  structural  changes  have  taken 
place  and  increased  sympathetic  outflow  is  no 
longer  necessary  for  maintenance  of  blood  flow 
past  the  constriction. 

Turning  now  to  the  pituitary-adrenal  cortical 
system,  once  again  a clear  diurnal  variation  in 
activity  can  be  readily  identified.  Figure  3 is  a plot 
of  plasma  cortisol  levels  throughout  one  twenty- 
four  hour  period.  The  highest  values  are  seen  in 
the  mid-morning  hours  after  which  the  levels  fall 
to  a low  point  very  early  in  the  morning.  The  level 
then  rises;  this  rise  actually  precedes  awakening 
and  arising  from  bed.  Of  interest,  data  from  a 
patient  suffering  from  depression  are  also  plotted. 
The  maximum  values  are  a bit  higher  than  the 
normal  while  the  low  values  are  decidedly  higher 
than  those  of  the  normal. 

The  adrenal  cortical  secretion  of  cortisol  is  con- 
trolled by  the  pituitary  hormone  ACTH.  The 
release  of  ACTH  is  under  the  control  of  the  me- 
dian eminence  of  the  hypothalamus  which,  as 
seen  in  Figure  1,  receives  inputs  from  the  limbic 
system.  These  inputs  may  signal  an  increase  in 
ACTH  secretion  in  response  to  fear  or  anxiety. 


FIGURE  3:  Diurnal  variation  of  plasma  cortisol  concentra- 
tions for  normal  and  depressed  individuals. 
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Inputs  from  the  reticular  formation  are  responsi- 
ble for  the  ACTH  response  to  injury.  Inputs  from 
the  supra-chiasmatic  nuclei  appear  to  be  responsi- 
ble for  the  diurnal  variation  noted  above.  The 
hypothalamic  nuclei  responsible  for  bringing  into 
action  the  pituitary  adrenal  cortical  system  are 
different  from  those  responsible  for  activating  the 
sympatho-adrenal  medullary  system.  Laterally 
placed  nuclei  are  responsible  for  general  arousal 
of  the  sympathetic  activity  associated  with  the 
flight-fight  response.  Dorsomedially  situated  nu- 
clei seem  to  be  involved  in  the  activation  of  the 
secretion  of  adrenalin  and  nor-adrenalin  from  the 
adrenal  medulla,  also  a part  of  the  flight-fight 
response. 

There  is  an  interaction  between  nor-adrenalin 
and  cortisol.  Adrenalectomized  animals  cannot 
tolerate  a stress  such  as  hemorrhage  even  though 
there  may  be  an  abundant  production  of  nor- 
adrenalin.  Cortisol  is  necessary  for  the  mainte- 
nance of  the  expected  responsiveness  of  both  car- 
diac and  vascular  smooth  muscle  to  nor-adrenalin. 
Indeed,  cortisol  serves  to  augment  the  response  of 
cardiac  and  vascular  smooth  muscle  to  adrenergic 
stimulation.8  The  effect  may  in  part  be  due  to 
augmented  overflow  of  nor-adrenalin  from  the 
neuro-muscular  junction  and,  at  the  same  time, 
inhibition  of  its  uptake  by  extra  neural  tissues.  The 
result  would  be  a more  effective  response  for  a 
given  level  of  sympathetic  stimulation. 

The  differential  activation  of  the  two  stress 
response  systems  has  been  investigated  in  subjects 
performing  a task  requiring  only  effort  and  an- 
other task  causing  distress.9  A self-paced  reaction 
time  task  produced  effort  but  not  distress  as  evalu- 
ated by  subject  interview.  It  did,  however,  pro- 
duce an  increase  in  urinary  adrenalin  and  a 
decrease  in  urinary  cortisol  secretion.  A monoto- 
nous vigilance  task  was  found  to  produce  distress 
and  was  associated  with  an  increase  in  the  excre- 
tion of  both  cortisol  and  adrenalin. 

The  interaction  of  the  sympatho-adrenal 
medullary  and  the  pituitary  adrenal  cortical  sys- 
tem in  the  development  of  coronary  artery  disease 
has  been  extensively  reviewed  by  Henry.10  He 
notes  that  the  driving  characteristic  of  the  type  A 
personality  repeatedly,  if  not  chronically,  arouses 
the  sympathetic  system.  The  constant  drive  of  the 
type  A personality  may  lead  to  frustration,  distress 
and  then  to  some  level  of  depression.  Distress  and 
depression  are  associated  with  increased  cortisol 


production.  Troxler11  has  indeed  reported  an  asso- 
ciation between  elevated  plasma  cortisol  levels 
and  early  atherosclerosis.  Of  particular  interest 
are  the  studies  of  Weinstein  and  Stemerman12  that 
demonstrated  that  serum  free  hormone-supple- 
mented cultures  of  arterial  smooth  muscle  cells 
spontaneously  formed  atherosclerotic  plaque  nod- 
ules when  the  medium  included  hydrocortisone. 
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FIGURE  4:  Graphic  representation  of  the  interaction  of  the 
two  stress  response  mechanisms. 


At  least  within  the  hypothalamus  there  are 
separate  pathways  that  serve  to  activate  the  sym- 
patho-adrenal medullary  system  and  the  pituitary 
adrenal  cortisone  system.  An  important  interac- 
tion occurs  peripherally  between  these  two  sys- 
tems and  there  is  the  potential  for  differentially 
arousing  these  two  systems  in  response  to  stress. 
Figure  4 is  a graphic  approach  to  looking  at  the 
interaction  between  these  two  systems.  The  ab- 
scissa represents  plasma  concentrations  of  cortisol. 
The  ordinate  is  systolic  blood  pressure  which  is 
taken  here  as  a measure  of  the  activity  of  the 
sympatho-adrenal  medullary  system.  There  is  a 
diurnal  variation  in  each  of  these  parameters,  and 
on  this  basis  it  is  possible  to  plot  a rectangle  that 
indicates  the  operating  ranges  of  healthy  indi- 
viduals. This  is  not  to  say  that  occasional  stresses 
will  not  take  the  individual  out  of  the  desirable 
operating  ranges.  Only  chronic  arousal  is  ex- 
pected to  result  in  disturbed  cardiovascular  func- 
tion. Hypertension  is  recognized  here  as  primarily 
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a disturbance  of  adrenergic  activity.  Coronary 
artery  disease  is  taken  here  to  be  associated  with 
chronic  arousal  of  the  pituitary  adrenal  cortical 
system.  Neither  disturbance  is  exclusive  of  the 
other. 

The  ability  of  the  individual  to  minimize  the 
arousal  of  either  of  the  two  response  mechanisms 
to  stress  can  be  conditioned  by  the  early  experi- 
ence of  the  individual.  Watson,  et  a/.,13  studied 
the  effects  of  handling  or  isolation  on  the  subse- 
quent ability  of  mice  to  enter  into  and  become  a 
functional  part  of  a social  hierarchy.  Animals 
handled  during  infancy  readily  entered  interac- 
tive social  behaviors  with  other  mice.  Those  raised 
in  isolation  had  difficulty  socializing  and  also  had 
higher  plasma  levels  of  cortisone  than  did  the 
animals  receiving  the  handling  treatment.  Fur- 
thermore, males  raised  to  adulthood  in  isolation 
failed  to  develop  normal  social  behavior  and  se- 
vere fighting  was  observed  throughout  a fifteen 
week  period  of  observation  in  a social  setting. 
Their  systolic  blood  pressures  were  consistently 
higher  than  that  found  in  socialized  animals. 
These  observations  demonstrated  that  early  expe- 
rience conditioned  the  response  of  the  two  stress 
response  mechanisms. 

In  considering  the  matter  of  behavioral  modifi- 
cation as  an  approach  to  controlling  the  stress 
response  mechanisms,  the  matter  of  early  experi- 
ence assumes  a critical  role.  Recalling  the  neural 
interactions  diagrammed  in  Figure  1,  it  is  evident 
that  the  most  rostral  neural  substrates  concerned 
with  the  stress  response  mechanisms  are  develop- 
ing and  being  conditioned  by  the  early  experi- 
ences of  the  individual.  The  experiments  with 
mice  discussed  above  show  that  modifying  early 
experience  can  have  a determining  effect  on  how 
the  stress  response  mechanisms  will  behave  in 
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later  life.  The  mouse  lacks  the  most  rostral  fore- 
brain structures  found  in  man.  It  may  well  be 
anticipated  that  the  human  will  respond  to  early 
experiences  in  more  subtle  and  complex  ways. 
The  study  of  the  interactions  of  adults  with  coro- 
nary artery  disease  may  well  be  the  best  approach 
to  developing  an  understanding  of  early  develop- 
mental factors  giving  a predisposition  to  this  dis- 
ease. □ 
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STATUS  REPORT:  STRATEGIC  PLANNING  COMMISSION  STUDY 


Last  month,  in  the  second  series  of  meetings  with  the  consulting  firm  of  Mc- 
Manis  & Associates,  the  SCMA  Long  Range  Planning  Commission,  authorized  by  the 
House  of  Delegates  in  April,  reached  consensus  on  a number  of  topics  which  will 
have  significant  impact  on  the  future  of  the  Association  and  its  subsidiaries  and 
affiliated  organ i zat i ons . 

The  Planning  Commission  reviewed  results  of  the  recent  survey  of  all 
physicians  in  the  state,  based  on  a total  of  1,077  respondents  whose  question- 
naires were  returned  in  time  to  be  included.  Respondents  totalled  26  percent 
of  the  physicians  in  South  Carolina.  Nine  hundred  three  were  SCMA  members,  and 
\7k  were  non-members. 

Based  on  data  from  this  survey,  members  of  the  Planning  Commission  were 
able  to  formulate  a tentative  working  "mission,"  or  purpose,  for  the  Association, 
and  thus  proceed  to  develop  priorities  for  major  areas  of  activities  for  the 
immediate  future  and  on  a long-term  basis. 

In  considering  priority  activities,  Planning  Commission  members  reviewed 
an  environmental  assessment  of  health  care  issues  in  South  Carolina,  such  as 
pressures  for  cost  containment,  competition  among  physicians  and  other  health  care 
providers,  alternative  methods  of  payment  (e.g.,  DRG's),  socioeconomic  conditions, 
including  care  for  indigent  patients,  and  the  perceived  image  of  the  association 
and  the  medical  profession  in  general. 

A more  detailed  report  will  be  included  in  the  November,  1983  issue  of 
The  Journal  of  the  South  Carolina  Medical  Association.  Meantime,  information  on 
Planning  Commission  activities  has  been  disseminated  to  county  and  specialty 
societies  through  communications  from  SCMA  Headquarters  and  visits  to  county 
societies  by  SCMA  leadership  and  staff. 


LOW  LEVEL  NUCLEAR  WASTE  DISPOSAL 

The  SCMA  Executive  Committee  has  voted  to  support  Senator  Strom  Thurmond  in 
his  efforts  to  secure  passage  of  S.17^9,  legislation  which  would  result  in  a 
southeastern  interstate  compact  to  allow  states  to  begin  naming,  constructing, 
and  licensing  new  sites  for  low  level  nuclear  waste  disposal.  The  legislation 
would  exclude  waste  generated  from  outside  the  southeastern  region.  The  SCMA 
has  been  supportive  of  efforts  in  the  past  to  ensure  ongoing  disposal  of 
medically  generated  low  level  radioactive  waste. 


***  NEWS  FROM  THE  S.  C.  PHARMACY  BOARD 


* * * 


This  is  the  third  of  four  articles  in  the  " Newsletter " as  a result  of  SCMA 
liaison  with  the  S.  C.  Board  of  Pharmacy . The  information  presented  here 
is  developed  with  the  goal  of  enhancing  the  relationship  between  pharmacists 
and  physicians  in  their  respective  practice  environments . 


MULTIPLE  PRESCRIPTIONS  PER  PRESCRIPTION  BLANK  --  A nN0  NO" 

Many  things  physicians  do  in  their  practices  are  done  with  an  eye  toward  being 
more  efficient.  Such  efficiency  obviously  allows  a physician  more  time  with 
his  patients.  A not  uncommon  practice  in  this  regard  has  been  to  utilize  one 
prescription  blank  to  encapsule  several  drugs  which  may  be  prescribed  for  a 
particular  patient.  This  creates  problems  in  three  areas:  (l)  filing , (2) 

tracking , and  (3)  the  probability  of  errors. 

First,  a pharmacist  files  drug  prescriptions  according  to  the  type  of  drug 
prescribed.  A legend  drug  would  be  filed  separately  from  an  over-the-counter 
drug.  A controlled  substance  would  be  filed  separately,  and  may  even  be  cate- 
gorized into  the  various  schedules  (Schedule  III,  Schedule  IV,  etc.).  The 
pharmacist  is  faced  then  with  the  problem  of  having  to  xerox  the  prescription 
when  two  or  more  drugs  are  listed  on  the  prescription  and  they  are  of  different 
classes.  This  results  in  an  8 1/2  x 11  sheet  rather  than  a nifty  3 x A pre- 
scription size  sheet.  Then  the  pharmacist  must  bring  out  the  scissors  to  cut 
the  paper  down  to  regular  prescription  size. 

Problems  of  tracking  these  drugs  seem  obvious,  and  it  becomes  difficult  to  re- 
trieve information  easily  when  audits  occur  or  the  Chief  Drug  Inspector  wants 
to  know  what  drugs  were  given  out  and  when.  The  proliferation  of  errors  can 
be  easily  predicted  in  such  circumstances.  Additionally,  the  pharmacist  can  mis 
read  instructions  which  have  to  be  written  on  such  a small  surface  --  and  should 
this  happen,  the  patient  is  the  one  who  will  invariably  suffer. 

Many  of  the  leaders  in  medicine  today  consider  writing  multiple  prescriptions 
on  one  blank  to  be  simply  an  instance  of  poor  medical  practice. 

In  late  summer,  DHEC  proposed  to  enact  a triplicate  prescription  program.  SCMA 
is  very  much  opposed  to  such  a statute.  Two  of  the  reasons,  although  not  major 
ones,  is  that  it  is  more  time  consuming  for  the  physician  and  the  patient  in  the 
unnecessary  work  it  creates,  and  it  causes  errors  because  patients  may  lose  or 
misplace  one  or  both  of  the  two  blanks  they  must  carry  to  the  pharmacist  to  have 
each  prescription  filled  under  this  law.  Not  only  does  the  SCMA  feel  that  this 
same  general  logic  applies  in  arguments  opposing  triplicate  prescriptions , but 
a physician  must  realize  also  that  poor  prescription  writing  habits  will  give 
fuel  to  bureaucrats  who  want  harsh  regulatory  laws  which  will  hamstring  phar~ 
macists , physicians , and  their  patients  as  well . 


The  final  article  in  this  series  will  appear  in  the  November  '’Newsletter"  and 
will  contain  a list  of  pharmacists  throughout  the  state  who  may  be  contacted 
by  physicians  experiencing  particular  problems  in  their  area  with  regard  to 
prescri pt ions. 


GOVERNOR'S  TASK  FORCE  ON  PRIMARY  HEALTH  CARE 


j.  Gavin  Appleby,  M.  D. , SCMA  representative  to  the  Governor's  Task  Force  on 
Primary  Health  Care,  recently  reported  to  the  SCMA  Executive  Committee  that 
the  initial  Task  Force  meetings  had  centered  around  preparing  an  appropriate 
definition  of  primary  health  care,  using  as  a model  a recent  article  in  the 
Journal  of  Family  Practice . The  Executive  Committee  agreed  that  this  "working 
definition"  should  be  refined  to  differentiate  between  "health  care"  and  "medical 
care. " 

Meantime,  the  Task  Force,  chaired  by  Senator  Hugh  Leatherman,  held  a series  of 
public  meetings  in  late  September , in  Greenville , Florence , Charleston , and 
Columbia . The  purpose  of  these  meetings  was  to  gather  information  about  the  status 
of  health  care  provided  to  South  Carolinians , and  the  SCMA  provided  input  through 
physicians  in  each  area. 

The  Task  Force  is  responsible  for  studying  and  making  recommendations  about  the  need 
for  additional  health  services  and  improving  current  services  provided  by  the 
state  and  private  health  care  providers.  Plans  call  for  the  development  of  a 
ten-year  plan  to  provide  primary  care  under  the  federally-funded  Primary  Health  Care 
Block  Grant. 


STATUS  REPORT:  SCMA  ACTIVITIES 

The  SCMA  Executive  Committee  recently  reviewed  SCMA  activities  since  the  1983 
Annual  Meeting  in  April,  in  an  effort  to  determine  progress  being  made  by  committees 
and  commissions  on  their  various  assignments  from  the  House  of  Delegates. 

In  the  four  months  since  that  time,  23  of  the  37  standing  committees  and  Boards 
have  met  at  least  once,  some  have  met  twice,  and  additional  meetings  are  planned 
during  the  fall  and  winter  months. 

The  Executive  Committee  noted  that  substantial  work  is  underway  on  32  major  items 
referred  to  committees  from  the  House  of  Delegates.  Some  examples  include  sub- 
stantial plans  already  made  for  the  1 984  annual  meeting,  13  county  society  visi- 
tations either  scheduled  or  pending,  plans  for  legislative  support  and  SCAPELL 
activities,  Risk  Management  Programs,  and  discussions  with  DSS  by  the  Medicaid  and 
Indigent  Care  Committee  on  upgrading  physicians'  fees  and  improving  claims 
processing.  At  the  same  time,  long  range  strategic  planning  is  taking  place  at 
the  leadership  level,  as  described  elsewhere  in  this  " Newsletter ." 

The  Association  and  its  subsidiaries  and  affiliates  are  becoming  more  vital  and 
active  organizations , and  more  of  a "proactive"  rather  than  a "reactive"  attitude 
continues  to  develop. 

The  Executive  Committee  plans  to  review  similar  status  reports  on  ongoing  activities 
approximately  every  four  months  in  the  future. 

AUXILIARY  TO  PARTICIPATE  IN  GOVERNOR'S  CONFERENCE  ON  VICTIMS  OF  CRIME 

With  the  endorsement  of  the  SCMA  Executive  Committee,  the  SCMA  Auxiliary  will 
participate  in  two-day  hearings  in  Columbia  of  the  sub-committee  on  Victims  of 
Crime  and  Domestic  Violence.  In  this  way,  the  Auxiliary  continues  its  commit- 
ment to  projects  in  the  area  of  Child  Abuse. 


DSS  ANNOUNCES  MEDICAID  WORKSHOPS 


The  South  Carolina  Department  of  Social  Services  announces  a series  of  workshops 
throughout  the  state  beginning  this  month  and  continuing  through  December,  1 983 - 
The  workshops  are  designed  for  new  providers  and  their  staffs,  and  will  stress 
changes  published  in  the  Medicaid  Professional  Services  (Physicians')  Manual,  and 
subsequent  revisions  including  policy/program  changes,  cost  containment  measures, 
claims  processing  procedures,  and  billing  instructions.  The  workshops  will  begin 
at  10:00  a.m.  and  will  last  approximately  two  hours.  No  registration  fee  or 
reservation  is  required.  If  you  have  questions  regarding  the  workshops , call 
your  Medicaid  representative  at  (803)  758-3938,  or  7 58-3939 . 

WORKSHOP  SCHEDULE 


October  12 

Columbia 

Richland  Memorial  Hospital  Auditorium 

October  19 

Greenwood 

Piedmont  TEC 

October  25 

Florence 

Francis  Marion  College,  Room  114, 
Cauthen  Media  Center 

October  27 

Conway 

Horry-Georgetown  TEC,  Bldg.  4,  Rm.  424 

November  1 

Charleston 

TriDent  TEC,  Bldg.  100,  Room  169 

November  8 

Aiken 

Aiken  TEC,  Continuing  Education  Bldg. 

November  15 

Savannah 

Memorial  Medical  Center,  Allied  Health 
Building 

November  29 

Augusta 

St.  Joseph's  Hospital , Sister  Mary 
Louise  Conference  Room 

December  1 

Greenville 

Allied  Health  Building  Auditorium 

December  6 

Rock  Hill 

York  TEC,  Building  118 

December  13 

Charlotte 

Memorial  Hospital , Medical  Center  Audit 

December  15 

Columbia 

Richland  Memorial  Hospital  Auditorium 

The  Columbia  workshops  will  be  repeated  at  2:00  p.m.  on  each  scheduled  date. 


CAPSULES. . . 


. . .Frederic  G.  Jones,  M.  D . , has  been  nominated  by  the  SCMA  to  serve  on  a 
DHEC  Review  Panel  which  will  recommend  groups  for  the  Department  of  Health  and 
Human  Services'  Outstanding  Achievement  Awa rd ... .After  endorsement  by  the  SCMA, 
Fred  Phillips , M.  D. , has  been  appointed  by  President  Reagan  to  serve  on  the 
National  Health  Planning  and  Advisory  Counc i 1 ... .Vice  President  George  Bush 
is  the  featured  speaker  when  Dr.  James  Edwards  is  formally  installed  as  the 
President  of  the  Medical  University  of  South  Carolina  on  October  15,  1983  in 
Charleston. . . . 

....SCMA  President,  Randolph  D.  Smoak,  Jr.,  M.  D. , addressed  the  entering 
students  last  month  at  a meeting  of  the  freshman  class  in  the  School  of  Medicine 
at  MUSC.  The  entire  freshman  class  will  become  student  members  of  the  SCMA 
for  1 984. . . .SCMA  President-Elect , Kenneth  N.  Owens,  M.  D.,  acting  as  official 
representative  of  the  Association,  attended  the  dedication  of  the  new  facilities 
for  the  School  of  Medicine  of  the  University  of  South  Carolina,  held  on  September 
30. 

. . . .Waitus  O.  Tanner,  M.  D. , has  been  chosen  to  serve  as  Chief  Teller  for 
the  Interim  Meeting  of  the  AMA  House  of  Delegates,  to  be  held  December  4-7,  1983, 
in  Los  Angel es ....  The  Orangeburg  Vocational  Rehabilitation  Center  Advisory  Board 
each  year  recognizes  outstanding  industries  and  individuals  for  their  contribution 
in  hiring  and  working  with  the  handicapped.  Randolph  D.  Smoak,  Jr.,  M.  D. , was 
honored  recently  by  this  group  by  being  named  as  Physician  of  the  Year.... 


CAFFEINE,  STRESS,  AND  CARDIOMYOPATHY* 


JAMES  P.  HENRY,  M.D.** 
PATRICIA  M.  STEPHENS 


There  is  evidence  that  drinking  coffee  may  be 
related  to  ventricular  premature  beats,  and  in 
naive  young  adults  the  caffeine  equivalent  of  two 
250-cc  cups  of  strong  coffee  caused  sympathetic 
arousal,  increasing  plasma  renin  57%,  norepi- 
nephrine 75%,  and  doubling  plasma  epinephrine. 
The  habitual  ingestion  of  caffeine  is  associated 
with  anxiety,  irritability,  depression,  and  in- 
creased hostility.  Thus  the  behavioral  risk  factors 
for  coronary  heart  disease  can  be  found  in  those 
with  the  caffeine  habit.  During  our  studies  of 
pathophysiological  effects  of  chronic  hostile  inter- 
action of  male  and  female  mice  competing  in 
population  cages,  we  evaluated  the  effects  of 
adding  caffeine  to  social  stress.  Brewed  tea,  cof- 
fee, or  a caffeine-in-water  solution  accelerated 
mortality  in  these  mice.  Plasma  renin  and  cor- 
ticosterone were  further  elevated,  and  stress-in- 
duced cardiomyopathy  was  increased.  We  con- 
clude that  the  combination  of  caffeine  and  social 
stress  may  have  special  significance  for  persons 
with  myocardial  damage  and  the  so-called  Type 
A personality  profile. 

THE  SETTING  OF  SUDDEN 
CARDIAC  DEATH 

The  prevention  of  sudden  death  from  heart 
arrest  remains  a major  challenge.  The  role  of  the 
central  nervous  system  is  becoming  so  clear  that  a 
recent  conference  of  the  Institute  of  Medicine  in 
Washington,  D.  C.  was  titled  “Biobehavioral  Fac- 
tors in  Sudden  Cardiac  Death.” 

In  a recent  article,  we  discussed  the  way  in 
which  cardiomyopathy  can  develop  as  the  result 
of  cognitively  mediated  arousal  of  the  sympathet- 
ic adrenal-medullary  system  in  light  of  our  studies 
of  cardiovascular  deterioration  in  mice  during 
chronic  psychosocial  stress.1  In  another  paper  we 
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discussed  the  possibility  that  the  pituitary  adre- 
nal-cortical mechanism,  which  is  activated  in  de- 
pression, may  work  in  synergism  with  the  cate- 
cholamines to  increase  cardiac  damage  in  the 
later  stages  of  chronic  social  stimulation.2  This 
paper  will  discuss  the  possible  dangers  of  caffeine 
in  this  psychosocial  context. 

We  need  to  determine  whether  neuroendocrine 
arousal  resulting  from  challenges  of  social  interac- 
tion can  work  in  synergy  with  caffeine  to  lead  to 
fatal  arrhythmia.  Exhaustion  following  a losing 
competitive  struggle  and  a combination  of  anx- 
ious disappointment  and  depression  have  been 
said  to  characterize  the  individual  who  is  prone  to 
fatal  cardiac  arrest.  The  question  is  whether  the 
common  combination  of  caffeine  and  biobehav- 
ioral factors  can  be  shown  to  be  more  significant 
than  biobehavioral  factors  alone  in  sudden  death. 

CAFFEINE,  SMOKING,  AND 
HEART  DISEASE 

Because  tobacco  smoking  so  often  goes  with 
coffee  drinking,  it  has  been  difficult  for  the  epi- 
demiologist to  disentangle  the  effects  of  nicotine 
from  caffeine  as  risk  factors  for  heart  disease  and 
sudden  cardiac  death.  In  a recent  evaluation  of 
coffee  drinking  and  sudden  death  due  to  coronary 
disease,  Hennekens  et  al.3  confirmed  the  well- 
known  but  controversial  findings  of  Jick  et  al.  that 
the  risk  ratio  is  approximately  doubled  in  those 
who  drink  six  or  more  cups  of  coffee  a day.  On 
correcting  for  the  effect  to  be  expected  from 
cigarette  smoking,  the  risk  ratio  for  coffee  drink- 
ing vanished.  Hennekens  et  al.  recognized  that  if 
the  variable,  in  this  case  nicotine,  is  involved  in  the 
same  pathway  as  caffeine,  then  it  should  not  be 
controlled  for.  However,  correction  seemed  ap- 
propriate because  carbon  monoxide  has  been  con- 
sidered responsible  for  most  of  the  effect  of 
smoking. 

PHYSIOLOGICAL  EFFECTS  OF  CAFFEINE 
AND  NICOTINE 

A few  months  after  the  paper  by  Hennekens  et 
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al.  was  published,  Robertson  et  al.4  showed  that  in 
normally  healthy  21-  to  30-year  olds  who  didn’t 
drink  coffee  and  were  kept  quiet,  supine,  and  in  a 
test-study  atmosphere,  250  mg  of  caffeine  — the 
equivalent  to  that  in  approximately  two  cups  of 
strong  coffee  — increased  plasma  renin  57%, 
plasma  norepinephrine  75%,  and  doubled  plasma 
epinephrine.  At  the  same  time,  in  a related  study, 
Cryer  et  al.5  demonstrated  that  smoking  a ciga- 
rette led  to  a 50%  increase  of  plasma  nor- 
epinephrine and  doubled  plasma  epinephrine. 
Thus  in  the  biobehavioral  circumstance  of  a test 
environment,  smoking  tobacco  and  drinking  caf- 
feinated  beverages  stimulate  the  same  sympathet- 
ic adrenal-medullary  system  which  increases 
ventricular  premature  beats. 

In  a recent  study  of  ventricular  premature  beats 
and  coronary  risk  factors,  Hennekens  teamed  up 
with  Lown  and  others  to  investigate  the  relation- 
ship between  premature  beats  and  certain  risk 
factors,  including  smoking.6  They  found  a strong 
correlation  between  these  irregularities  and  age  in 
their  sample  of  10,000  men,  35  to  57  years  old. 
Interestingly,  there  was  no  relationship  between 
premature  beats  and  cholesterol  or  blood  pressure, 
but  there  was  a statistically  significant  association 
with  smoking.  In  the  discussion  the  authors  com- 
mented that  since  smokers  do  not  have  increased 
incidence  of  cardiac  ischemia  compared  with 
nonsmokers,  it  may  have  actually  been  the  coffee 
drinking  that  accompanies  the  smoking  habit 
which  was  related  to  ventricular  beats. 

PSYCHOTROPIC  EFFECTS  OF  CAFFEINE 

Caffeine  is  an  extraordinarily  effective  yet  non- 
toxic psychotropic  drug  whose  influence  on  the 
sympathetic  adrenal-medullary  system  depends 
on  the  biobehavioral  circumstances  in  which  it  is 
used.  For  example,  Cobb7  studied  unemployed 
factory  workers  who  drank  caffeinated  beverages 
while  experiencing  anxiety  and  distress  at  home 
awaiting  reemployment.  They  excreted  signifi- 
cantly more  epinephrine  in  urine  than  unem- 
ployed nonusers  of  caffeine.  Later  when  they  had 
regular  jobs,  the  caffeine  lost  its  effect  (Fig.  1). 

In  an  intriguing  study,  De  Freitas  and 
Schwartz8  substituted  decaffeinated  coffee  ad  lib. 
three  weeks  for  regular  coffee  used  by  inmates  of 
a closed  ward  in  a psychiatric  hospital.  Neither  the 
inmates  nor  the  ward  staff  were  aware  of  the 
substitution.  Behavior  improved  as  reflected  by 
routine  measures  of  decreased  hostility,  suspicion, 
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FIGURE  1:  Norepinephrine  excretion  in  men  whose  jobs 
had  been  abolished.  Ordinate:  Norepinephrine  excretion 
rate.  Abscissa  (in  four  phases):  (1)  anticipation  of  job  loss,  (2) 
a 6-12  month  period  of  waiting  for  reemployment,  (3)  two 
years  later  — established  in  new  jobs,  and  (4)  controls.  Open 
columns:  No  caffeinated  beverage  in  the  3 hours  preceding 
a urine  sample.  Closed  columns:  Caffeinated  beverage. 
(From  Cobb,  /.  Psychosom.  Res.  18:  245-258,  1974)7 


and  tension.  When  regular  coffee  was  reinstated, 
the  inmates  showed  a statistically  significant  re- 
turn to  their  previous  behavior.  These  observa- 
tions merely  reflect  the  influence  of  caffeinated 
beverages  which  explains  their  adoption  by  the 
general  population;  they  promote  rapid  thinking 
and  they  decrease  subjective  sensations  of  fatigue. 
Both  are  valued  commodities  in  an  achievement- 
oriented  society. 

EFFECTS  OF  CAFFEINE  ON  SOCIALLY 
COMPETITIVE  MICE 

To  disentangle  the  effects  caused  by  smoking 
and  the  consumption  of  caffeine,  it  would  be 
desirable  to  conduct  long-term  prospective  stud- 
ies with  nonsmoking,  caffeine  using,  socially  in- 
teracting groups.  This  is  feasible  by  studying  mice 
living  either  peacefully,  as  siblings  in  boxes,  or 
hostilely,  as  males  and  females  in  population 
cages. 

Recent  studies  of  the  inhabitants  of  these 
“mouse  villages”  have  demonstrated  “contraction 
band  lesions,”  involving  groups  of  sarcomeres  ad- 
jacent to  the  intercalated  discs,  and  larger  lesions, 
involving  hypercontraction  and  coagulation  of 
contractile  proteins,  throughout  entire  myocar- 
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dial  cells  (Gordon  L.  Todd,  University  of  Nebras- 
ka Medical  Center,  Omaha,  unpublished  observa- 
tions). The  majority  of  stressed  animals  exhibit 
these  lesions  which  Todd  regards  as  cate- 
cholamine-induced and  corresponding  to  Bar- 
oldi’s  coagulative  myocytolysis.9  Baroldi  describes 
the  chronic  phase  of  these  lesions  as  involving 
myocytolysis  with  dissolution  of  the  cells  to  leave 
empty  sacrolemma  spaces.  This  phase  is  followed 
by  a mild  and  diffuse  fibrosis.  Throughout  this 
process  there  is  little  inflammatory  cell  response, 
except  for  a few  macrophages  and  a few  fibro- 
blasts.” At  least  one  of  these  features  was  found  in 
the  hearts  of  socially  stressed  mice,  and  many 
exhibited  two  or  more.  Thus  it  can  be  shown  that 
the  model  of  psychosocial  stress  with  mice  in 
population  cages  (Fig.  2)  induces  extensive  car- 
diomyopathy and  ensuing  myocardial  fibrosis.1 
There  is  evidence  that  the  accompanying  neu- 
roendocrine arousal  involving  sympathetic  adre- 
nal-medullary activation  can  also  be  associated 
with  arousal  of  the  pituitary  adrenal-cortical 
system.10 

In  1970  we  published  preliminary  observations 
showing  that  the  development  of  cardiomyopathy 
in  socially  stressed  mice  is  accelerated  by  caffeine. 


FIGURE  2:  Intercommunicating  Henry-Stephens  popula- 
tion cage  for  inducing  social  interaction  in  mice.  The  lucite 
cages,  a standard  vivarium  mouse  box  size  of  29  x 18  x 13  cm, 
are  connected  into  a circle  by  flexible  plastic  tubes  of  3.8  cm 
I.D.  The  central  hexagon  holds  food  and  water  and  is 
connected  to  each  cage  by  short  tubes  of  3.2  cm  I.D.10 


At  that  time,  we  presented  data  showing  that 
siblings  drinking  coffee  for  six  or  more  months 
developed  more  cardiomyopathy,  expressed  as 
myocardial  fibrosis,  than  controls  drinking  water. 
Coffee  had  increased  their  excitability  and  hence 
their  intensity  of  social  interactions.11 

In  1975  Bovet-Nitti  and  Messeri12  came  to  re- 
lated conclusions  from  their  study  of  the  popula- 
tion growth  curves  of  randomly  bred  mice 
confined  to  large  cages.  They  showed  that  chronic 
consumption  of  caffeine  or  amphetamine  pre- 
vented increases  in  population.  This  effect  was  not 
observed  with  nicotine,  but  10(Vg/cc  of  caffeine 
was  sufficient.  This  is  an  amount  between  the 
20)ug/cc  of  caffeine  remaining  in  decaffeinated 
coffee  and  the  560jug/cc  found  in  strong  brewed 
coffee.  Even  at  this  low  concentration  of  caffeine 
(lOOyag/cc),  the  authors  reported  increased  ag- 
gression, which  was  responsible  for  infant  deaths 
and  some  delays  in  births.  Caffeine  at  half  the 
strength  of  brewed  coffee  (250/ag/cc)  led  to  more 
serious  delays  in  live  births  and  population 
growth.12 

Our  recently  published  work  studied  the  effects 
of  caffeine  in  water  and  of  tea  and  coffee  on  mice 
living  as  peaceful  siblings  in  boxes  and  as  agitated 
members  of  a competitive  social  system  in  popula- 
tion cages.13  Our  previous  work  had  established 
that  male  mice  psychosocially  stressed  in  the  pres- 
ence of  females  develop  hypertension,  cardiovas- 
cular damage,  and  chronic  interstitial  nephritis. 
Their  plasma  renin,  corticosterone,  and  adrenal- 
catecholamine  synthetic  enzymes  are  increased 
and  their  lifespan  is  halved.10  In  this  new  work,  we 
show  that  even  the  addition  of  3.3  mg  caffeine/ 
day /kg  mouse  body  weight  (the  equivalent  of  a 
man  drinking  two  250-cc  cups  of  strong  coffee) 
intensifies  these  effects.  The  caffeine-induced  en- 
hancement of  competitive  social  stimulation  of 
their  neuroendocrine  arousal  resulted  in  further 
increase  of  plasma  renin  and  corticosterone  levels 
(Fig.  3)  as  well  as  further  increase  of  the  already 
elevated  blood  pressure  and  adrenal  weight.  We 
conclude  that  these  changes  together  with  the 
further  acceleration  of  mortality  (Fig.  4)  and  in- 
creased incidence  of  cardiac  fibrosis  and  intersti- 
tial nephritis  indicate  that  chronic  consumption  of 
caffeinated  beverages  adds  to  the  risk  of  psychoso- 
cial stress.10 
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FIGURE  3:  Mean  plasma  renin  and  corticosterone  of  male 
mice  exposed  to  psychosocial  stress  in  two  population  cages. 
Error  bars  indicate  one  Standard  Error  of  the  Mean.  Mice 
drank  pure  water  or  water  containing  a low  dose  of  20/xg/cc 
caffeine  (“decaffeinated  coffee”)  or  water  containing  a 
high  dose  of  56<Vg/cc  caffeine  (“brewed  coffee”).  P<0.01 
for  corticosterone  in  the  stressed  state  and  for  renin  in  both 
the  control  and  stressed  states. 
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FIGURE  4:  Monthly  deaths  of  highly  stessed  male  mice 
competing  for  territory  in  population  cages.  Stressed  males 
drinking  pure  water  have  fewer  deaths  occurring  late  than 
those  drinking  caffeinated  liquids. 


CONCLUSION 

The  caffeine  habit  should  be  considered  to- 
gether with  the  smoking  habit,  high  blood  pres- 
sure, and  Type  A behavior  as  risk  factors  for 
sudden  death  in  persons  diagnosed  as  having  coro- 
nary heart  disease.  □ 
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Atherosclerosis  is  apparently  a lifelong  process 
beginning  in  the  first  or  second  decade  of  life. 
Consequently  those  interested  in  early  identifica- 
tion of  high  risk  individuals  or  in  prevention  of 
atherosclerosis  have  begun  to  study  the  origins  of 
the  cardiovascular  risk  factors  in  pediatric  sam- 
ples. In  fact,  impressive  data  have  been  gathered 
on  the  early  emergence,  course,  and  correlates  of 
blood  pressure,  cholesterol,  obesity,  and  other  risk 
factors  in  large  samples  of  children  ages  infancy  to 
late  adolescence.1  It  is  in  this  context  that  investi- 
gators have  become  interested  in  the  origins  of  a 
behavioral  risk  factor  called  Type  A — that  is,  in 
describing  the  emergence,  course,  and  correlates 
of  overt  Type  A behaviors  in  the  young. 

The  objective  of  this  paper  is  to  provide  an 
overview  of  what  is  known  about  the  origins  of  the 
Type  A behavior  pattern.  It  begins  with  a brief 
description  of  the  definition  of  Type  A behavior 
and  its  relationship  to  coronary  artery  (CAD)  and 
heart  disease  (CHD).  Next,  the  psychobiological 
responses  of  Type  A children  are  considered  in 
light  of  the  psychobiological  responses  of  Type  A 
adults,  which  are  thought  to  account  for  Type  A’s 
coronary  risk.  The  third  section  reviews  the  famil- 
ial contributions  to  Type  A’s  development,  where- 
as the  fourth  section  considers  cultural  factors. 
The  final  section  discusses  the  preventive  value  of 
this  area  of  research. 

TYPE  A AND  ITS  RELATIONSHIP  TO 
CAD  AND  CHD 

The  Type  A behavior  pattern  is  defined  as  “.  . . 
a characteristic  action-emotion  complex  which  is 
exhibited  by  those  individuals  who  are  engaged  in 


° Prepared  for  Presentation  at  the  III  National  Conference  on 
Emotional  Stress  and  Cardiovascular  Disease.  Written  dur- 
ing the  tenure  of  an  Established  Investigatorship  Award 
from  the  American  Heart  Association,  awarded  to  the  au- 
thor with  funds  contributed  in  part  by  AHA  Pennsylvania 
Affiliate  and  facilitated  by  NHLBI  grant  #HL  25767-03. 
Associate  Professor  Psychiatry,  University  of  Pittsburgh, 
3811  O’Hara  Street,  Pittsburgh,  Pennsylvania  15213. 


a relatively  chronic  struggle  to  obtain  an  un- 
limited number  of  poorly  defined  things  from 
their  environment  in  the  shortest  period  of  time, 
and  if  necessary,  against  the  opposing  efforts  of 
other  things  or  persons  in  this  same  environ- 
ment.”2 The  major  overt  manifestations  of  this 
behavior  pattern  are  extremes  of  aggressiveness, 
an  easily  aroused  hostility,  excessive  competitive 
achievement-striving,  and  heightened  impa- 
tience. Persons  who  display  a simple  prepon- 
derance of  these  behaviors  are  called  Type  As, 
whereas  those  who  do  not  are  called  Type  Bs. 
Type  A can  be  reliably  assessed  by  a semi-struc- 
tured interview  and  self-report  questionnaires,2 
although  the  former  is  considered  to  be  the  pre- 
ferred method. 

The  first  prospective  evidence  for  the  associa- 
tion of  Pattern  A and  CHD  was  provided  by  the 
Western  Collaborative  Group  Study.4  Beginning 
in  1960,  approximately  3,500  men  free  from 
CHD,  and  between  the  ages  of  35  and  59,  were 
recruited  into  this  study.  All  were  employed  by 
one  of  11  California  firms.  A double-blind  pro- 
cedure was  used;  that  is,  the  researchers  classify- 
ing the  men  into  Type  A or  Type  B had  no 
knowledge  of  other  risk  factors  and  did  not  par- 
ticipate in  the  subsequent  diagnosis  of  clinical 
CHD.  After  8V2  years,  the  results  showed  that 
Type  A men  were  twice  as  likely  to  develop  CHD 
as  were  the  Type  B men.  Furthermore,  the  asso- 
ciation of  Pattern  A and  CHD  was  maintained 
when  simultaneous  adjustments  were  made  for 
combinations  of  the  other  risk  factors,  e.g.,  serum 
cholesterol,  hypertension,  cigarette  smoking. 

Type  A is  related  to  the  degree  of  atherosclero- 
sis as  measured  by  coronary  arteriography,  al- 
though at  least  one  failure  to  replicate  has  been 
reported.  Type  A has  also  been  related  to  progres- 
sion of  atherosclerosis  over  a mean  17-month  in- 
terval in  a sample  of  cardiac  outpatients.  It  would 
appear  then  that  Type  A behavior  is  linked  both  to 
the  underlying  disease  process  of  atherosclerosis 
and  its  clinical  manifestations  (CHD). 
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Because  Type  A is  related  to  coronary  end- 
points independent  of  the  standard  CHD  risk 
factors,  it  is  thought  to  exert  its  major  pathogenic 
influence  via  nonstandard  mechanisms.  This  no- 
tion has  led  to  a search  for  biochemical,  neuroen- 
docrine, and  cardiovascular  differences  between 
Types.  Thus  far,  this  search  shows  that  Type  As 
have  greater  elevations  than  Type  Bs  in  blood 
pressure,  heart  rate,  and  plasma  catecholamines 
during  challenging  situations,  although  no  dif- 
ferences exist  between  the  Types  during  resting  or 
relaxing  situations.3’  4’  5 An  illustration  of  these 
findings  is  provided  by  a study  of  40  lawyers 
classified  as  Type  A or  Type  B.  Although  no  A-B 
differences  existed  in  the  lawyers’  resting  levels  of 
blood  pressure  and  heart  rate,  measures  taken 
twice  a week  by  a nurse  at  the  work  site  for  six 
consecutive  weeks  showed  that  Type  As  had 
higher  peak  pressures  and  greater  variability 
across  time  than  had  Type  Bs.6  Another  illustra- 
tion comes  from  the  work  of  Glass  and  his  col- 
leagues. Men  from  the  transit  authority  in  New 
York  City  were  asked  to  compete  against  another 
person  by  playing  a competitive  PONG  game. 
The  winner  would  get  a $25  gift  certificate  from 
Macy’s.  The  competitor  in  fact  was  a trained 
confederate  who  was  instructed  to  make  disparag- 
ing remarks  throughout  the  contest.  Results 
showed  that  Type  As  had  higher  levels  of  plasma 
catecholamines,  blood  pressure,  and  heart  rate 
during  the  contest  than  did  Type  Bs.5  This  type  of 
finding  has  led  investigators  to  propose  that  the 
sympathetic  nervous  system  of  the  Type  A be- 
comes excessively  aroused  during  the  normal 
course  of  the  day  in  response  to  typical  environ- 
mental challenges  and  stresses,  and  that  this  sym- 
pathetic responsivity  accounts  for  Type  A’s 
coronary  risk. 

The  above  findings  also  raise  the  possibility  that 
the  early  emergence  of  Type  A behavior  is  accom- 
panied by  the  same  physiological  and  neu- 
rochemical  responses  as  seen  in  adult  Type  As.  Six 
studies  have  tested  this  hypothesis  in  children  and 
adolescents.  Siegel,  Matthews,  and  Leitch  report 
that  like  Type  A adults,  Type  A adolescents  in  the 
7th  to  12th  grade  had  higher  variability  of  systolic 
blood  pressure  across  eight  months  as  well  as 
higher  peak  systolic  blood  pressure  readings  rela- 
tive to  Type  Bs.7  Hunter,  Berenson,  and  their 
colleagues  report  that  adolescents  who  indicate 
that  they  do  things  extremely  quickly  and  who 
feel  a heightened  sense  of  time  urgency  — two 
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Type  A characteristics  — show  elevated  serum 
cholesterol  and  mean  arterial  blood  pressure.8  A 
series  of  laboratory  studies  in  Pittsburgh,  Stock- 
holm, and  Tennessee  indicate  that  Type  A chil- 
dren tend  to  have  greater  elevations  in  blood 
pressure  and  heart  rate  than  do  Type  Bs  in  re- 
sponse to  challenging  tasks.  The  children  in  these 
studies  ranged  in  age  from  nursery  school  to  sixth 
grade. 

A study  by  Matthews  and  Jennings9  serves  to 
illustrate  these  latter  experimental  studies.  In  this 
investigation,  fifth  grade  boys  played  an  indi- 
vidual computer-administered  game  called  hand- 
ball while  their  blood  pressure  and  heart  rate  were 
being  monitored.  More  specifically,  they  were 
instructed  to  return  a ball  using  a control  paddle 
with  as  few  misses  as  possible  within  a prescribed 
period  of  time.  The  number  of  misses  and  length 
of  time  remaining  were  displayed  continuously  on 
a monitor  above  the  game  board.  Within  one 
month  of  the  testing  session,  the  Type  A interview 
was  administered  by  an  interviewer,  who  was 
blind  to  the  children’s  performance  and  car- 
diovascular measures.  Results  show  that  consistent 
with  adult  Type  A literature,  the  more  extreme 
the  Type  A child  the  greater  the  elevations  in 
blood  pressure  and  heart  rate.  Although  Type  A 
and  Type  B children  did  not  differ  in  the  game 
scores  or  in  the  number  of  misses,  they  did  differ 
in  the  number  of  moves  of  their  control  paddle 
when  the  ball  was  in  play.  More  specifically, 
consistent  with  their  characteristic  impatience, 
Type  A children  turned  the  control  paddle  more 
frequently  than  did  Type  B children.  Taking 
these  and  other  findings  together,  available  re- 
search indicates  that  the  psychobiological  corre- 
lates of  overt  Type  A behaviors  in  the  young  are 
likely  to  be  similar  to  the  correlates  of  overt  Type 
A behavior  in  middle-aged  adults.  It  also  indicates 
the  merit  of  further  study  of  the  early  emergence 
of  Pattern  A and  its  associated  coronary  risk. 

FAMILIAL  DETERMINANTS  OF  TYPE  A 

The  early  emergence  of  Pattern  A raises  the 
possibility  that  a genetic  factor(s)  contributes  to  its 
development.  In  this  regard,  Rahe,  Hervig,  and 
Rosenman10  report  no  significant  heritability  of 
the  interview  assessment  of  Type  A in  a sample  of 
89  monozygotic  and  93  dizygotic  adult  twin  pairs. 
Yet  in  the  same  sample  (with  the  exception  of 
unavailable  data  for  12  twin  pairs),  they  report  a 
significant  heritability  of  a questionnaire  measure 
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of  Type  A called  the  Jenkins  Activity  Survey 
(JAS3, 4).  This  conflicting  state  of  affairs  is  clarified 
somewhat  by  subsidiary  heritability  analyses  of 
the  JAS  factor  scores.  The  JAS  factor  which  mea- 
sures speed  and  impatience  shows  significant 
heritability,  but  speed  of  behavior  does  not  con- 
tribute to  the  overall  interview  assessment  of  Type 
A.11  In  sum,  these  findings  do  not  support  the 
heritability  of  the  standard  (and  preferred 
method)  measure  of  Type  A,  the  interview.  They 
do  suggest,  however,  that  facets  of  Pattern  A have 
a heritable  base  and  that  future  research  should 
pursue  this  possibility. 

The  absence  of  an  established  genetic  basis  of 
Pattern  A coupled  with  its  early  emergence  sug- 
gest that  learning  experiences  in  the  family  might 
play  a crucial  role  in  Pattern  A’s  development. 
Parents  in  general  have  a powerful  impact  on  how 
children  behave  by  modeling  certain  behaviors 
and  by  using  specific  childrearing  practices.  In 
the  case  of  Type  A,  available  studies  show  that 
parents  use  unique  childrearing  practices  with 
Type  A,  relative  to  Type  B,  children.7  (Type  A 
children  were  identified  in  the  studies  by  teacher 
ratings  of  children’s  competitiveness,  impatience, 
and  aggression  exhibited  in  the  school  classroom.) 
For  example,  when  children  were  asked  to  com- 
plete a set  of  tasks  while  their  mothers  observe, 
Type  A boys  were  given  fewer  positive  remarks 
(e.g.,  “That  was  very  good”),  and  more  comments 
to  improve  their  performance  (e.g.,  “That  was 
fine,  but  next  time  try  harder”)  than  were  Type  B 
boys. 

What  is  interesting  about  these  maternal  be- 
haviors is  that  they  are  precisely  the  kinds  of 
behaviors  that  should  push  Type  A children  to 
strive  after  ever-escalating  goals,  one  of  the  hall- 
marks of  Type  A behavior.  Also  noteworthy  is  that 
these  behaviors  do  not  promote  children’s  learn- 
ing of  standards  by  which  to  evaluate  their  own 
performance.  All  they  are  learning  is  more  is 
better.  It  is  known  from  psychological  literature12 
that  the  absence  of  clear  standards  by  which  to 
evaluate  performance  leads  persons,  both  chil- 
dren and  adults,  to  seek  information  about  how 
well  they  are  doing  by  comparing  their  perfor- 
mance to  that  of  a better  performing  coactor 
(Type  A children  and  adults  do  this  more  often 
than  do  Type  Bs).  By  doing  that,  they  learn  the 
meaning  of  their  performance  and  that  they  have 
just  “missed  the  mark”.  And  provided  that  they 
value  achievement,  they  should  strive  even  harder 


next  time  to  do  better,  which  is  yet  another  ambig- 
uous standard.  Taking  these  observations  to- 
gether, one  antecedent  condition  of  a chronic 
struggle  to  achieve  more  and  more  may  be  the 
absence  of  clear  standards  for  evaluation  of 
performance. 

CULTURAL  DETERMINANTS  OF  TYPE  A 

Friedman  and  Rosenman2  have  suggested  that 
the  United  States  society  as  it  exists  today  rewards 
persons  who  can  think,  work,  and  even  play  more 
aggressively  than  their  peers,  and  that  to  be  num- 
ber one  is  an  uniquely  American  obsession.  Indeed 
Type  A behavior  is  more  prevalent  among  Ameri- 
can samples  than  among  European  samples  or 
even  among  those  Japanese  men  who  have  emi- 
grated to  Hawaii.  The  low  prevalence  of  Type  A 
among  the  Japanese  Americans  is  not  surprising, 
however,  considering  that  facets  of  Type  A would 
conflict  with  behavior  patterns  characteristic  of 
the  Japanese  culture.  For  example,  harddriving 
and  competitive  behavior  is  discouraged  in  the 
Japanese  culture.  Instead  the  emphasis  is  on  social 
harmony  and  cooperation  at  the  expense  of  indi- 
vidual initiative.  Nonetheless,  among  those  Jap- 
anese Americans  living  in  Hawaii,  overall  Type  A 
scores  were  predictive  of  CHD  prevalence  rates.13 
Of  greater  interest,  it  was  those  Type  A behaviors 
most  antithetical  to  the  Japanese  culture  that  were 
predictive  of  CHD  rates;  that  is,  harddriving  and 
impatient  behaviors,  but  not  hard  work  or  a strong 
job  orientation,  were  related  to  CHD  in  combina- 
tion with  the  extent  of  acculturation. 

This  distinction  between  hardworking  and 
harddriving,  which  is  possible  to  make  in  the 
Japanese  culture,  makes  apparent  that  not  all 
aspects  of  Type  A are  related  to  coronary  risk. 
Recall  that  persons  classified  as  Type  A only  have 
to  exhibit  a simple  preponderance  of  Type  A 
characteristics,  not  all  of  them.  This  raises  the 
possibility  that  only  some  aspects  of  Type  A might 
be  related  to  CHD  and  atherosclerosis;  others 
might  be  totally  independent  of  CHD-risk. 

To  establish  a clearer  picture  of  which  aspect  of 
the  behavior  pattern  was  most  highly  related  to 
subsequent  CHD,  a subset  of  data  from  the  West- 
ern Collaborative  Group  described  earlier  was 
reanalyzed.11  In  this  reanalysis,  each  of  the  62 
men  (cases)  who  had  developed  CHD  during  the 
first  4V2  years  of  the  study  was  matched  to  two 
CHD-free  control  subjects  who  were  of  the  same 
age  and  from  the  same  company.  Each  man  had 
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been  classified  when  he  was  healthy  as  Type  A or 
Type  B on  the  basis  of  his  responses  to  Type  A 
interview  questions.  The  procedure  of  the  re- 
analysis was  to  score  each  subject’s  responses  to  the 
interview  questions  and  to  rate  the  subject  on  six 
interview  behaviors  (e.g.,  potential  for  hostility, 
frequent  interruptions),  factor  analyze  these  in- 
terview responses,  and  examine  the  relationship 
between  the  derived  factor  scores  and  CHD  case- 
control  membership.  The  factor  analysis  of  the 
interview  responses  yielded  five  factors,  and  sub- 
sequent analyses  showed  that  only  two  of  these 
factors  — competitive  drive  and  impatience  — 
were  reliably  related  to  CHD.  A careful  inspec- 
tion of  the  items  on  these  factors  revealed  that  7 
were  directly  related  to  CHD  and  a majority  of 
them  concerned  irritation  and  hostility.  Thus,  at 
least  in  this  sample,  only  certain  aspects  of  Type 
A were  related  to  CHD  and  hostility  appeared  to 
be  particularly  devastating  to  cardiovascular 
health.  Indeed,  recent  data  from  two  prospective 
studies  also  show  that  hostility  predicts  CHD  inci- 
dence.14- 15  Taken  together,  these  studies  suggest 
that  cultures  which  encourage  interpersonal  con- 
flict, and  lack  satisfactory  ways  of  resolving  dif- 
ferences and  of  expressing  anger  may  promote 
poor  cardiovascular  health. 

TYPE  A CHILDREN  AND  PREVENTION 

In  part,  the  merit  of  research  on  the  origins  of 
Type  A rests  on  its  application  to  prevention  of 
coronary  heart  disease  and  promotion  of  car- 
diovascular health.  Early  identification  of  chil- 
dren and  adolescents  likely  to  be  Type  A as  adults 
would  permit  the  development  of  primary  and 
secondary  prevention  programs  aimed  at  reduc- 
ing Type  A in  conjunction  with  reducing  other 
coronary  risk  factors.  In  an  effort  to  identify  those 
children  likely  to  be  Type  A adults,  I am  conduct- 
ing an  ongoing  longitudinal  study  of  children’s 
Type  A behaviors  and  their  determinants.  One 
purpose  of  this  study  is  to  examine  how  stable 
children  are  in  their  Type  A behaviors  across  a 
total  of  five  years.  If  they  are  quite  stable,  then  the 
feasibility  of  early  intervention  is  increased.  At 
present,  data  based  on  two  assessments  one  year 
apart  of  633  children’s  Type  A behaviors  have 
been  analyzed.16  These  children  resided  in  one  of 
two  different  communities:  an  affluent  suburb  of 
Pittsburgh  and  a small  Kansas  town  near  a large 
University  and  Army  base.  The  data  were  ana- 
lyzed by  correlation  after  standardization  within 
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sample  and  teacher  rater.  Results  showed  that 
repeated  observations  of  children’s  Type  A behav- 
iors in  both  the  Kansas  and  Pittsburgh  samples 
correlated  in  the  .50’s.  Also,  the  correlations 
tended  to  increase  with  the  increasing  age  or 
grade  of  the  children  up  to  middle  school  when 
they  leveled  off.  This  suggests  that  the  behavior 
patterns  become  more  stable  with  the  age  of  the 
children. 

These  correlations  are  noteworthy  in  light  of 
the  correlations  between  repeated  assessments  of 
adult’s  Type  A behaviors  and  the  correlations 
between  repeated  assessments  of  other  car- 
diovascular risk  factors  in  children  across  com- 
parable periods  of  time.  In  adulthood,  the  test- 
retest  correlations  between  JAS  scores  one-year 
apart  in  a sample  of  Caucasian  middle-aged  men 
were  in  the  .60  s,  a figure  nearly  identical  to  the 
correlation  obtained  in  the  data  of  the  older  chil- 
dren in  the  pediatric  sample.  In  the  case  of  the 
degree  of  stability  of  other  cardiovascular  risk 
factors  in  children,  the  degree  of  stability  of  chil- 
dren’s Type  A behaviors  compares  favorably.  For 
example,  blood  pressure  correlations  across  one 
year  have  ranged  in  various  studies  from  .24  to  the 
.60  s.  The  size  of  those  correlations  is  less  than  that 
obtained  for  adults  but  still  indicates  that  blood 
pressure  tracks  appreciably  in  childhood. 

A considerable  length  of  time  will  elapse  prior 
to  formulating  definitive  conclusions  about  the 
extent  of  stability  of  children’s  Type  A behaviors 
or  about  the  best  means  to  identify  children  who 
become  coronary-prone  adults.  In  the  meantime, 
four  hypotheses  can  be  offered  about  appropriate 
interventions  for  promoting  healthy  living  in 
young  children  that  are  also  consistent  with  exist- 
ing data  on  Type  A.7  First,  recent  reanalyses  of 
data  from  a major  prospective  study  of  heart 
disease  indicate  that  Type  A behavior  is  most 
highly  predictive  of  heart  disease  among  those 
individuals  who  show  elevations  of  the  risk  factors 
for  heart  disease.17  That  is,  the  presence  of  Type  A 
behavior  is  of  little  consequence  for  the  person 
who  does  not  have  a family  history  of  heart  dis- 
ease, does  not  smoke,  and  possesses  normal  levels 
of  blood  pressure  and  cholesterol.  On  the  other 
hand,  for  the  person  with  a family  history  of  heart 
disease,  who  smokes,  and  shows  elevations  in 
blood  pressure  and  cholesterol,  the  presence  of 
Type  A behavior  confers  additional  risk  for  heart 
disease  beyond  that  contributed  by  these  other 
four  risk  factors.  Given  that  it  is  unclear  precisely 
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which  aspects  of  Type  A behavior  are  related  to 
coronary  risk  or  how  Type  A behavior  is  trans- 
lated into  disease,  parents,  pediatricians,  and 
health  educators  can  counsel  children  to  keep  the 
other  risk  factors  for  heart  disease  within  normal 
range.  Children  should  be  encouraged  to  main- 
tain a good  level  of  exercise,  consume  an  adequate 
and  nutritionally  balanced  diet  that  is  low  in 
animal  fat,  get  adequate  sleep,  and  perhaps  most 
importantly,  refrain  from  beginning  to  smoke. 

Second,  the  data  cited  earlier  show  that  CHD  in 
Japanese  Americans  is  related  to  being  harddriv- 
ing,  but  not  to  being  hardworking.13  These  find- 
ings suggest  that  concerned  pediatricians,  educa- 
tors, and  parents  should  not  try  to  eradicate  all 
Type  A behaviors  or  to  encourage  children  to  be 
lazy.  Rather,  children  can  work  hard  and  achieve, 
but  not  do  so  in  a pressured  Type  A style.  Consis- 
tent with  this  line  of  reasoning,  one  major  inter- 
vention trial  for  altering  adult  Type  A behavior, 
called  the  Recurrent  Coronary  Prevention  Pro- 
gram,18 trains  participants  both  to  restructure  the 
way  in  which  they  perceive  things  in  order  to 
reduce  subjective  feelings  of  pressure,  and  to  relax 
(physically  and  mentally)  in  seemingly  stressful 
circumstances.  Thus,  the  interventions  are  not 
aimed  at  changing  the  value  that  individuals 
place  on  achievement,  but  at  changing  the  style  in 
which  the  individuals  strive  to  achieve  their  goals. 

Third,  the  hostility  component  of  Type  A be- 
havior appears  to  be  most  predictive  of 
CHD11-  14>  15  and  of  the  sympathetic  response  to 
challenge  that  is  hypothesized  to  account  for  Type 
As’  coronary  risk.19  These  findings,  though  pre- 
liminary, suggest  that  of  the  major  Type  A charac- 
teristics, hostility  may  be  most  detrimental  to 
cardiovascular  health.  Moreover,  angry  people 
tend  to  be  more  unhappy,  more  poorly  adjusted, 
and  have  higher  episodic  blood  pressure  than  less 
angry  people.7  Taking  these  findings  together, 
parents,  pediatricians,  and  health  educators  con- 
cerned about  the  health  of  their  children  should 
try  to  assist  them  in  identifying  the  sources  of  their 
anger  in  a constructive  way,  and  in  channeling 
their  energy  into  more  healthful  activities,  such  as 
working  and  playing  hard.  Consistent  with  this 
suggestion,  one  major  component  of  the  Recur- 
rent Coronary  Prevention  Program  is  to  assist 
participants  in  understanding  and  changing  their 
angry  feelings. 

Last,  data  cited  earlier  suggest  that  setting  un- 
clear goals  for  children’s  achievements  might  be 


one  factor  that  leads  children  to  becoming  more 
and  more  Type  A.  That  is,  they  will  continue  to 
strive  upward,  always  hoping  to  meet  that 
vaguely  defined  goal  of  a good  performance. 
Children  who  value  achievement  would  benefit 
from  learning  how  to  set  reasonable,  clear  goals 
that  are  within  their  grasp.  Parents,  pediatricians, 
and  educators  can  assist  in  this  matter  by  suggest- 
ing clear  and  attainable  goals  for  their  children  in 
both  family  responsibilities  and  academic 
achievements. 

SUMMARY  AND  CONCLUSIONS 

Type  A appears  to  emerge  early  in  the  life  span. 
That  is,  children  show  behaviors  that  characterize 
Type  A adults  and  appear  to  exhibit  some  psycho- 
biological  correlates  of  Type  A as  well.  Classifica- 
tion of  children  into  Types  on  two  occasions  one 
year  apart  is  remarkably  similar.  In  fact,  it  is  about 
as  similar  as  found  in  adults  for  Type  A and  in 
children  for  other  risk  factors  for  CHD.  Parents 
and  society  appear  to  play  an  important  role  in 
encouraging  Type  A behavior  in  the  developing 
child  by  rewarding  better  and  better  perfor- 
mance, by  valuing  a competitive,  aggressive  life- 
style. There  is  little  evidence  for  a genetic  factor  to 
overall  Type  A,  although  some  Type  A charac- 
teristics may  be  heritable.  In  order  to  better  iden- 
tify high  risk  individuals  and  to  prevent  CHD 
early  in  the  life  span,  it  is  important  to  pursue 
vigorously  the  familial,  cultural,  and  psycho- 
biological  origins  of  Type  A.  In  this  way,  young 
children  and  their  parents  can  eventually  make 
intelligent  decisions  about  a life  style  that  can 
promote  health  into  adulthood  and  old  age.  □ 
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RETIREMENT 

Lump  Sum  Distributions 

Last  month,  I started  to  show  the  effect  of  taxation  in  the  event  you  "rolled  over" 
or  "did  not  roll-over"  you  lump  sum  distribution.  The  following  incorporates  last 
months  analysis  and  expands  to  incorporate  distributions  over  a 25  year  period: 


Rollover 

No  Rollover 

Amount  of  Distribution  at  age  50 
Initial  Tax 

$ 100,000 
-0- 

$ 100,000 
-17,150 

Amount  Available  to  Invest 
Earnings  Rate  for  15  Years 

$ 100,000 
xl5% 

$ 82,850 

xl2% 

Amount  at  Age  65 

$ 813,706 

$ 453,485 

Distributions  over  Next  25  Years 

+8,907,568 

+1,360,455 

Tax  Due  on  Distributions 
(Assume  50%  Bracket) 

-4,453,784 

-0- 

Value  After  Tax 

$4,453,784 

$1,360,455 

Balance  at  End  of  Period 

-0- 

+ 453,485 

Net  After  Taxes  After  25  Years 

$4,453,784 

$1,813,940 

(no  tax) 

(after  tax) 

As  you  can  see,  in  this  instance,  an  IRA  Rollover  would  be  preferable.  Is  it  so 
in  all  cases?  Not  necessarily.  Your  liquidity  needs,  tax  bracket  and  other  factors 
may  suggest  otherwise.  Your  Account  Executive  and  accountant  can  explain  your  options 
in  light  of  your  particular  circumstances  to  help  you  make  strategic  decisions  appro- 
priate to  your  individual  goals  and  requirements Next  month,  I will  describe  an 

employer  option  - the  Distribution  Annuity. 

INVESTING 

If  you  are  looking  for  high  monthly  income  and .safety  for  your  personal  and/or  retire- 
ment investment  program,  look  at  GNMA’s  (Ginnie  Mae’s).  An  investment  in  GNMA's  can 
provide  the  following: 

(1)  Safety  - backed  by  the  full  faith  and  credit  of  the  U.S.  Government 

(2)  Income  - provide  high  monthly  income  when  you  receive  interest  and  principal 

(3)  Liquidity  - can  usually  be  sold  in  the  active  secondary  market  maintained  by 

the  brokerage  community  with  the  price  based  on  principal  left 
and  interest  rates. 


(Financial  Check-up  con't) 

Don’t  overlook  this  worthwhile  investment  opportunity,  especially  during  times  of 
interest  rate  uncertainty. 

TAX  SHELTERS/DIRECT  INVESTMENTS 

Invest  in  Oil  and  Gas?  No  way,  you  might  say If  you  are  tentative  about  investing 

in  oil  and  gas  drilling  programs,  you  might  want  to  look  into  the  oil  and  gas  income 

programs Here  are  some  economical  reasons  why  an  investment  in  an  income  program 

might  be  appropriate: 

(1)  Inflation  Hedge:  Oil/Gas  prices  have  increased  faster  than  the  Consumer 

price  index  during  the  last  20  years 

(2)  Demand : Oil/Gas  continues  to  be  strong,  and  should  increase  as  the  economic 

recovery  continues 

(3)  Profitability:  Oil/Gas  spread  between  the  wholesale  price  and  the  retail 

price  is  still  very  large;  indicating  potential  profits 

(4)  Costs : Oil/Gas  costs  for  recovery  are  at  or  near  the  bottom  in  recent  years 

The  above  four  (4)  points  are  just  some  of  the  reasons  that  an  investment  in  a program 

that  buys  already  successful  wells  might  be  an  investment  for  you If  you  are  ready 

to  make  a commitment,  here  are  some  factors  to  consider: 

(1)  How  experienced  is  management  and  have  they  demonstrated  ability? 

(2)  How  long  before  you  can  expect  to  recover  your  investment? 

(3)  What  is  the  sharing  arrangement  for  costs  and  revenues? 

(4)  How  much  money  is  being  raised? 

If  you  have  any  questions,  please  contact  me. 

FURTHER  INFORMATION 

If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this 
newsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  and  Co.,  Inc.,  2700 
Middleburg  Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  (800)  922-1112. 

***** 

The  information  contained  herein  has  been  obtained  from  sources  believed  reliable  but 
is  not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed  are  sub- 
ject to  change  without  notice.  Neither  the  information  presented  nor  any  opinion  expres- 
sed constitutes  a representation  by  us  or  a solicitation  of  the  purchase  or  sale  of  any 
securities.  South  Carolina  Medical  Association  and  E.F.  Hutton  and  Co.,  Inc.  1983 
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CENTRAL  NERVOUS  SYSTEM  RISK  FACTORS  FOR 
SUDDEN  CARDIAC  DEATH* 


REGIS  A.  DESILVA,  M.D.** 

INTRODUCTION 

Experimental  studies  to  verify  the  long-postu- 
lated connection  between  acute  emotional  pertur- 
bations and  sudden  death  have  been  initiated  only 
relatively  recently.  William  Harvey,  from  whom 
we  date  the  modern  era  in  cardiology,  had  already 
commented  on  this  association  when  he  wrote: 
“Every  passion  of  the  mind  which  troubles  men’s 
spirits,  either  with  grief,  joy,  hope  or  anxiety  and 
gets  access  to  the  heart,  there  makes  it  to  change 
from  its  natural  constitution,  by  distemperament, 
pulsation  and  the  rest.  . . -”1 

Sudden  death  is  most  often  due  to  ventricular 
fibrillation  occurring  in  the  setting  of  coronary 
heart  disease.  Epidemiologic  studies  suggest  that 
psychosocial  risk  factors  exist  for  the  development 
of  both  coronary  heart  disease  and  sudden  cardiac 
death.  While  it  is  likely  that  both  conditions  share 
the  same  standard  and  some  behavioral  and  en- 
vironmental risk  factors,  the  sudden  onset  of  ven- 
tricular fibrillation  in  a heart  that  has  been  long- 
diseased  requires  the  operation  of  additional  fac- 
tors. Gairdner,  who  is  cited  by  Me  William,  ob- 
served a century  ago  that  “it  is  plainly  out  of  the 
question  to  suppose  that  a chronic  and  by  its  very 
nature,  gradually  advancing  lesion  like  fatty  de- 
generation or  disease  of  the  coronary  vessels,  is  the 
direct  and  immediate  cause  of  a death  which 
occurs  in  a moment.”2  McWilliam,  who  also  first 
suggested  that  sudden  death  was  due  to  ventricu- 
lar fibrillation,  boldly  advanced  the  view  that 
sympathetic  discharge  may  be  an  important  fac- 
tor in  inciting  this  fatal  arrhythmia.3,  4 Since  early 
this  century,  several  experimental  and  clinical 
studies  have  attempted  to  demonstrate  that  the 
activity  of  the  central  nervous  system  contributes 
to  the  onset  of  ventricular  arrhythmias  and  sud- 
den death. 


° This  work  was  supported  in  part  by  Grants  HL-0776  from 
the  National  Heart,  Lung  and  Blood  Institute  and 
MH-21384  from  the  National  Institutes  of  Mental  Health, 
U.  S.  Public  Health  Service,  Bethesda,  Maryland.  Pre- 
viously published  in  Annals,  New  York  Academy  of 
Sciences. 
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INVOLVEMENT  OF  THE  CENTRAL 
NERVOUS  SYSTEM 

Indictment  of  higher  nervous  activity  in  sudden 
death  is  suggested  by  a number  of  observations. 
Epidemiologists  have  associated  certain  indices  of 
psychosocial  distress  such  as  low-socioeconomic 
status,9  bereavement,10  lack  of  education,11  and 
various  types  of  emotional  stress  with  high  mor- 
tality rates  from  cardiovascular  disease.  While 
these  studies  do  not,  and  cannot  establish 
causality,  they  suggest  that  psychological  mecha- 
nisms may  contribute  to  the  premature  onset  of 
death. 

A number  of  considerations  suggest  that  neither 
hemodynamic  factors  nor  acute  myocardial 
damage  accounts  for  the  majority  of  cases  of  ven- 
tricular fibrillation.  Although  hemodynamically 
induced  changes  during  heavy  physical  exertion 
may  sometimes  provoke  ventricular  fibrillation, 
the  victim  is  most  often  at  rest  when  death  occurs. 
In  resuscitated  victims,  acute  myocardial  injury  is 
absent  in  two-thirds  or  more  cases.5  Thus,  al- 
though underlying  coronary  artery  disease  is 
often  present,  acute  structural  damage  of  the 
heart  is  not  a prerequisite  for  the  occurrence  of 
ventricular  fibrillation.  Furthermore,  the  fact  that 
ventricular  fibrillation  can  be  terminated  in- 
stantaneously even  during  coronary  arterial  oc- 
clusion, and  without  immediate  recurrence, 
suggests  that  irreversible  compromise  of  coronary 
arterial  flow  is  not  the  exclusive  precipitant  of 
sudden  death.  These  observations  indicate  that 
ventricular  fibrillation  may  be  due  to  transient 
factors  which  momentarily  disorganize  cardiac 
electrical  activity.  The  ensuing  arrhythmia  can 
therefore  be  regarded  as  an  “electrophysiologic 
accident,’’  which,  although  almost  always  fatal 
when  untreated,  is  frequently  reversible  by 
defibrillation. 

On  the  basis  of  these  and  other  considerations, 
Lown6-8  has  hypothesized  the  operation  of  tran- 
sient risk  factors.  These  factors  are  momentary 
inputs  to  the  heart  which  may  trigger  electrically 
unstable  myocardium  into  ventricular  fibrilla- 
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tion.  While  definitive  proof  that  these  factors 
operate  in  man  awaits  further  study,  evidence  is 
accumulating  for  the  central  nervous  system  as  a 
source  of  transient  risk  for  ventricular  fibrillation. 

Another  hypothesis  relating  to  the  onset  of  sud- 
den death  deserves  comment.  Albutt  had  sug- 
gested that  sudden  death  was  related  to  reflex 
vagal  inhibition  of  the  heart.12  Richter’s  experi- 
mental investigation  greatly  influenced  thinking 
in  that  direction.13  Rats  made  to  swim  in  water 
tanks  died  from  bradycardia  and  asystole,  rather 
than  from  drowning.  In  Richter’s  view,  “voodoo” 
death  in  primitive  societies  possibly  results  from 
such  vagally  mediated  cardiac  slowing  and 
asystole.  This  hypothesis  was  promoted  by  Wolf, 
who  suggested  that  vagal  slowing  of  the  heart  was 
part  of  a complex  patterned  reaction  related  to  the 
“dive  reflex,”  an  atavistic  reflex  in  man  that  is 
elicited  by  facial  exposure  to  cold.14  A review  of 
the  literature  on  this  subject  fails  to  reveal  any 
electrocardiographically  documented  deaths  at- 
tributable to  this  reflex,  although  short  periods  of 
asystole,  heart  block,  and  ventricular  arrhythmias 
may  occur.  Our  own  investigations  on  the  “dive” 
reflex  conducted  on  patients  with  ventricular  ar- 
rhythmias have  failed  to  support  this  hypothesis.15 

Clinical  experience  also  indicates  that  vagally- 
induced  cessation  of  cardiac  action  is  not  an 
important  mechanism  of  sudden  death  in  man.  It 
is  true  that  episodic  first-  and  second-degree  heart 
block  or  brief  asystole  can  result  from  fear  or 
anxiety,  but  these  do  not  result  in  sustained  car- 
diac arrest.  MacWilliam  had  already  noted  a half 
century  ago  that  when  sinus  node  activity  is  sup- 
pressed, escape  pacemakers  invariably  take  over 
to  reestablish  cardiac  activity.3  Inferior  wall  in- 
farction is  usually  associated  with  a good  prog- 
nosis when  it  is  accompanied  by  enhanced  vagal 
tone  and  mild  bradycardia.  In  this  setting  only 
occasionally  does  severe  bradycardia  or  asystole 
due  to  marked  increase  in  vagal  tone  lead  to 
death.  Severe  bradycardia,  or  asystole  directly 
preceding  death,  without  intervening  ventricular 
arrhythmia,  is  usually  seen  in  the  presence  of 
extensive  myocardial  damage  and  shock.  These 
sequences  occur  in  the  hemodynamically  com- 
promised heart  during  acute  myocardial  infarc- 
tion and  are  unrelated  to  psychological  factors. 

BIOBEHAVIORAL  MODELS  FOR  THE 
STUDY  OF  SUDDEN  CARDIAC  DEATH 
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Investigators  have  utilized  a variety  of  models 
to  study  the  onset  of  psychologically-induced  sud- 
den death  in  animals  and  in  man.  These  studies 
are  summarized  in  Table  1.  Cannon  considered 
one  prototype  of  this  form  of  fatality  as  having  its 
roots  in  so-called  “voodoo”  deaths  resulting  from 
tribal  castigation  or  from  superstitious  beliefs  and 
fears  relating  to  the  occult.16  He  postulated  a 
sympathoadrenal  mechanism  in  its  genesis.  Al- 
though he  did  not  implicate  a cardiac  arrhythmia, 
he  noted  that  such  individuals  were  in  a state  of 
shock  and  manifested  a rapid,  thready  pulse  ter- 
minally. Cannon  did  not  actually  study  victims  of 
voodoo  death,  but  rather  used  this  model  as  a 
theoretical  basis  for  the  discussion  of  psychologi- 
cal risk  factors  for  the  onset  of  sudden  death. 


TABLE  1 

MODELS  USED  TO  SDUDY  CENTRAL  NERVOUS  SYSTEM  FACTORS  IN  SUDDEN 
DEATH 

Investigators 

Year 

Biological  Model 

Proposed  Mechanism  Of 
Death 

Cannon ^ 

1942 

"Voodoo  death" 

Sympatho-ad renal 
activation 

Richter 

1957 

Swimming  rats 

Vagally  mediated 
asystole 

Raab^4 

Wolf14 

1964 

Stress  in  rats 

Catecholamine  release 
and  myofibrillar 
damage  Vagally  induced 
acystole 

1967 

"Dive  reflex" 
in  man 

Vagally  induced  acystole 

27 

Lown  et  al. 

23 

Haft  et  al. 

Corley  et  al.^1 

22 

Johansson  et  al. 
Lovm  and  DeSilva1^ 

20 

1973 

Stress  in  dogs 

Transient  risk  factors 
for  ventricular  fibril- 
lation 

1974 

Stress  in  rats 

Platelet  microthrombi 
and  myocardial  necrosis 

1974 

Stress  in  monkeys 

Asystole  due  to  mycar- 
dial  degeneration 

1974 

Stress  in  pigs 

Ventricular  arrhythmia 
and  myocardial  necrosis 

1978 

Potential  or 
resuscitated 
sudden  death 
victims 

Transient  risk  factors 
for  ventricular 
fibrillation 

Cebelin  & Hirsch 

1980 

Autopsy  cases 

Stress-induced  myo- 
cardial necrosis  and 
ventricular  fibrillation 

Reich  et  al4^ 

1981 

Potential  or 
resuscitated 
sudden  cardiac 
death  victims 

Transient  risk  factors 
for  ventricular 
f ibrillation 

Animal  Investigations 

Persuasive  evidence  that  transient  risk  factors 
originate,  in  part  at  least,  from  the  central  nervous 
system  has  been  demonstrated  in  animal  studies. 
These  investigations  have  been  reviewed  in  detail 
previously.6-8'  17  Direct  stimulation  of  the  central 
nervous  system  using  chemicals,  drugs,  and  elec- 
trical probes  evokes  a variety  of  ventricular  ar- 
rhythmias including  ventricular  fibrillation.18-  19 
Stimulation  or  ablation  of  neural  structures  dem- 
onstrates that  the  efferent  pathway  arises  in  the 
midbrain  and  quadrigeminal  bodies,  traverses  the 
reticular  formation,  and  is  finally  channelled  to 
the  heart  via  the  stellate  ganglia  and  the  cardiac 
sympathetic  nerves.  In  the  presence  of  a normal 
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myocardium  it  is  difficult  to  provoke  ventricular 
fibrillation,  even  with  potent  nonphysiological 
stimuli.  In  contrast,  stimulation  of  the  midbrain  in 
dogs  after  the  induction  of  ischemia  by  coronary 
arterial  occlusion  results  in  an  incidence  of  ven- 
tricular fibrillation  that  is  ten  times  that  occurring 
in  the  absence  of  such  stimulation.20  This  study 
demonstrates  the  powerful  co-action  between  in- 
puts from  the  central  nervous  system  and  the 
myocardium  rendered  electrophysiologically  un- 
stable by  ischemia. 

Studies  utilizing  various  methods  of  inducing 
stress  have  indicated  that  psycholgical  stress  in 
monkeys,21  electric  shock  in  pigs,22  and  heat,  cold, 
and  noise  stress  in  rats23  lead  to  myocardial  degen- 
eration and  sudden  death.  The  cardiac  ar- 
rhythmias preceding  death  have  been  defined  in 
some  of  these  studies.  Corley  et  al.,  studying 
yoked  monkeys,  showed  that  electric  shock  led  to 
the  development  of  bradyarrhythmias  and  death 
in  asystole,  probably  as  a consequence  of  myocar- 
dial damage.21  Studies  in  pigs  by  Johansson  et  al. 
on  the  sequence  of  myocardial  damage.21  Studies 
in  pigs  by  Johansson  et  al.  on  the  other  hand  have 
shown  that  ventricular  arrhythmias,  including 
ventricular  tachycardia  and  fibrillation,  were 
more  likely  to  occur  than  asystole.22  As  originally 
proposed  by  Raab,  cardiac  damage  induced  by 
psychological  stress  is  assumed  to  result  from  cate- 
cholamine release.  The  myocardial  lesions,  con- 
sisting of  necrosis  and  subepicardial  hemorrhage, 
resemble  those  seen  in  patients  with  prolonged 
catecholamine  infusion  or  in  those  dying  from 
pheochromocytoma24  Haft  et  al.  noted  intra- 
vascular aggregations  of  platelets  with  subepicar- 
dial areas  of  hemorrhage  in  rats  subjected  to  noise 
and  thermal  stress.23  It  is  also  likely  that  psycho- 
logical stresses  release  substances  such  as  throm- 
bin, thromboxane,  and  ADP,  which  enhance 
platelet  aggregation,  alter  the  rheologic  proper- 
ties of  blood,  and  change  both  coronary  blood 
flow  and  electrical  properties  of  the  heart. 

We  have  utilized  the  conscious  dog  as  the  prin- 
cipal model  for  study.  Since  the  nonischemic 
myocardium  is  unlikely  to  manifest  ventricular 
arrhythmia  during  aversive  conditioning,  an  al- 
ternate method  of  evaluating  ventricular  electri- 
cal stability  was  developed.  Ventricular  fibrilla- 
tion threshold,  the  classical  end-point  generally 
used,  is  unsuitable  for  studying  the  psychologi- 
cally stressed  conscious  animal  because  the  experi- 
ment automatically  terminates  once  this  end- 


point is  attained.  Traumatic  resuscitative  pro- 
cedures, including  electrical  defibrillation  pre- 
clude meaningful  serial  observations  of  the  effects 
of  psychological  stress  on  ventricular  fibrillation. 

The  alternate  method  for  assessing  electrical 
stability  was  based  on  the  observation  that  the 
delivery  of  stimuli  of  increasing  intensity  during 
the  vulnerable  period  of  the  mycocardium  results 
in  the  evocation  of  repetitive  extrasystoles  and 
finally  ventricular  fibrillation.  The  threshold  for 
the  elicitation  of  repetitive  extrasystoles  has  been 
shown  to  bear  a fixed  relationship  to  the  threshold 
current  requirements  for  provocation  of  ventricu- 
lar fibrillation  in  both  conscious  and  anesthetized 
animals.  A repetitive  extrasystole  is  elicited  by 
two-thirds  of  the  current  requirements  for  the 
induction  of  ventricular  fibrillation.25’  26  Since  the 
animal  is  unaware  of  repetitive  extrasystoles, 
rapid,  serial  measurements  can  be  made  and  vul- 
nerability to  ventricular  fibrillation  during  stress- 
induction  can  be  readily  tracked.  Using  this 
method,  rapidly  occurring  decreases  in  the  repeti- 
tive extrasystole  threshold  amounting  to  30  to  50% 
below  control  values  are  demonstrable  in  aversive 
situations  induced  by  shock-conditioning  in  a 
Pavlovian  sling  or  using  a Sidman  shock-avoid- 
ance protocol.27'29  These  studies  illustrate  the 
important  effects  the  central  nervous  system  ex- 
erts on  electrical  stability  of  normal  myocardium. 
Corbalan  et  al.  additionally  showed  that  in  the 
presence  of  ischemia  after  myocardial  infarction, 
repeated  exposure  of  dogs  to  an  aversive  environ- 
ment produced  sinus  tachycardia  and  ventricular 
arrhythmias.30  Removal  of  the  animal  from  the 
aversive  to  a calm  environment  consistently  abol- 
ished these  arrhythmias.  These  observations  are 
supplemented  by  those  of  Skinner  et  al.,31  who 
demonstrated  a higher  incidence  of  ventricular 
fibrillation  in  conscious  pigs  when  coronary  ar- 
terial occlusion  was  performed  in  an  unfamiliar 
environment  as  compared  with  one  to  which  the 
animals  had  been  previously  acclimatized.  In 
Skinner’s  model,  it  is  inferential  that  the  un- 
familiar environment  was  more  stressful  than  the 
familiar  one.  Verrier  and  Lown31  provided  direct 
evidence  that  psychological  stress  has  a marked 
synergistic  effect  with  ischemia  in  dogs.  During 
coronary  arterial  occlusion,  the  incidence  of  ven- 
tricular fibrillation  was  three  times  greater  in  a 
Pavlovian  sling,  where  the  animals  had  previously 
undergone  shock-conditioning,  as  compared  with 
a nonstressful  environment,  where  they  were 
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relaxed. 

The  precise  mechanisms  whereby  experimen- 
tally-induced psychological  stress  activates  the 
central  nervous  system  and  produces  a state  of 
arousal  sufficient  to  disrupt  electrical  stability  of 
the  heart  and  cause  ventricular  fibrillation  remain 
to  be  defined.  A number  of  disparate  mechanisms 
are  probably  involved.  The  psychologically 
stressed  animal  shows  numerous  biochemical  and 
hemodynamic  changes  in  addition  to  enhance- 
ment of  vulnerability  to  fibrillation.  For  example, 
circulating  catecholamines  as  well  as  the  epi- 
nephrine/norepinephrine ration  are  increased. 
Additionally,  coronary  vascular  resistance  and 
coronary  sinus  blood  flow  are  reduced.  Vagal  tone 
is  also  noted  to  be  diminished  during  psychologi- 
cal stress.  32>  33  Increased  vagal  activity  protects 
against  vulnerability  to  ventricular  fibrillation  in 
both  ischemic  and  nonischemic  myocardium. 
Thus,  vagal  withdrawal  during  aversive  condi- 
tioning may  be  an  important  factor  in  increasing 
myocardial  susceptibility  to  ventricular  fibrilla- 
tion during  psychological  stress. 

Protection  from  neurally  or  psychologically  in- 
duced ventricular  arrhythmias  or  electrical  in- 
stability has  been  attained  by  a number  of 
methods. 

Various  pharmacologic  and  neurochemical  in- 
terventions can  be  performed  to  protect  the  myo- 
cardium against  ventricular  fibrillation.  In  the 
anesthetized  dog,  reduction  in  sympathetic  neural 
tone  is  achieved  by  cholinergic  stimulation.  Ad- 
ministration of  methacholine  or  direct  vagal  stim- 
ulation both  increase  the  electrical  threshold  for 
ventricular  fibrillation.  The  mechanism  of  protec- 
tion derives  from  antagonism  of  sympathetic  neu- 
ral tone  on  the  heart.35- 36  Similarly,  adminstration 
of  morphine  to  the  anesthetized  dog  increases 
vagal  tone  on  the  heart  and  increases  the  electrical 
stability  of  the  myocardium.37  Decrease  in  sym- 
pathetic neural  outflow  is  attained  by  increasing 
central  stores  of  neurotransmitters  by  administra- 
tion of  their  precursors.  In  animals  given  tryp- 
tophan (the  precursor  of  serotonin)  and  tyrosine 
(the  precursor  of  epinephrine,  norepinephine, 
and  dopamine),  significant  increases  occur  in  ven- 
tricular electrical  stability,  as  measured  by  the 
repetitive  extrasystole  threshold.38'40  That  dopa- 
minergic receptors  may  also  be  involved  in  modu- 
lating ventricular  electrical  stability  is  demon- 
strated by  the  protection  afforded  by  bromocrip- 
tine, a dopamine  agonist.41 
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Pharmacologic  interventions  have  also  been 
performed  in  conscious  animal  models.  As  in  the 
anesthetized  dog,  administration  of  morphine  to 
the  conscious  dog  results  in  cholinergic  stimula- 
tion and  protects  against  decreases  in  the  repeti- 
tive extrasystole  threshold  induced  by  psychologi- 
cal stress.34  In  dogs  exposed  to  a Sidman  shock- 
avoidance  protocol,  decreases  in  the  repetitive 
extrasystole  threshold  are  annulled  by  the  beta- 
adrenergic  blocking  agent,  tolamolol.42  The  afore- 
mentioned studies  were  conducted  in  dogs  with 
normal  hearts  exposed  to  psychological  stress.  In 
the  ischemic  heart  there  appear  to  be  conflicting 
data  in  regard  to  the  effects  of  beta-adrenergic 
blockade.  Skinner  et  a/.31  found  no  effect  of  pro- 
pranolol on  the  emergence  of  ventricular  fibrilla- 
tion after  coronary  occlusion  in  conscious  pigs 
undergoing  psychological  stress.  In  contrast,  Rose- 
nfeld  et  al ,43  showed  in  dogs  that  beta-adrenergic 
blockade  with  the  cardioselective  agent, 
tolamolol,  provided  significant  protection  against 
malignant  ventricular  arrhythmias  occurring  dur- 
ing acute  coronary  occlusion  in  conjunction  with 
psychological  stress.  Differences  in  animal  spe- 
cies, experimental  protocols,  and  pharmacologic 
agents  used  may  account  for  the  disparity  in 
results. 

Certain  environmental  conditions  appear  to  be 
protective  against  ventricular  arrhythmias.  Plac- 
ing an  animal  in  a psychologically  stressful  en- 
vironment after  experimentally-induced  myocar- 
dial infarction  results  in  the  appearance  of 
malignant  ventricular  arrhythmias.  Removal  of 
the  animal  to  a nonthreatening  environment  con- 
sistently abolishes  these  arrhythmias.30  Similarly, 
removal  of  an  animal  from  the  stress-provoking 
environment  results  in  an  increase  in  ventricular 
electrical  stability,  as  demonstrated  by  elec- 
trophysiologic  testing.34  Ventricular  fibrillation  is 
also  less  likely  to  occur  after  induction  of  acute 
myocardial  ischemia  in  a laboratory  environment 
familiar  to  the  experimental  animal  than  in  a 
strange  surrounding.31  The  complex  behavioral 
adaptations  that  must  accompany  exposure  to  dif- 
ferent environments  and  their  attendant  neural 
and  humoral  changes  have  hitherto  not  been 
studied.  Nonetheless,  these  experimental  observa- 
tions suggest  that  sensory  input  from  the  environ- 
ment is  an  important  determinant  of  ventricular 
electrical  stability  and  the  emergence  of  ventricu- 
lar arrhythmias.  Protection  of  patients  at  risk  of 
developing  malignant  ventricular  arrhythmias. 
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especially  after  myocardial  infarction,  must  take 
into  account  these  considerations. 

These  experimental  studies  provide  evidence 
for  the  thesis  that  psychological  and  neural  factors 
alter  ventricular  electrical  stability  of  the  heart 
and  increase  the  propensity  of  the  heart  to  fibril- 
late.  Furthermore,  these  studies  indicate  that  it  is 
possible  to  prevent  neural  traffic  to  the  heart  and 
protect  vulnerable  myocardium  from  ventricular 
fibrillation.  Such  studies  provide  a theoretical 
scaffolding  for  exploring  the  neural  and  psycho- 
logical variables  that  may  precipitate  ventricular 
fibrillation  in  man. 

Human  Investigations 

Study  of  psychological  and  emotional  factors  as 
related  to  sudden  death  in  man  is  fraught  with 
numerous  difficult  problems.  First,  it  is  nearly 
impossible  to  accurately  replicate  and  quantify 
emotional  and  psychological  stimuli  in  the  labora- 
tory. Second,  these  stimuli  are  highly  unique  to 
the  individual  and  are  frequently  not  evident  to 
either  investigator  or  to  the  subject  being  studied. 
Third,  the  fatal  arrhythmia,  which  is  ventricular 
fibrillation,  is  a singular  event  and  is  not  amenable 
to  ready  investigation  or  clinical  replication.  De- 
spite these  difficulties,  some  studies  shed  light  on 
the  role  of  the  central  nervous  system  in  provoking 
sudden  cardiac  death  in  man. 

Psychological  Stress  and  Sudden  Death 

Studies  by  Rahe  et  al.,44  utilizing  the  method  of 
weighing  of  life-events,  showed  the  accumulation 


of  various  types  of  psychological  stresses  due  to 
life  change,  such  as  divorce,  bereavement  and  job 
loss,  had  an  increased  association  with  onset  of 
sudden  cardiac  death.  These  data  were  obtained 
indirectly  by  interviewing  the  spouse  or  next-of- 
kin  of  the  decedent,  but  are  nonetheless  important 
because  they  provide  an  initial  approach  to  the 
attempt  to  quantify  stressful  events  occurring  be- 
fore death.  Several  investigators  have  indepen- 
dently confirmed  that  death  of  a close  person 
often  precedes  mortality  from  coronary  heart  dis- 
ease.10’ 80  Such  deaths  are  especially  likely  to  occur 
among  bereaved  spouses.10  Cottington  et  al.80 
found  in  a careful  case-control  study  that  among 
the  numerous  life  changes  they  evaluated,  the 
death  of  a close  person  was  the  only  significant 
factor  affecting  mortality  from  coronary  heart 
disease  among  81  sudden  death  victims.  These 
victims  were  six  times  as  likely  to  have  experi- 
enced the  death  of  a close  person  within  the 
preceding  6 months  as  compared  with  controls. 
Other  major  life  events,  such  as  financial,  legal, 
family  or  work-related  problems,  did  not  have  the 
same  impact  on  mortality. 

Sampling  of  clinical  populations  or  autopsy 
cases  has  provided  information  on  the  psychologi- 
cal setting  in  which  sudden  death  occurs.45'49’  57 
Some  of  these  studies  are  summarized  in  Table  2. 
Greene  et  al,45  interviewed  the  next-of-kin  of  25 
men  who  died  suddenly,  and  they  estimated  that 
“at  least  50%  ” of  these  patients  had  ongoing  psy- 
chological and  social  stresses  at  the  time  of  death. 
Many  of  the  stresses  described  were  acute  in  na- 


TABLE2 

PREVALENCE  OF  ACUTE  PSYCHOLOGICAL  STRESS  PRECEDING  SUDDEN  DEATH 


Investigators 

Population 

Time* 

Frame 

Total  No . 
Of  Cases 

No.  Of 

Cases 

With 

Acute  Stress 

Prevalence 

of 

Acute  Stress 

Myers  and  Dewar 

^ Postmortem 

30  min 

. 100 

23 

23% 

24  hr 

100 

40 

40% 

Rissanen  et  al^ 

Postmortem 

2 hr 

118 

23 

19% 

Reich  et  al^ 

Clinical 

24  hr 

117 

25 

21% 

^Refers  to  time  during  which  acute  stresses  occurred. 
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ture  and  frequently  involved  interaction  of  two  or 
more  situations  deemed  as  psychologically  stress- 
ful. These  workers  surmised  that  a combination  of 
depressive  and  arousal  states  coexisted  at  the  time 
of  sudden  death.  Myers  and  Dewar  found  that 
acute  psychological  stress  was  a significant  vari- 
able among  100  men  dying  suddenly  from  coro- 
nary heart  disease.46  Among  these  men,  23 
experienced  intense  stress  in  the  30  minutes  pre- 
ceding death,  and  40  men  experienced  such  stress 
within  the  preceding  24  hours.  These  stresses  var- 
ied widely  and  included  attendance  at  a surgical 
clinic,  an  attack  by  dogs,  fights  over  games,  in- 
volvement in  a nontraumatic  motor  accident,  no- 
tification of  divorce,  and  so  forth.  Moderate 
physical  activity,  a recent  meal,  especially  with 
alcoholic  beverage,  the  time  of  day  and  day  of  the 
week  were  significantly  related  to  mortality, 
while  chronic  psychological  stress,  stenuous  exer- 
cise, season  of  year  and  environmental  tempera- 
ture were  unrelated  to  onset  of  sudden  death. 

Rissanen  et  al.  evaluated  the  circumstances  sur- 
rounding sudden  death  in  Helsinki  by  interview- 
ing next-of-kin.47  The  prevalence  of  acute  and 
chronic  stress,  chest  pain,  heaviness  of  the  arms, 
dyspnea,  fatigue,  sweating  and  nervousness  was 
evaluated.  Prodromal  symptoms  were  common  in 
patients  who  had  attacks  longer  than  2 hours. 
Unusual  fatigue,  observed  in  32%  of  cases,  was  the 
most  common  antecedent.  “Chronic”  stress  oc- 
curred in  25%  and  “acute”  stress  in  19%  of  pa- 
tients. In  patients  experiencing  “acute”  stress, 
death  was  rapid  and  resulted  within  2 hours; 
myocardial  infarction  was  unusual  in  this  group  of 
23  patients,  of  whom  14  (16%)  died  in- 
stantaneously. Acute  myocardial  infarction  was 
more  common  in  patients  with  long-standing 
stress  than  in  patients  with  acute  stress  preceding 
death.  These  results  suggest  that  in  patients  with 
coronary  artery  disease,  acute  psychological  stress 
is  more  likely  to  result  in  instantaneous  or  rapid 
death  from  ventricular  fibrillation  without  the 
evolution  of  acute  myocardial  infarction.  In  pa- 
tients with  chronic  stress,  or  with  no  evident  stress 
factors,  symptoms  were  of  prolonged  duration 
prior  to  death  and  changes  of  acute  infarction 
were  more  common. 

Cebelin  and  Hirsch48  reviewed  497  deaths  due 
to  homicidal  assault  in  Cuyahoga  County,  Ohio, 
and  found  15  victims  in  whom  there  was  no 
evidence  for  trauma  as  the  unequivocal  cause  of 
death.  In  all  cases,  the  victims  were  beaten  or 
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assaulted  by  relatives,  spouses,  strangers,  or  others. 
Although  external  injuries  were  present,  there  was 
no  internal  damage  or  blood  loss  to  account  for 
death.  In  10  cases,  arguments  or  fights  had  pre- 
ceded death.  Cardiac  microscopic  studies  showed 
that  in  11  of  the  15  victims,  myofibrillar  degener- 
ation was  present,  usually  in  the  subendocardium. 
Such  changes  were  absent  in  the  hearts  of  15 
victims  of  traffic  accidents  used  as  controls.  The 
authors  surmised  that  the  psychological  stress  of 
the  homocidal  attack,  with  forcible  restraint  in 
some  cases,  produced  an  acute-stress  cardiomyop- 
athy with  the  subsequent  development  of  ven- 
tricular fibrillation  and  sudden  death. 

The  studies  just  cited  deal  with  the  circum- 
stances of  death  in  deceased  victims  of  sudden 
cardiac  death.  We  utilized  another  approach  and 
studied  the  onset  of  malignant  arrhythmias,  de- 
fined as  symptomatic  ventricular  tachycardia  and 
ventricular  fibrillation,  in  a high-risk  group  of 
patients.49  Of  the  total  group  of  117  patients,  53% 
had  been  resuscitated  from  ventricular  fibrilla- 
tion. This  group  thus  constituted  victims  or  poten- 
tial victims  of  sudden  cardiac  death  who  could 
provide  direct  knowledgeable  testimony  of  the 
emotional  events  immediately  preceding  the  ar- 
rhythmic event.  Possible  emotional  precipitants 
for  malignant  arrhythmia  in  the  preceding  24 
hours  were  identified  in  separate  clinical  inter- 
views by  a cardiologist  and  psychiatrist.  In  25 
(21%)  of  the  117  patients  such  triggers  for  malig- 
nant arrhythmia  were  identified.  These  emo- 
tional triggers  included  intense  emotions,  such  as 
anger,  fear  and  excitement,  which  were  provoked 
by  situations,  such  as  marital-  and  job-related 
stresses  and  bereavement.  Of  the  total  study  popu- 
lation 66%  had  coronary  heart  disease,  but  only 
48%  patients  with  putative  psychophysiologic 
“triggers”  for  ventricular  tachycardia  or  ventricu- 
lar fibrillation  had  ischemic  heart  disease.  Of  the 
patients  without  demonstrable  structural  heart 
disease  44%  demonstrated  psychological  triggers 
for  ventricular  tachycardia  or  ventricular  fibrilla- 
tion. Our  estimate  of  21%  is  somewhat  lower  than 
that  of  Myers  and  Dewar46  and  of  Rissanen  et  al, 
who  reported  death  following  such  stress.47  How- 
ever, we  were  careful  to  exclude  equivocal  cases, 
and  it  is  likely  that  our  estimate  may  be  overly 
conservative. 

Psychological  Stress  and  Ventricular 
Arrhythmias 
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Ventricular  premature  beats  (VPBs)  occurring 
in  patients  with  coronary  heart  disease  are  associ- 
ated with  an  increased  risk  for  sudden  cardiac 
death.50  Quantification  of  VPBs  can  therefore  be 
used  as  a somatic  target  to  evaluate  the  effects  of 
psychological  stress  on  the  heart.  A number  of 
studies  relate  the  occurrence  of  VPBs  to  bio- 
behavioral  factors.  These  studies,  though  largely 
uncontrolled,  show  that  emotional  states  resulting 
from  recall  of  traumatic  events,  anxiety,  fear, 
excitement,  and  deliberate  induction  of  stressful 
states  result  in  electrocardiographic  alterations 
including  S-T  segment  and  T wave  abnormalities 
and  emergence  of  VPBs.  For  example,  stresses  as 
disparate  as  those  caused  by  public  speaking, 
motor  car  racing  or  driving,  loud  sounds,  and 
clinical  interviews  relating  to  previous  or  ongoing 
emotional  trauma  have  evoked  VPBs  in  patients 
with  and  without  heart  disease.51"55  We  have 
shown  in  a controlled  study  of  19  patients,  among 
whom  8 had  been  resuscitated  from  ventricular 
fibrillation,  that  psychological  stress  testing  yield- 
ed a two-fold  increase  in  VPBs.  In  one  of  these 
patients  malignant  ventricular  tachycardia  was 
induced  when  the  patient  wept  while  describing 
his  fear  of  death.  This  arryhthmia,  which  had 
progressed  on  previous  occasions  to  ventricular 
fibrillation,  was  completely  suppressed  by  reas- 
surance alone,  without  resort  to  drug  treatment.15 

As  mentioned  earlier,  lack  of  education  has  an 
impact  on  the  occurrence  of  premature  death. 
Kitagawa  and  Hauser  have  shown  an  inverse  rela- 
tionship between  cardiovascular  mortality  and 
education  level.56  Recognizing  that  the  level  of 
education  has  an  important  psychosocial  signifi- 
cance, Weinblatt  et  al.  stratified  1739  male  sur- 
vivors of  myocardial  infarction  into  categories 
defined  by  years  of  schooling.11  When  these  men 
were  electrocardiographically  monitored  for  1 
hour,  men  with  8 years  or  less  of  schooling,  exhib- 
ited three  times  the  risk  of  sudden  cardiac  death  if 
complex  ventricular  arrhythmias  were  present.  In 
contrast,  better-educated  men  with  the  same  type 
of  arrhythmia  had  a significantly  lower  mortality 
rate.  The  cumulative  mortality  rates  were  33% 
and  9%,  respectively,  for  the  two  groups,  and 
neither  standard  risk  factors  nor  a variety  of  clini- 
cal characteristics  accounted  for  these  differ- 
ences. This  landmark  study  showed  for  the  first 
time  a significant  relationship  between  a putative 
index  of  psychosocial  distress,  ventricular  ar- 
rhythmias, and  sudden  cardiac  death. 


The  physiological  mechanisms  whereby  in- 
duced or  naturally  occurring  stresses  cause  ven- 
tricular arrhythmias  have  been  inadequately 
studied.  Taggart  et  al.  have  shown  that  cate- 
cholamine levels  are  elevated  when  VPBs  occur 
during  psychological  stress  resulting  from  public 
speaking,  car-racing,  or  driving  in  traffic.51-  52 
They  were  able  to  abolish  stress-induced  VPBs 
with  the  beta-adrenergic  antagonist,  oxprenolol. 
The  contributory  role  of  catecholamines  in  the 
genesis  of  malignant  ventricular  arrhythmias  was 
also  demonstrated  by  Coumel  et  al.58  They  de- 
scribed four  children  without  organic  heart  dis- 
ease in  whom  ventricular  tachycardia  with  syn- 
cope was  triggered  by  effort  or  emotion.  Electri- 
cal endocavitary  stimulation  could  not  initiate  the 
arrhythmia,  but  infusion  with  the  beta-adrenergic 
agonist,  isoproterenol,  did  so  consistently.  Treat- 
ment with  beta-adrenergic  antagonists  alone  or  in 
combination  with  other  drugs  was  helpful  in  sup- 
pressing these  arrhythmias. 

The  most  striking  and  convincing  evidence  that 
sympathetic  neural  inputs  are  important  in 
provoking  malignant  ventricular  arrhythmias  is 
demonstrated  by  the  series  of  disorders  of  ven- 
tricular repolarization  known  collectively  as  the 
long  Q-T  syndrome.  A variety  of  sensory  inputs, 
ranging  from  emotionally  stressful  events  to  noise 
and  exertion,  may  trigger  ventricular  tachycardia 
or  ventricular  fibrillation.  Early  demise  is  the  rule 
in  such  patients,  although  structural  heart  disease 
in  invariably  absent.  An  imbalance  in  sympathe- 
tic neural  input  to  the  heart  between  the  right  and 
the  left  stellate  ganglia  has  been  postulated.59  Pro- 
tection after  surgical  ablation  of  these  structures 
or  pharmacologic  blockade  with  beta-adrenergic 
antagonists  provides  further  evidence  for  the  role 
of  sympathetic  neural  inputs  in  the  genesis  of 
these  arrhythmias. 

Although  these  studies  indicate  an  important 
role  for  adrenergic  mechanisms  in  the  emergence 
of  ventricular  tachycardia  and  ventricular  fibril- 
lation in  both  animals  and  in  man,  it  should  not  be 
assumed  that  the  sympathetic  nervous  system  is 
the  exclusive  conduit  for  the  destabilizing  effects 
of  the  central  nervous  system  on  the  heart.  Addi- 
tional neural  and  humoral  interactions  may  exist 
that  have  yet  to  be  elucidated.  Neural  mecha- 
nisms for  the  provocation  of  ventricular  ar- 
rhythmias in  particular  have  not  been  adequately 
studied  in  man.  Since  neural  outflow  to  the  heart 
is  governed  by  the  autonomic  nervous  sytem,  we 
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examined  the  contributing  role  of  autonomic  neu- 
ral reflexes  to  the  occurence  of  ventricular  ar- 
rhythmias. In  a small  group  of  patients,  some  of 
whom  were  resuscitated  from  ventricular  fibrilla- 
tion, we  were  able  to  increase  the  frequency  of 
VPRs  by  means  of  psychological  stress  testing.  In 
these  patients,  activation  of  sympathetic  and 
parasympathetic  reflexes  in  the  absence  of  stress 
did  not  provoke  ventricular  arrhythmias.15  In  par- 
ticular, elicitation  of  the  “dive  reflex”  by  exposure 
of  the  face  to  an  ice-pack  did  not  provoke  signifi- 
cant arrhythmia,  except  in  one  patient  who  be- 
came emotionally  distraught  during  the  test 
procedure.  She  was  a 45-year-old  woman  without 
structural  heart  disease  who  had  had  recurrent 
ventricular  fibrillation  in  situations  of  emotional 
conflict.  From  these  observations,  it  appears  that 
the  passive  evocation  of  autonomic  reflexes  is  not 
a sufficient  trigger  for  the  occurrence  of  ventricu- 
lar arrhythmias. 

Behavioral  Studies 

If  we  assume  that  certain  individuals  have  a 
proclivity  for  psychophysiologically  induced  ar- 
rhythmias, it  is  logical  to  examine  whether  certain 
behavioral  or  psychological  characteristics  pre- 
dispose to  the  development  of  ventricular  ar- 
rhythmias and  sudden  cardiac  death.  Such  an 
approach  has  already  been  applied  to  a variety  of 
other  disease  states.  Thomas,  for  example,  pro- 
spectively evaluated  healthy  medical  students 
and  found  that  certain  features  such  as  nervous 
tension,  anxiety,  anger  under  stress,  insomnia, 
smoking,  and  alcohol  intake  were  associated  with 
a higher  rate  of  premature  death  and  disease.60 
These  precursors  were  evaluated  in  relation  to  the 
development  of  suicide,  cancer,  hypertension, 
myocardial  infarction,  and  mental  illness.  Mean 
depression  scores  were  twice  as  high  in  those 
developing  myocardial  infarction  as  in  controls. 

Depression  has  also  been  ascribed  importance 
in  relation  to  sudden  death  by  some  workers. 
Greene  et  al.  reported  in  a study  where  the  next- 
of-kin  were  interviewed  that  victims  of  sudden 
cardiac  death  had  a high  prevalence  of  depression 
and  agitation  prior  to  death.45  Since  the  dece- 
dents’ relatives  provided  the  information,  direct 
assessment  of  psychological  and  behavioral  char- 
acteristics was  not  possible.  A prospective  study  by 
Bruhn  et  a/.61  in  patients  with  myocardial  infarca- 
tion  indicated  that  elevated  depression  scores,  a 
pattern  of  “joyless  striving”  at  work,  and  Type  A 
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behavior  characteristics  correlated  with  the  oc- 
currence of  sudden  cardiac  death.  Orth-Gomer62 
attempted  to  correlate  in  a group  of  men  to  occur- 
rence and  grade  of  ventricular  arrhythmia  with 
psychological  characteristics,  as  gauged  by  the 
Emotions  Profile  Index  and  a structured  interview 
for  Type  A behavior  pattern.  No  correlation  was 
found  between  depression  and  complex  ventricu- 
lar arrhythmias  in  men  with  coronary  heart  dis- 
ease or  in  men  with  risk  factors  for  coronary  heart 
disease.  Neither  was  Type  A behavior  pattern 
correlated  with  complex  ventricular  arrhythmias. 
In  our  own  studies,  where  we  identified  25  of  117 
patients  with  putative  psychophysiologic  triggers 
for  ventricular  tachycardia  and  ventricular  fibril- 
lation, we  performed  a variety  of  psychometric 
tests  in  an  attempt  to  distinguish  patients  from 
controls.49  No  specific  psychological  characteris- 
tics were  readily  apparent,  except  for  excep- 
tionally high  depression  scores.  It  must  be  noted, 
however,  that  since  such  patients  were  studied 
after  referral  for  life-threatening  arrhythmias,  the 
presence  of  depression  may  have  been  the  conse- 
quence of  their  illness. 

Studies  designed  to  characterize  patients  psy- 
chologically and  behaviorally  in  order  to  charac- 
terize or  predict  potential  victims  of  a disease 
process  are  conceptually  attractive.  However,  as 
noted  by  Aiken,63  such  studies  are  difficult  to 
conduct  because  of  current  methodologic  defi- 
ciencies in  psychosomatic  research,  including  the 
difficulty  in  measuring  psychological  variables, 
problems  with  controlling  observations,  fallacies 
in  deduction  of  causality,  proper  case  identifica- 
tion, and  sampling  error. 

Reduction  in  Sympathetic  Tone  and  Ventricular 
Arrhythmias 

Since  neural  activation  from  psychological 
stress  may  be  associated  with  increases  in  heart 
rate,  blood  pressure,  and  ventricular  premature 
beat  frequency,  the  effects  of  withdrawal  of  sym- 
pathetic tone  on  the  heart  can  be  expected  to  have 
the  opposite  effect.  Sleep  represents  a phase  dur- 
ing the  day  when  there  is  a marked  shift  in  con- 
sciousness and  a reduction  in  cardiovascular 
hemodynamic  activity.  The  declines  in  heart  rate 
and  blood  pressure  have  been  attributed  to  with- 
drawal of  sympathetic  tone  and  an  increase  in 
vagal  tone.  Some  observers  have  noted  that  during 
sleep  VPBs  are  not  affected,  while  others  have 
provided  evidence  that  most  patients  show  sleep- 
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suppression  of  ventricular  arrhythmias.64'72  These 
disparate  observations  may  be  due  to  small  sample 
sizes,  or  because  patients  were  often  studied  in  the 
medicated  state  or  in  the  coronary  care  unit. 

In  studies  involving  large  sample  sizes,  the  re- 
sults almost  invariably  indicate  that  sleep  sup- 
presses VPBs. 67-72  Lown  et  al.  observed  during 
Holter  monitoring  of  54  subjects  in  their  own 
homes,  that  in  22  VPBs  were  reduced  at  least  50% 
during  sleep,  while  13  subjects  showed  25-50% 
suppression.69  The  grade  of  VPBs  was  also 
lowered  from  a mean  of  2.75  while  awake  to  1.78 
during  sleep.  In  a number  of  these  patients,  antiar- 
rhythmic  drugs  were  less  effective  than  sleep  in 
reducing  the  grade  and  frequency  of  VPBs.  These 
studies  were  extended  to  include  simultaneous 
electrocardiographic  and  electroencephalograph- 
ic  recordings  and  it  was  found  that  sleep  suppres- 
sion of  VPBs  in  30  patients  occurred  during  all 
sleep  stages  except  REM  sleep.70  Slow  wave  sleep 
(stages  3 and  4)  had  the  most  significant  effect  on 
VPB  suppression.  These  results  contrast  with  the 
observations  of  Rosenblatt  et  al.,  who  found 
emergence  of  arrhythmias  during  these  stages  of 
sleep.64  The  results  we  obtained  were  not  due  to 
alterations  in  heart  rate,  because  no  significant 
changes  in  rate  occurred  between  the  various 
sleep  stages.  Frequency  of  VPBs  during  awake 
and  REM  periods  were  similar,  suggesting  that 
the  electrical  properties  of  the  heart  during  these 
two  periods  may  also  be  similar.  Pickering  et  al. 
reported  that  in  26%  of  31  patients  they  moni- 
tored, VPBs  were  suppressed  almost  completely 
during  sleep,  while  in  71%  the  reduction  in  VPBs 
was  partial.67  Multiform  and  repetitive  VPBs 
were  also  decreased  during  sleep.  These  observa- 
tions are  important  because  it  has  been  noted  that 
sudden  death  is  unusual  during  sleep.46’  73  Al- 
though there  is  no  direct  evidence,  it  is  very  likely 
that  a lessening  of  sympathetic  neural  and  hu- 
moral activity  during  sleep  is  protective  against 
sudden  cardiac  death.  We  have  observed  ven- 
tricular tachycardia  or  ventricular  fibrillation  in 
association  with  violent  or  frightening  dreams  in 
two  cases.49’  54  It  is  still  inferential  that  when 
sudden  death  occurs  during  sleep  it  does  so  during 
the  stage  of  REM  sleep.  In  summary,  present 
evidence  indicates  that  non-REM  sleep,  which 
decreases  sympathetic  neural  outflow,  results  in 
increased  electrical  myocardial  stability  with  de- 
crease in  ventricular  arrhythmias.  During  REM 
sleep,  electrical  instability  may  be  provoked  as  a 


consequence  of  increased  sympathetic  neural 
drive  on  the  heart  and  malignant  ventricular  ar- 
rhythmias may  emerge. 

Conscious  modulation  of  sympathetic  neural 
input  to  the  heart  may  be  accomplished  by  a 
variety  of  biofeedback  and  meditation  tech- 
niques. Weiss  and  Engel74  and  Pickering  and  Mil- 
ler75 have  shown  that  VPBs  can  be  suppressed  by 
increasing  heart  rate  with  biofeedback.  Abolition 
of  VPBs  is  probably  secondary  to  overdrive  sup- 
pression of  an  ectopic  focus  by  acceleration  in 
heart  rate.  Meditation  and  relaxation  techniques 
have  also  been  utilized  to  suppress  VPBs.  The 
essential  cardiovascular  effect  of  cultic  and  non- 
cultic  forms  of  meditation  is  reduction  in  heart 
rate  and  blood  pressure,  probably  secondary  to 
decreased  sympathetic  neural  outflow.  Eleven  pa- 
tients with  coronary  heart  disease  were  taught  by 
Benson  et  al.  to  elicit  the  relaxation  response  over 
a period  of  4 weeks.76  Although  VPBs  were  mod- 
estly suppressed  during  both  awake  and  sleep 
periods,  this  effect  was  significant  only  during  the 
latter  period.  Hence  the  results  observed  by  these 
workers  may  have  been  the  result  of  sleep  rather 
than  meditation.  Heart  rate  was  not  significantly 
affected  by  the  procedure.  Voukydis  and  For- 
wand77  found  that  VPBs  were  suppressed  by  a 
similar  technique  in  some  patients  while  in  others, 
arrhythmia  was  unaffected  or  actually  in- 
creased.60 In  our  own  experience,  the  results  of 
meditation  on  VPBs  have  been  very  variable.  In 
an  occasional  patient,  marked  suppression  of 
VPBs  or  even  termination  of  ventricular  tachycar- 
dia is  possible.  Objective  evidence  that  the  ob- 
served cardiovascular  effects  of  this  noncultic 
form  of  meditation  are  due  to  decreased  sym- 
pathetic tone  is  sparse.  Heart  rate  decreases  in 
individual  subjects  were  directly  correlated  with 
plasma  norepinephrine  changes  during  relaxation 
therapy  by  Davidson  et  al.78  However,  group 
means  for  heart  rate  did  not  change  significantly 
between  control  and  relaxation  periods.  These 
observations,  together  with  the  frequently  vari- 
able response  of  VPBs,  suggest  that  the  effects  of 
meditation  and  relaxation  on  cardiovascular  func- 
tion are  modest  in  many  subjects.  Nonetheless, 
when  marked  effects  are  observed  on  heart  rate 
and  ventricular  arrhythmias  in  individual  sub- 
jects, they  provide  further  evidence  that  neural 
and  psychological  influences  have  the  capacity  to 
affect  electrical  activity  of  the  heart  and  modulate 
the  emergence  and  suppression  of  arrhythmias. 
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CONCLUSION 

Despite  the  lack  of  conclusive  evidence  as  to 
causality,  we  cannot  afford  to  ignore  the  clinical 
and  experimental  evidence  that  indicates  that 
neural  and  psychological  mechanisms  modulate 
electrical  properties  of  the  heart  and  provoke 
sudden  cardiac  death.  Each  year  about  450,000 
victims  succumb  to  sudden  cardiac  death,  and  this 
number  constitutes  by  far  the  single  most  impor- 
tant cause  of  death  in  the  United  States.  Current 
estimates  indicate  that  such  deaths  may  be  pre- 
ceded by  acute  psychological  disturbances  in  20  to 
40%  of  cases.  Thus,  analysis  of  risk  factors  for 
sudden  cardiac  death  must  perforce  include  not 
only  characterization  of  the  nature  and  extent  of 
heart  disease,  but  also  behavioral  and  psycho- 
physiologic  features  and  the  psychosocial  setting 
of  the  potential  victim.  Exploration  of  intermedi- 
ary mechanisms  will  permit  the  introduction  of 
innovative  forms  of  treatment,  including  neu- 
rochemical interventions  designed  to  prevent  the 
psychophysiologic  triggers  for  sudden  cardiac 
death.  Although  definitive  studies  in  this  area  will 
be  long  in  the  making,  the  integrative  role  of  the 
central  nervous  system  in  determining  the  time  of 
death  should  be  more  fully  appreciated.  Such  an 
awareness  will  provide  a basis  for  closer  attention 
to  psychological  factors  in  the  clinical  manage- 
ment of  patients  at  high  risk  for  sudden  death.79  □ 
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THE  EPIDEMIOLOGY  OF  SUDDEN 
CORONARY  DEATH 


EVELYN  TALBOTT,  DR.  P.H.* 

LEWIS  H.  KULLER,  M.D. 

PATRICIA  A.  MURPHY,  M.P.H. 

Sudden  death  is  but  one  end  point  in  the  spec- 
trum of  cardiovascular  disease.  It  is  well  known 
that  the  various  clinical  entities  including:  angina 
pectoris,  myocardial  infarction,  sudden  death, 
coronary  insufficiency,  and  congestive  heart 
failure,  have  many  risk  factors  in  common.  This 
would  seem  to  imply  a similar  underlying  coro- 
nary artery  pathology.1-  2 The  purpose  of  this  pa- 
per is  to  highlight  what  is  known  about  the  epide- 
miology of  sudden  coronary  death. 

INCIDENCE  OF  SUDDEN  DEATH  AND 
TRENDS  OVER  TIME 

The  definition  of  sudden  death  has  varied  from 
instantaneous  death,  that  is,  death  occurring 
within  a few  minutes,  to  those  ending  in  demise 
within  one  to  six  hours  of  onset  of  symptoms.  The 
definition  used  by  the  World  Health  Organization 
is  a death  occurring  within  24  hours  of  onset  of 
symptoms.  Coronary  heart  disease  sudden  deaths 
originate  from  two  groups  of  patients:  individuals 
with  prior  clinical  history  of  heart  disease  and 
those  cases  in  which  the  sudden  death  is  the  first 
manifestation  of  disease. 

Approximately  half  of  all  witnessed  deaths 
from  heart  disease  occur  within  one  hour  of  onset, 
and  nearly  two-thirds  of  the  victims  have  no  pre- 
vious history  of  heart  disease.  In  addition,  more 
than  half  occur  outside  the  hospital.3-  4 In  the 
United  States  in  1980,  550,000  deaths  were  at- 
tributed to  ischemic  heart  disease.5  In  25%  of  the 
cases,  sudden  death  was  the  first  and  terminal 
clinical  manifestation  of  coronary  heart  disease. 

The  average  annual  incidence  rate  per  10,000 
of  sudden  death  and  selected  cardiovascular  dis- 
eases are  shown  on  Table  1 of  the  Framingham 
Study.2  These  sudden  death  rates  are  based  on  a 
survival  of  one  hour  or  less  from  onset  of  symp- 
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toms.  The  18  year  incidence  rate  for  sudden  death 
rises  steeply  with  age  in  males  in  the  35  to  64 
category  and  then  levels  off.  The  incidence  of 
sudden  coronary  death  in  women  is  only  two  per 
10,000  per  year  in  the  45  to  54  age  group  and  only 
four  per  10,000  in  the  55  to  65  age  group.  In 
comparison  with  men,  a five  to  six  fold  difference 
is  evident. 

Shown  in  Table  2 are  the  incidence  rates  of 
sudden  ASHD  death  by  age,  race  and  sex  for  a two 
year  period  for  the  Baltimore  study  by  Kuller  et 
al.e  Again  the  incidence  rates  are  documented  as 
being  much  higher  in  men  than  in  women.  The 
rate  among  black  males  is  very  similar  to  the  white 
male  sudden  unexpected  death  rate.  Likewise, 
little  difference  is  noted  between  white  and  black 
females. 

Over  a ten-year  period,  the  United  States  has 
experienced  a dramatic  decline  in  total  coronary 
heart  disease  mortality  which  has  resulted  in  an 
overall  reduction  in  total  mortality  and  increased 
life  expectancy.7  In  this  period  between  1968  and 
1978,  the  reduction  has  been  about  25%  for  both 
sexes,  all  races  and  all  ages.8 

Unfortunately,  there  is  no  reliable  information 
about  trends  of  sudden  death,  however,  since  sud- 
den death  accounts  for  such  a high  percentage  of 
total  ischemic  heart  disease  deaths,  we  might  as- 
sume that  the  incidence  of  sudden  death  is  also 
probably  declining.  We  are  not  certain  as  to  the 
precise  reason  or  reasons  for  this  decline.8  One 
possible  reason  is  a better  long  term  prognosis  in 
individuals  who  have  survived  an  acute  myocar- 
dial infarction.  Weinblatt,  et  al.,9  recently  exam- 
ined the  long  term  prognosis  of  1,133  men  from 
the  Health  Insurance  Plan  of  Greater  New  York 
over  a ten  year  period  who  survived  a first  myo- 
cardial infarction.  There  was  no  difference  in 
mortality  over  4V2  years  for  sudden  death  or  new 
myocardial  infarction  deaths  among  male  myo- 
cardial infarction  survivors  between  the  mid  60  s 
and  the  mid  70  s.  Nanas,  et  al.,10  using  death 
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TABLE  I 

AVERAGE  ANNUAL  INCIDENCE  RATE*  BY  CARDIOVASCULAR  EVENT 
FRAMINGHAM  STUDY,  18  - YEAR  FOLLOW  - UP 


-PER  10,000 


AGE  AT  EXAM 

MALE 

ANGINA 

FEMALE 

M, 

MALE 

.1. 

FEMALE 

SUDDEN  DEATH 
MALE  FEMALE 

45-54 

38 

16 

41 

7 

12 

2 

55-64 

75 

58 

89 

18 

27 

4 

65-74 

52 

66 

100 

47 

23 

13 

RATIO: 

ANGINA 

M, 

.1. 

SUDDEN  DEATH 

45-54 

1.75 

5, 

.8 

6 

.0 

55-64 

1.29 

4, 

.9 

6 

.7 

65-74 

.78 

2, 

.12 

2 

.12 

TABLE  2 

INCIDENCE  OF  SUDDEN  ASHD  DEATHS  BY  AGE,  RACE  AND  SEX  - per/20, 000/yr  - 

1970  - 72 


AGE  45-54 

AGE  55-64 

RACE, SEX 

NO  HEART  DISEASE 

NO  HEART  DISEASE 

ALL 

TOTAL 

WITHIN  15  MIN 

ALL 

TOTAL 

WITHIN  15  MIN 

WM 

22.0 

14.0 

3.0 

45 

17 

4.0 

WF 

5.0 

2.0 

0.6 

10 

5.0 

1.0 

BM 

20.0 

14.0 

2.0 

36 

21 

2.0 

BF 

4.0 

1.0 

0.5 

12 

5.0 

1.0 

-Classified  according  to  the  following  sets  of  criteria:  1)  all  ASHD 
sudden  deaths;  2)  those  with  no  history  of  heart  disease;  and  3)  no 
history  of  heart  disease,  and  death  witnessed  as  occuring  within  15 
minutes . 


certificate  information,  investigated  the  changes 
in  patterns  of  sudden  death  over  the  past  two 
decades  in  regard  to  place  of  death,  time  interval 
by  onset  of  symptoms  to  death  and  rate  of  sudden 
death.  Mortality  data  from  two  Chicago  long- 
term prospective  studies  were  used.  The  percent- 
age of  death  which  occurred  at  home  decreased 
from  28%  to  7%,  but  the  D.O.A.  proportion  re- 
mained high  (25-45%).  There  was  a substantial 
decline  in  the  5-year  age  adjusted  mortality  rate 
of  25%,  30%,  and  38%  respectively  for  1975-79 
compared  to  1960-64. 


RISK  FACTORS  FOR  SUDDEN 
CORONARY  DEATH 

Investigations  which  determine  the  relation- 
ship between  risk  factors  for  sudden  coronary 
death  can  be  divided  into  two  types:  those  that 
identify  risk  factors  for  the  initial  terminal  heart 
attack,  and  those  associated  with  sudden  death 
following  a nonfatal  infarction  or  other  form  of 
coronary  heart  disease.  Because  of  small  numbers, 
many  studies  have  had  to  merge  these  two  groups. 

In  the  Framingham  Study,1  it  was  decided  to 
include  only  those  subjects  in  the  category  of 
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sudden  death  who  had  been  observed  in  good 
health  but  who  expired  within  one  hour  of  onset  of 
symptoms.  Thus  a person  with  a known  previous 
MI  history,  who  died  suddenly  would  not  be  listed 
as  a sudden  death.  Over  a 24-year  period,  a total  of 
130  men  and  43  women  died  suddenly  of  heart 
disease  with  no  previous  clinical  history. 

ELEVATED  BLOOD  PRESSURE 

The  rate  of  sudden  death  among  the  Fra- 
mingham cohort  rose  progressively  with  increas- 
ing blood  pressure.  When  its  incidence  was 
analyzed  in  terms  of  blood  pressure  category,  it  is 
apparent  that  there  is  a significant  correlation. 
Similar  trends  are  suggested  for  women  although 
there  are  not  enough  subjects  to  permit  analysis. 

Several  retrospective  case-control  studies  of 
sudden  death  have  investigated  risk  factors  for 
men  and  women.  Kuller,  et  al.,  in  Baltimore  con- 
ducted two  such  investigations  in  1966  and 
1970-72. n’  12  Talbott  and  Kuller  focused  specifi- 
cally on  women  in  the  1973-7513  and  the  1977-78 
Allegheny  County  sudden  cardiac  death  studies.14 
The  definition  used  for  sudden  death  was  a death 
which  occurred  within  24  hours  of  onset,  in  an 
individual  who  was  not  disabled  or  confined  to  his 
home. 

Kuller  refined  his  data  to  include  both  those 
with  and  without  a clinical  history  of  heart  dis- 
ease. He  reported  on  the  prevalence  of  risk  factors 
among  265  ASHD  death  cases  compared  to  neigh- 
borhood controls  matched  for  age,  sex,  and  race. 
Among  sudden  death  cases  hypertension  occurred 
more  frequently  in  those  with  a prior  history  of 
heart  disease  compared  to  neighborhood  controls 
but  no  relationship  was  found  for  those  without  a 
previous  history. 

In  the  two  Allegheny  County  studies  of  women 
ages  25-65  (mean  56),  only  sudden  ASHD  deaths 
with  no  prior  clinical  history  of  heart  disease  were 
included.  The  individuals  also  died  outside  the 
hospital  within  24  hours  of  onset.  In  both  studies, 
after  adjustment  for  other  risk  factors,  no  signifi- 
cant relationship  with  elevated  blood  pressure  was 
found. 

Krueger,  Ellenberg,  Bloom,  et  al.,15  conducted 
a study  into  the  risk  factors  for  fatal  heart  attack  in 
women  15-44  years  of  age.  Death  Certificates 
were  scrutinized  over  an  18-month  period  in  five 
metropolitan  areas.  A total  of  163  records  with 
clinical  evidence  were  utilized.  Risk  factors  in- 
cluded were:  cigarette  smoking,  diabetes,  oral 
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contraceptive  use,  previous  history  of  heart  dis- 
ease, cholesterol,  hypertension,  oophorectomy 
and  obesity.  A total  of  64  sudden  deaths  which 
occurred  in  less  than  one  hour  from  onset  of 
symptoms  were  included  within  the  total  group. 
When  subjects  with  prior  MI  are  excluded,  only 
smoking  make  a significant  contribution,  with 
obesity,  oophorectomy  (negative)  and  hyperten- 
sion just  below  the  levels  of  significance.  The 
authors  conclude  that  women  who  die  of  heart 
attack  after  surviving  a prior  heart  attack  have  a 
higher  prevalence  of  risk  factors  than  do  women 
whose  first  attack  was  fatal. 

ELEVATED  CHOLESTEROL 

The  relationship  of  total  serum  cholesterol  lev- 
els to  the  incidence  of  sudden  death  in  Fra- 
mingham is  not  clear.1  No  step-wise  trend  propor- 
tional to  serum  cholesterol  value  was  seen  for 
sudden  death  using  baseline  data.  In  women  the 
incidence  was  too  low  to  permit  analysis.  The  lack 
of  association  between  serum  cholesterol  at  base- 
line exam  to  the  incidence  of  sudden  death  may 
suggest  other  factors  than  the  arteriosclerotic  pro- 
cess may  be  of  major  importance  in  this  man- 
ifestation of  coronary  artery  disease.  However, 
when  the  data  are  utilized  by  biennial  exam,  using 
standard  multivariate  logistic  functions,  a rela- 
tionship of  increasing  cholesterol  and  increased 
risk  of  sudden  death  is  found  (p<05).2 

CIGARETTE  SMOKING 

Of  all  manifestations  of  coronary  heart  disease, 
after  24  years  of  follow-up  of  the  Framingham 
cohort,  sudden  death  has  been  found  most  strong- 
ly related  to  cigarette  smoking.1  Among  cigarette 
smokers  the  rate  of  sudden  death  in  men  in  the 
youngest  decade  is  almost  four  times  greater  than 
that  of  non-smokers;  the  rate  was  twice  as  high  in 
older  age  groups.  In  women,  no  relationship  was 
apparent.  However,  cigarette  smoking  was  over- 
whelmingly the  most  important  risk  factor  for 
sudden  coronary  death  in  both  Allegheny  County 
case-control  studies  of  white  women13-  14  (Table 

3). 

Kuller,  et  al  s study  in  Baltimore12  also  rein- 
forced the  numerous  studies  showing  a striking 
relationship  of  cigarette  smoking  and  the  risk  of 
sudden  death.  As  shown  in  Table  4,  there  was  a 
consistently  higher  prevalence  of  cigarette  smok- 
ing among  those  without  a prior  history  of  heart 
disease  probably  because  patients  with  a history 
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TABLE  3 

NUMBER  OF  CIGARETTES  CURRENTLY  SMOKED  BY  SUDDEN  DEATH 
DEATH  CASES  AND  CONTROLS 
N = 80 


NO.  CIGARETTES/DAY 

CASES 

NO.  % 

CONTROLS 

NO.  % 

NONE 

28 

35.0 

59 

74.0 

LESS  THAN  A PACK 

15 

18.9 

11 

13.8 

1 TO  2 PACKS 

25 

31.3 

9 

11.3 

2 OR  MORE  PACKS 

12 

15.0 

1 

1.3 

TOTAL 

80 

100.0 

80 

100.0 

SMOKING  HISTORY  OF  CASES  AND  CONTROLS  (CURRENT  SMOKER,  1+PACKS 
PER  DAY)  (MATCHED  PAIRS) 


CASES 

SMOKING  1+ 

SMOKING  LESS 

TOTAL 

PACKS 

THAN  1 PACK 

SMOKING  1+ 

PACKS 

2 

36 

38 

SMOKING  LESS  THAN 

8 

34 

42 

1 PACK 

TOTAL 

10 

70 

80 

Relative  Risk  = 4.5 
X2  = 16.59 

S.E.  =+  1.759' 
SIGNIFICANT  AT  P 

.005 

TABLE  4 

COMPARISON  OF  CIGARETTE  SMOKING  HISTORY  AMONG  SUDDEN  DEATH 
CASES  AND  CONTROLS  BY  HISTORY  OF  HEART  DISEASE 
Baltimore  Study  1972 


RACE/ 

SEX 

HISTORY  OF 
HEART  DISEASE 

CASE/CONTROL 

NUMBER 

CURRENT  CIGARETTE 
HISTORY 

NUMBER 

SMOKING 

PERCENT 

WM 

YES 

CASE 

119 

55 

46 

CONTROL 

119 

61 

51 

WM 

NO 

CASE 

83 

62 

75 

CONTROL 

83 

36 

43 

WF 

YES 

CASE 

24 

13 

54 

CONTROL 

24 

12 

50 

WF 

NO 

CASE 

39 

26 

66 

YES 

CONTROL 

39 

13 

33 

had  given  up  smoking. 

OBESITY 

The  amount  of  overweight  at  baseline  was  dis- 
tinctly related  to  the  rate  of  sudden  death  in  all 
age  groups  for  both  the  Framingham  and  Albany 
cohort  of  males.16  In  men  there  was  a steep  gra- 
dient of  risk  with  increasing  relative  weight. 
Those  above  the  median  had  two  to  four  times  the 
risk  of  sudden  death  compared  to  those  below  the 
median  weight.  In  women,  sudden  death  was  too 
infrequent  to  permit  this  evaluation.  When  analy- 
sis took  account  of  changes  in  weight  over  time, 
much  of  the  effect  appeared  to  be  lost.  In  Alle- 
gheny County,  12  of  the  42  autopsied  cases  or  25% 
were  over  180  pounds.  However  we  have  no  reli- 
able comparison  group  and  this  represented  a 
post-mortem  weight. 


DIABETES  AS  A RISK  FACTOR  FOR 
CORONARY  HEART  DISEASE 

For  Framingham  men  diagnosed  as  diabetic  at 
initial  examination,  no  significant  difference  was 
found  but  in  women,  although  the  sudden  death 
rate  was  low,  it  was  three  times  the  rate  compared 
to  non-diabetic  (32  out  of  1000  as  opposed  to  11). 
The  rate  was  approximately  doubled  in  diabetic 
men,  and  in  diabetic  women  in  all  ages  the  rate 
was  almost  10  times  higher.  The  incidence  of 
sudden  death  in  diabetic  women  was  approx- 
imately that  of  men. 

Kuller  observed  in  the  1970-72  Baltimore  Study 
that  in  both  men  and  women  with  a history  of 
previous  heart  disease  who  died  suddenly,  there 
was  a higher  prevalence  of  diabetes  than  among 
controls;  however,  this  was  not  the  case  in  men 
and  women  without  a history.  No  relationship 
with  diabetes  and  sudden  unexpected  death  was 
found  in  either  of  the  two  Pittsburgh  studies  of 
women.  It  is  possible  that  a large  proportion  of 
borderline  maturity  onset  diabetics  go  undetected 
in  the  community  or  go  unreported  by  the  next  of 
kin. 

ALCOHOL 

There  are  conflicting  results  concerning  the 
possible  role  of  daily  alcohol  consumption  and 
sudden  coronary  death.  Many  have  suggested  a U- 
shaped  dose  response  curve  whereby  too  little  or 
too  much  enhances  your  risk  but  moderate 
amounts  (via  an  increase  in  HDL  cholesterol) 
decreases  your  CHD  risk.17  Kannel  et  al.  reported 
no  relationship  with  alcohol  intake  and  sudden 
death  or  cardiovascular  events.18  A reanalysis  by 
Stason19  showed  a protective  effect  for  persons 
consuming  six  or  more  drinks  per  day  compared 
to  those  drinking  less  for  nonfatal  myocardial 
infarction  cases.19 

Hennekens  et  al. 20  studied  568  married  white 
men  who  died  from  coronary  heart  disease  within 
24  hours  after  onset  of  symptoms  and  interviewed 
both  neighborhood  controls  and  next  of  kin  con- 
cerning alcohol  consumption  and  other  important 
risk  factors.  After  controlling  for  confounding 
variables,  the  risk  ratio  for  any  versus  no  alcohol 
daily  consumption  was  0.6  (.5-. 8).  The  effect  was 
restricted  to  light  drinkers  defined  as  those  who 
drank  less  than  two  ounces  of  alcohol  daily. 

Klatsky21  investigated  147  men  from  Kaiser 
Permanente  records  who  died  suddenly  from 
heart  disease  between  1961  and  1970.  Eighty- 
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seven  died  outside  the  hospital  and  the  majority 
(52%)  died  within  one  hour  of  apparent  onset  of 
symptoms.  More  than  two-thirds  had  clinical  evi- 
dence of  coronary  disease  before  or  during  the 
fatal  event.  A trend  toward  less  use  of  alcohol 
among  sudden  coronary  death  victims  compared 
to  controls  was  not  statistically  significant.  There 
was  no  difference  in  the  proportion  of  heavy 
drinkers  among  sudden  cardiac  death  cases  and 
controls  (3.6%  vs.  6.4%). 

The  relationship  between  alcohol  intake  and 
known  cardiovascular  disease  risk  factors  and  be- 
tween alcohol  intake  and  mortality  was  studied 
prospectively  among  employees  of  two  Chicago 
utilities.  The  Gas  Company  problem  drinkers  had 
higher  15  year  mortality  rates  from  all  causes, 
cardiovascular  disease  and  sudden  death.  These 
differences  could  not  be  explained  entirely  by 
differences  in  blood  pressure,  smoking  and  rela- 
tive weight.22 

Fraser  and  Upstell  in  Auckland,  New  Zealand23 
investigated  alcohol  and  other  discriminants  be- 
tween cases  of  sudden  death  and  MI.  Heavy  alco- 
hol consumers  (>500  gram/week)  had  a higher 
proportion  of  coronary  events  as  sudden  death. 
Both  those  with  and  without  a history  of  heart 
disease  were  included.  The  authors  conclude  that 
the  data  are  supportive  of  the  idea  that  persons 
with  high  alcohol  consumption  who  also  suffer  MI 
are  more  likely  to  die  suddenly  with  the  infarc- 
tion. 

Kuller,  in  the  1970-72  Baltimore  study  of  sud- 
den death  reported  no28  difference  in  alcohol 
consumption  among  either  ASHD  deaths  or  living 
myocardial  infarction  patients.  The  only  group 
with  somewhat  increased  alcohol  consumption 
were  the  sudden  deaths  without  history  of  heart 
disease  (see  Table  5).  The  Allegheny  County  stud- 
ies of  sudden  death  in  women  have  yielded  con- 
flicting results.  In  the  1973-75  study,  there 
appeared  to  be  a preponderance  of  heavy /moder- 
ate alcohol  consumers  among  cases  relative  to 
controls.  The  more  recent  study  (with  a higher 
autopsy  rate)  reported  neither  heavy  nor  moder- 
ate drinkers  constituting  a significantly  higher 
proportion  of  the  sudden  death  populations  (15% 
vs.  10%  respectively).  There  were  slightly  more 
controls  than  cases  who  fell  into  the  infrequent/ 
abstainer  category  (46%  of  the  cases  and  60%  of 
the  controls).  A similar  number  of  cases  and  con- 
trols reported  drinking  beer  and  liquor  but  more 
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controls  reported  consuming  wine  (52%  vs.  30%) 
(Table  6). 

PSYCHOSOCIAL  FACTORS 

In  the  1970-72  Baltimore  Study,  9 (23%  of  39 
women  who  died  suddenly  due  to  ASHD)  had 
prior  history  of  psychiatric  disorder  compared  to 
none  of  the  controls.  Psychiatric  disorder  was 
defined  as  admission  to  a hospital  for  psychiatric 
illness  or  under  the  care  of  a doctor  and  taking 
psychotherapeutic  drugs.  In  the  Allegheny  Coun- 
ty study  of  1973-75,  a high  prevalence  of  prior 
psychiatric  history  was  again  noted,  12  or  20%  of 
64  cases.  In  the  second  and  more  recent  sudden 
death  study,  again  a significantly  greater  number 
of  women  who  died  suddenly  than  control  women 
had  a prior  history  of  psychiatric  disorder  (19%  vs. 
4%).  As  in  our  previous  study,  depression  was  the 
most  commonly  reported  diagnosis  (8  of  15).  In 
men  this  phenomenon  was  not  observed  in  the 
Baltimore  Study. 

Four  of  the  15  women  were  currently  taking 
some  type  of  psychotherapeutic  medication,  how- 
ever toxicological  blood  tests  were  conducted  on 
all  coroner’s  cases  and  blood  serum  levels  for  these 
cases  were  found  to  be  in  the  therapeutic  range. 

Several  investigators  have  noted  an  increase  in 
mortality  in  the  year  following  bereavement 
among  spouses  and  other  close  relatives  of  the 
deceased.  Homes  and  Rahe25  developed  a sched- 
ule of  recent  events  to  permit  quantification  of 
this  and  other  stressful  events  of  psychosocial 
changes.  Although  appropriate  control  groups 
were  not  always  utilized,  the  studies’  consistency 
do  present  an  interesting  hypothesis  regarding  the 
role  of  precipitating  factors  such  as  deaths  in  the 
family,  loss  of  job,  etc.  and  sudden  coronary  death. 

In  the  most  recent  Allegheny  County  study,  we 
examined  if  sudden  cardiac  death  in  women  is 
preceded  by  death  of  a significant  other,  changes 
in  residence  or  changes  in  work.  Death  of  a signifi- 
cant other  was  defined  as  the  death  of  a spouse,  or 
boyfriend  or  a close  family  member.  Relative  to 
matched  controls,  cases  were  six  times  more  likely 
to  experience  the  death  of  a significant  other 
within  the  last  six  months  (odds  ratio-6.5)  ( ±4.9). 
They  were  not  more  likely  to  experience  change 
in  living  conditions  or  work  (Table  7).  The  analy- 
sis of  the  data  from  the  earlier  study  reflects  the 
same  finding.27  Multiple  regression  analysis  re- 
vealed that  cigarette  smoking,  psychiatric  history, 
and  death  of  a significant  other  contributed  sig- 
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TABLE  5 

DISTRIBUTION  OF  ALCOHOL  CONSUMPTION  AMONG  ASHD  SUDDEN  DEATHS 
AND  LIVING  M.I.  P ATIENTS  BY  AGE,  R ACE,  SEX,  AND  HISTORY  OF  HEART 

DISEASE 

Baltimore  Study 


RACE,  SEX,  AGE 

PERCENTAGE 

WITH 

DAILY  ALCOHOL  CONSUMPTION- 

SUDDEN 

MI 

HEART  DISEASE 

HEART  DISEASE 

YES 

NO 

YES 

NO 

WM 

35-44 

40 

50 

38 

38 

45-54 

28 

38 

20 

32 

55-64 

27 

28 

28 

29_ 

TOTAL 

28 

34 

27 

32 

WF 

35-44 

. 

55 

_ 

20 

45-54 

29 

39 

- 

- 

55-65 

05 

28 

07 

10 

TOTAL 

10 

34 

06 

09 

BM 

35-44 

100 

66 

__ 

33 

45-54 

39 

64 

18 

11 

55-64 

32 

19 

29 

25 

TOTAL 

34 

43 

18 

22 

BF 

35-44 

_ 

45-54 

- 

- 

- 

- 

55-64 

— 

20 

— 

— 

TOTAL 

- 

09 

- 

- 

* AT  LEAST  ONE  DRINK  DAILY 
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TABLE  6 

CLASSIFICATION  OF  ALCOHOL  INTAKE  BY 
QUANTITY,  VARIABILITY,  FREQUENCY 
FOR  SUDDEN  DEATH  CASES  & CONTROLS 
ALLEGHENY  COUNTY  1977  - 78 


Q - V - F 
GROUP 

CASES 

CONTROLS 

NO. 

% 

NO. 

% 

INFREQ/ABST. 

37 

46.3 

48 

60.0 

LIGHT  DRINKERS 

31 

38.8 

24 

30.0 

MODERATE  DRINKERS 

9 

11.3 

5 

6.3 

HEAVY  DRINKERS 

3 

3.8 

3 

3.8 

TOTAL 

80 

100.0 

80 

100.0 

CLASSIFICATION  OF  CASES  AND  CONTROLS  BY  ALCOHOL  INTAKE 

MATCHED  PAIRS 


CONTROLS 


CASES 

HEAVY /MODERATE 

LIGHT/ INFREQUENT 

TOTAL 

HEAVY /MODERATE 

1 

11 

12 

LIGHT/INFREQUENT 

7 

61 

68 

TOTAL 

8 

72 

80 

Relative  Risk  = 1.6 
X2  = .5 

S.E.  = + .760 

P .05 

nificantly  to  differences  between  cases  and 
controls. 

Another  finding  not  reported  in  other  studies 
was  a high  nulliparity  rate  among  ever-married 
ASHD  cases  (20%  vs.  5.5%  in  the  control  popula- 
tion). This  did  not  appear  to  be  due  to  differences 
in  the  risk  of  becoming  pregnant  as  evidenced  by 
an  equal  number  of  years  married  between  the 
ages  of  17  and  44  in  cases  and  controls  and  their 
average  age  of  marriage.  It  is  possible  that  nulli- 
parity as  a risk  factor  is  specific  for  sudden  cardiac 
death  and  not  for  nonfatal  myocardial  infarction 
or  angina  pectoris. 


OTHER  PSYCHOSOCIAL  FACTORS  OF 
SUDDEN  DEATH  IN  WOMEN 

More  women  in  the  sudden  death  group  than 
control  women  were  found  to  be  currently  un- 
married (51%  vs.  30%).  This  finding  is  consistent 
with  our  earlier  study  and  with  the  study  of  sud- 
den death  in  Baltimore.28  This  larger  number  of 
widowed  individuals  was  observed  in  the  sudden 
death  group  relative  to  controls  (21  cases  vs.  14 
controls).  Also,  a greater  number  of  cases  did  not 
have  at  least  12  years  of  schooling  (33%  vs.  20%). 
The  earlier  Allegheny  County  study  reported 
more  women  in  the  sudden  death  group  than 
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TABLE  7 

DEATH  OF  SIGNIFICANT  OTHER 
AMONG  ASHD  CASES  AND  CONTROLS 
N = 80 


CASES 

DEATH  OF 

SIGNIFICANT  OTHER 

CONTROLS 
NO.  DEATH 

TOTAL 

DEATH  OF 

SIGNIFICANT 

OTHER 

3 

13 

16 

NO  DEATH 

2 

62 

64 

TOTAL 

5 

75 

80 

Relative  Risk  = 
X2  = 6.67 

6.5 

S.E.  = + 4.9 

SIGNIFICANT  AT  P .01 

control  women  who  had  three  or  more  years  less 
education  than  their  respective  spouses,  but  this 
was  not  found  in  the  more  recent  study. 

PATHOLOGY  AND  OTHER  RISK  FACTORS 

Repeated  studies  have  shown  that  in  the  vast 
majority  of  cases,  there  has  been  a striking  rela- 
tionship between  extent  of  coronary  artery  ste- 
nosis and  sudden  coronary  death.29-  30 

As  would  be  anticipated,  severe  coronary  artery 
disease  was  prevalent  in  the  majority  of  cases.  As 
shown  in  Table  8,  69%  or  29  of  the  42  cases  have 
three  or  more  vessels  with  greater  than  or  equal  to 
50%  luminal  narrowing  and  18  of  the  42  have 
three  or  more  arteries  with  >75%  occlusion. 

We  noted  that  six  of  the  42  women  who  had 
died  suddenly  had  minimal  coronary  artery  dis- 
ease, that  is,  zero  or  one  vessel  with  >50%  nar- 
rowing and  no  evidence  of  any  other  specific 
disease  or  presence  of  any  type  of  chemicals  or 
high  blood  alcohol  levels  upon  postmortem  exam. 
Old  and  new  infarctions  were  only  seen  when 
there  were  two  or  more  arteries  with  >50%  lumi- 
nal narrowing.  One-third  of  the  hearts  were  hy- 
pertrophied (more  than  400  grams).  These  cases 
also  evidenced  more  coronary  occlusion. 

The  next  question  was  to  see  if  we  could  iden- 
tify any  specific  precipitating  factors  among  these 


women  who  died  suddenly. 

Table  9 represents  the  existing  information  re- 
garding precipitating3  events  and  life  changes 
(within  six  months  of  demise)  of  our  autopsied 
nonoccluded  group.  Only  two  of  the  six  deaths 
were  witnessed.  Both  died  within  15  minutes  of 
onset  of  symptoms.  Four  of  the  six  had  a previous 
history  of  psychiatric  disease.  For  each  of  the  six 
cases,  either  a precipitating  (short-term)  event  or 
significant  life  change  (within  six  months  of  onset) 
had  occurred.  Case  #16  had  lost  her  job  six  weeks 
prior  when  the  hotel  she  managed  burned  to  the 
ground.  Case  45  has  just  had  a car  accident.  She 
got  out  of  the  car,  apparently  unharmed,  and  died 
instantly.  Case  60  had  fallen  on  ice  and  fractured 
her  leg.  The  decedent  had  been  planning  to  sue 
the  proprietor  of  the  store  where  she  fell.  A de- 
tailed autopsy  revealed  no  emboli  in  the  region  of 
her  lung  or  the  leg  in  question.  Another  case  (68) 
was  in  the  middle  of  court  litigation  for  a discrimi- 
nation suit  involving  her  loss  of  a job  as  a dock 
loader.  Cases  75  and  82  both  had  histories  of  agi- 
tated depression  and  were  experiencing  relapses 
of  their  previous  psychiatric  history.  One  had 
recently  lost  her  mother  and  the  other  reportedly 
lived  in  dread  of  having  to  return  to  the  hospital 
for  psychiatric  care. 

In  addition  to  the  preponderance  of  psychiatric 
history  in  the  minimally  occluded  group,  there 
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TABLE  8 

SALIENT  AUTOPSY  FINDINGS  IN  RELATION 
TO  DEGREE  OF  STENOSIS  - ASHD  CASES 


NUMBER  OF  ARTERIES  50%  OCCLUDED 


0 OR  1 ARTERY 

2,  3,  OR  4 ARTERIES 

TOTAL 

NUMBER  OF  CASES 

(6) 

(36) 

42 

ACUTE /SUBACUTE  MI 

0 

3 

3 

OLD  INFARCTIONS 

0 

9 

9 

HEART  WEIGHT 
400 

5 

24 

29 

401-450 

0 

8 

8 

450 

1 

4 

5 

0 12  3 4 


DEGREE  OF 

OCCLUSION 

N 

% 

N 

% 

N 

% 

N 

% 

N 

% 

TOTAL 

50% 

3 

7.1 

3 

7.1 

7 

16.6 

19 

45.2 

10 

23.8 

42 

75% 

5 

11.9 

9 

21.4 

10 

23.8 

15 

35.7 

3 

7.1 

42 

were  clearly  other  differences  in  ASHD  risk  fac- 
tors between  the  two  groups.  Specifically,  ciga- 
rette consumption  and  heavy /moderate  alcohol 
consumption  (19.4  vs.  0%)  was  more  prevalent  in 
the  occluded  group. 

Although  these  six  deaths  are  a relatively  small 
number,  they  do  perhaps  represent  a population 
base  that  may  illustrate  an  unusual  mechanism  of 
sudden  death.  Ostergaard32  (1978)  also  noted  that 
out  of  45  AMI  cases,  16  displayed  0-1  artery  with 
>50%  occlusion.  Information  on  precipitating 
events  was  not  collected.  It  is  possible  that:  (1) 
these  cases  are  misdiagnosed  and  that  these 
women  might  have  prolapsed  mitral  valves  which 
have  been  reported  to  be  associated  with  sudden 
death,  (2)  that  these  deaths  represent  examples  of 
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so-called  coronary  artery  spasms  which  has  now 
reported  to  be  associated  with  sudden  death,  (3)  or 
that  these  cases  may  be  psychoneurogenic  evi- 
dence of  ventricular  arrhythmias. 

The  relationship  between  arrhythmias  and  sud- 
den death  has  been  studied  both  in  the  normal 
population  and  after  MI.  It  is  very  important  to 
keep  these  two  groups  separate.  Hinkle33  studied  a 
random  sample  of  301  supposedly  normal  men  of 
average  age  55  who  were  employed  by  U.  S.  cor- 
porations. Continuous  monitoring  was  obtained 
during  a six-hour  period  during  which  time  the 
men  went  about  their  usual  activities.  In  six-year 
follow-up,  there  were  17  deaths,  the  risk  was 
greater  among  the  men  who  had  10  or  more 
PVC’s  however,  12  of  the  17  had  prior  clinical 
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TABLE  9 

ACUTE  PRECIPITATING  EVENTS  IN  AUTOPSIED  ASHD  CASES 
0 or  1 ARTERY  - 50%  OCCLUSION 
N = 6 


CASE  # IN  WITNESSED  CASES/  EVENT 

ACTIVITY 


TIME  PERIOD  FROM 
PRECIPITATING 
EVENTS  TO  DEATH 


016 

PSY  HISTORY 


ONSET  UNWITNESSED/ 
SLEEPING 


HOTEL  WHICH  SHE 
MANAGED  BURNED  TO 
GROUND 


6 WEEKS  PRIOR  FIRE 
DESTROYED  HOTEL  IN 
WHICH  SHE  WORKED 


045 


060 


WITNESSED/DRIVING 
CAR  HAD  CAR 
ACCIDENT-ONSET- 
DEATH  1 MINUTE 


UNWITNESSED/ 

SLEEPING 


HAD  JUST  BUMPED 
INTO  ANOTHER  CAR/ 
STARTED  TO  GET 
OUT  AND  DIED 
INSTANTLY 

HAD  BEEN  HAVING 
S.O.B.  DEPRESSED 
ABOUT  FRACTURED 
LEG/ SUING  K-MART 
FELL  ON  ICE 


10  MINUTES  PRIOR/ 
CAR  ACCIDENT 
(PHYSICIAN  FEELS 
DEATH  FROM 
VENTRICULAR  FIB.) 

6 WEEKS  PRIOR  TO 
FRACTURED  LEG  AT 
K-MART  ON  ICE, 

WAS  SUING  K-MART 


068  UNWITNESSED/ 

PSY  HISTORY  SLEEPING 


MIDDLE  OF  COURT- 
JOB  DISCRIMINATION 
SUIT  FIRED  FROM 
JOB 


3 MONTHS  PRIOR 
FIRED  FROM  JOB  AS 
DOCK  LOADER,  MIDDLE 
OF  COURT 

DISCRIMINATION  SUIT 


075  WITNESSED/HOME 

PSY  HISTORY  DRINKING  GLASS 

OF  WATER,  ONSET- 
DEATH  15  MINUTES 


AGITATED 
DEPRESSION,  WAS 
HOSPITALIZED  FOR 
SHOCK  TREATMENTS 
1 YEAR  PRIOR 
LIVED  IN  FEAR  OF 
HAVING  TO  RETURN 
(20  TRMTS . ) 


SHOCK  TREATMENTS  - 
1 YEAR  AGO  FEAR  OF 
RETURNING  TO 
HOSPITAL 


082 

PSY  HISTORY  UNWITNESSED/ 
SLEEPING 


AGITATED 
DEPRESSION  - 
ADMITTED  TO  HOSP . 
12  HRS  LATER 
FOUND  EXPIRED 


MOTHER  DIED  5 
MONTHS  PRIOR/_  24 
TO  DEATH,  ADMITTED 
FOR  SEVERE  DEPRESSION 
TAKING  PHENOTHIAZINES 
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TABLE  10 

RISK  FACTORS  AMONG  WITNESSED  SUDDEN  CARDIAC  DEATHS 
WHO  DIED  - 1 HOUR  COMPARED  TO  THOSE  SURVIVING  1 24  HOURS  & 

NEIGHBORHOOD  CONTROLS 


FACTOR  UNDER 
STUDY 

1 HOUR  ONSET 
(WITNESSED) 

N = 32 

AUT0PSIED=18 

1 

HOUR-24  HOUR 
ONSET 
N = 48 

AUT0PSIED=24 

NEIGHBORHOOD 
CONTROLS 
N = 80 

No. 

% 

No 

% 

No . % 

CURRENTLY 

17 

53.0 

34 

70.0 

21 

26.3 

SMOKING 

PSYCHIATRIC 

8 

25.0 

7 

14.6 

3 

3.8 

HISTORY 

ALCOHOL 

4 

12.5 

8 

16.6 

8 

11.1 

1 OR  DAY 

1-2  WEEK 

15 

46.8 

29 

60.4 

51 

63.7 

OR  LESS 

NONE 

13 

40.6 

1 1 

22.9 

21 

26.2 

NULLIPARITY* 

2 

7.7 

1 1 

26.8 

4 

5.5 

HBP 

1 1 

34.3 

15 

31  .2 

27 

33.8 

DIABETES 

2 

6.3 

4 

8.3 

5 

6.3 

DEATH  OF 

6 

18.7 

1 1 

22.9 

6 

7.5 

SIGNIFICANT 

OTHER 

NEVER- 

6 

18.6 

7 

14.6 

5 

6.3 

MARRIED 

OBESITY1 

8 

40.0 

5 

22.7 

- 

unknown 

MEAN  AGE 

55.03 

55. 

6 

54 

* ever  married 

during 

1 7 —44  years 

1 among  18  autopsied  individuals 

and  2 

clinical  records 

a total  of  45  cases 

were  witnessed 

(56%)  32  of 

these  * 

died  within 

1 hour  (70%),  the  remaining-35  were  seen  within  24 

hours 

but  were 

unwitnessed . 
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evidence  of  coronary  heart  disease.  It  is  therefore 
not  possible  to  determine  whether  arrhythmias 
represent  an  independent  risk  factor  or  if  the 
association  is  indirect  due  to  a high  prevalence  of 
arrhythmias  among  individuals  with  heart  dis- 
ease. More  recently  Rengo,  et  al.S4  studied  232 
patients  admitted  to  the  hospital  who  presented 
with  ventricular  premature  contractions  on  EKG 
on  admission  who  were  followed  for  30  months. 
Among  these  patients  there  were  47  sudden 
deaths.  This  group  represents,  however,  a popula- 
tion admitted  to  the  hospital  for  pulmonary,  ab- 
dominal and  cardiac  conditions  and  not  a free 
living  population.  Obesity,  high  serum  cholesterol 
and  high  blood  pressure  increased  the  risk  of 
sudden  death. 

DeSilva  and  Lown34  extensively  reviewed  the 
role  of  sympathetic  nervous  system  in  the  genesis 
of  ventricular  arrhythmias.  As  most  deaths  due  to 
arrhythmias  probably  occur  very  quickly,  it  was 
decided  to  subdivide  our  sudden  death  population 
(80  women)  into  two  groups,  those  dying  in  less 
than  one  hour  and  those  succumbing  in  one  to  24 
hours.  The  risk  factor  distribution  appears  similar 
except  for  a greater  number  in  the  less  than  one 
hour  category  having  a psychiatric  history,  a 
slightly  greater  number  of  alcohol  abstainers,  and 
a larger  number  of  obese  individuals  among  those 
autopsied.  In  addition,  a much  larger  proportion 
of  the  one  to  24  hour  witnessed  group  was  re- 
ported as  being  childless  although  married  be- 
tween the  ages  of  17-44  (11  of  41).  This  may  be  an 
artifact  due  to  an  increase  in  witnessed  ar- 
rhythmia deaths  among  those  who  have  larger 
families.  Scrutiny  of  the  coronary  artery  pathol- 
ogy revealed  that  75%  among  the  individuals  who 
died  within  one  hour,  had  three-four  vessels 
>50%  occlusion  and  only  one  with  one  vessel 
involvement. 

In  conclusion,  it  would  appear  that  there  is  a 
significant  behavioral  and  psychosocial  compo- 
nent to  the  epidemiology  of  sudden  cardiac  death, 
particularly  in  those  individuals  who  died  without 
a previous  clinical  history  of  heart  disease.  Fur- 
ther research  into  the  prevalence  of  arrhythmias 
and  atherosclerosis  concomitant  with  the  identifi- 
cation of  high  risk  individuals  is  necessary  in  order 
to  determine  the  pathway  from  chronic  underly- 
ing atherosclerosis  to  acute  ventricular  fibrillation 
and  sudden  death.  □ 
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THE  ROLE  OF  THE  FRONTAL  CORTEX  IN  THE 
REGULATION  OF  CARDIAC  VULNERABILITY  TO 
VENTRICULAR  FIBRILLATION:  A 
NEUROPHYSIOLOGICAL  MODEL  OF  CANNON'S 
CEREBRAL  DEFENSE  SYSTEM* 

JAMES  E.  SKINNER** 


Psychological  stress  is  necessary  and  sufficient 
to  initiate  ventricular  fibrillation  and  cardiac  sud- 
den death,  in  contrast  to  myocardial  ischemia 
produced  by  coronary  occlusion.  Psychologically 
and  physically  stressful  stimuli  evoke  cerebral 
slow  potential  responses,  but  by  separate  mecha- 
nisms. These  cerebral  measures  of  stress,  the  slow 
potentials,  appear  to  be  generated  by  cat- 
echolaminergic  and  cholinergic-muscarinic  ac- 
tions upon  cell  membranes  that  have 
neuromodulatory  effects  capable  of  long  term 
neural  modification.  The  autonomic  output  from 
the  stress-sensitive  cerebral  systems  appears  to  be 
via  a pathway  from  the  frontal  cortex  to  the 
brainstem.  Electric  stimulation  of  this  descending 
pathway  produces  ventricular  fibrillation  and 
permanent  myocardial  damage,  whereas 
cryogenic  blockade  prevents  the  initiation  of  ven- 
tricular fibrillation  during  coronary  occlusion  in 
conscious  stressed  animals.  The  frontal  cortex  also 
controls  the  pattern  of  ascent  of  sensory  informa- 
tion from  the  periphery  to  primary  receptive  cor- 
tex. Thus  the  dual  functions  subserved  by  the 
frontal  cortex,  sensory  and  autonomic  regulation, 
provide  the  neural  basis  for  Cannon’s  early  obser- 
vations concerning  a cerebral  defense  mecha- 
nism. The  pharmacologic  uncoupling  of  the 
autonomic  regulation  from  the  sensory  control, 
perhaps  in  the  frontal  cortex,  may  provide  a fu- 
ture basis  for  therapeutic  intervention  in  the  pro- 
cess of  ventricular  fibrillation  and  sudden  death. 

Several  independent  studies  of  the  pathology  of 
persons  who  died  of  “heart  attack”  while  living  in 
a modern  urban  setting  have  established  consis- 
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tently  that  13-16%  of  all  these  deaths  are  sudden 
(unexpected)  and  are  unexplained  following  ex- 
tensive postmortem  examination.29’  50-  22-  40  That 
is,  the  hearts  of  members  of  this  sudden  unex- 
plained death  group  showed  no  signs  of  coronary 
artery  block,  myocardial  infarction,  or  the  pres- 
ence of  any  arteriosclerotic  heart  disease  that 
could  have  caused  cardiac  ischemia  and  the  onset 
of  ventricular  fibrillation.  The  only  cause  known 
for  rapid  death  without  prior  symptoms  is  ven- 
tricular fibrillation  and  it  has  been  confirmed  in 
eight  out  of  eight  cases  witnessed  by  medical 
experts  as  the  condition  present  in  victims  who 
unexpectedly  collapse  and  are  in  the  process  of 
sudden  death.10  The  inescapable  conclusion  of 
these  studies  is  that  coronary  artery  blockade  is 
not  a sufficient  condition  for  evoking  ventricular 
fibrillation  and  sudden  death.  Therefore  other 
causal  factors  involved  in  the  initiation  of  this 
lethal  arrhythmia  must  be  sought. 

Rahe,  Bennett,  Romo,  Siltanen,  & Arthur35 
have  demonstrated  a psychologic  stress  factor  for 
sudden  death  that  is  as  statistically  significant  as 
the  well  known  physical  risk  factors,  hypertension 
and  high  serum  cholesterol.  They  showed  that 
individuals  who  scored  high  on  a scale  of  life 
change,  a scale  characterized  by  “death  of  a 
spouse,  divorce,  concern  over  the  health  of  a fam- 
ily member,  recently  out  of  work,  etc.,”  are  at 
high  risk  for  sudden  death.  It  has  been  known  for 
some  time  that  bereavement  is  associated  with  an 
increase  in  mortality  in  persons  of  western  cul- 
tures,32- 36  and  knowledge  of  a “voodoo”  curse 
seems  to  precipitate  sudden  death  in  members  of 
certain  primitive  cultures.6’  4 Extensive  post- 
mortem examinations  of  victims  of  Pygmy  curse- 
death  (James,  1971,  personal  communication)  or 
of  Bantu  willed-death4  have  revealed  no  detect- 
able underlying  pathology  to  explain  their  sudden 
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demise.  In  conclusion,  it  appears  that  recently 
precipitated  states  of  psychologic  stress  can  be  a 
sufficient  condition  for  sudden  cardiac  death. 

Myocardial  ischemia  and  sudden  death  are  var- 
iables that  cannot  be  causally  related  because  they 
are  doubly  dissociated:  not  all  persons  who  die 
suddenly  have  coronary  obstructions  and  not  all 
persons  with  massive  coronary  obstructions  die. 
The  psychologic  and  neural  factors  in  sudden 
death  have  recently  been  recognized  in  cardiol- 
ogy circles  as  evidenced  in  symposia39  and  review 
articles.26  Stress-evoked  neurally-mediated  poten- 
tiation of  arrhythmiagenesis  in  hearts  already 
made  ischemic  by  heart  disease  or  myocardial 
infarction  may  account  for  the  high  incidence  of 
sudden  death  in  cardiac  patients.  This  potentia- 
tion hypothesis  is  supported  by  such  findings  as 
the  observation  by  Jarvinen15  that  the  presence  of 
unfamiliar  staff  (psychologic  stressors),  who  were 
making  hospital  ward  rounds  in  a coronary  care 
unit,  created  a fivefold  greater  incidence  of  sud- 
den death  in  the  patients  than  would  have  been 
expected  had  they  died  at  random. 

A.  PSYCHOLOGIC  STRESS:  A CAUSAL 
FACTOR  FOR  THE  INITIATION  OF 
VENTRICULAR  FIBRILLATION 

Animal  studies  offer  the  hope  of  unraveling  the 
neural  mechanism  that  intervenes  between  the 
psychologic  stressors  in  the  environment  and  the 
sudden  death  precipitated  by  ventricular  fibrilla- 
tion. Skinner,  Lie,  & Entman42  have  shown  that 
psychologic  stress  is  a necessary  factor  for  the 
precipitation  of  ventricular  fibrillation  following 
coronary  occlusion  in  the  conscious  pig.  If  the  pig 
was  adapted  to  the  unfamiliar  staff  and  surround- 
ings of  the  laboratory,  then  coronary  occlusion  did 
not  result  in  ventricular  fibrillation;  in  unadapted 
or  stressed  animals  the  lethal  arrhythmia  was  al- 
ways produced.  That  stress  can  by  itself  be  a 
sufficient  factor  for  the  initiation  of  ventricular 
fibrillation  in  the  conscious  pig  is  suggested  by  the 
study  of  Johansson,  Jonsson,  Lanneck,  Blomgren, 
Lindberg,  & Pouph,16  which  showed  that  the  psy- 
chologic stress  of  immobilization  plus  the  physical 
stress  of  cutaneous  shock  together  were  sufficient 
to  produce  cardiac  arrhythmias,  permanent  myo- 
cardial damage,  and,  in  some  cases,  ventricular 
fibrillation.  Using  another  method  to  assess  car- 
diac vulnerability,  Lown,  Verrier,  & Corbolan27 
showed  that  less  current  to  the  myocardium  was 
required  to  produce  a series  of  extrasystolies  when 


a conscious  dog  was  in  part  of  the  laboratory 
where  it  was  accustomed  to  receiving  cutaneous 
shocks,  than  that  which  was  required  when  the 
animal  was  located  in  its  home  cage. 

That  a brain  factor  alone  is  sufficient  to  pro- 
duce ventricular  fibrillation  is  confirmed  by  a 
study  in  which  direct  electric  stimulation  of  the 
posterior  hypothalamus  affected  this  lethal  ar- 
rhythmia.11 Lown  and  associates  were  unable  to 
replicate  this  result,  perhaps  because  of  different 
electrode  placement,  but  they  did  show  potentia- 
tion effects  along  with  myocardial  ischemia.37 
Hall  and  associates  have  found  that  stimulation  of 
either  the  frontal  cortex12  or  the  posterior  region 
of  the  hypothalamus13  will  produce  spotty  myo- 
cardial necrosis  similar  to  that  produced  by  coro- 
nary artery  injections  of  catecholamines.  This 
same  pattern  of  pathological  insult  is  also  pro- 
duced by  stress  alone.16  Skinner  & Reed44  have 
found  that  cryogenic  blockade  in  a frontocortical- 
brainstem  pathway,  first  described  anatonomi- 
cally  by  Nauta,31  will  prevent  the  occurrence  of 
ventricular  fibrillation  in  the  ischemic  heart  of  an 
unadapted  and  highly  stressed  conscious  pig.  Fig- 
ure 1 shows  schematically  the  points  of  effective 
blockade  (filled  bars)  in  this  pathway  (FC-BS)  as 
well  as  the  control  sites  that  were  ineffective  (open 
bars).  In  conclusion,  it  appears  that  direct  electric 
activation  of  an  anatomically  defined  frontocorti- 
cal-brainstem  pathway  is  sufficient  to  cause  car- 
diac fibrillation  or  permanent  myocardial 
damage,  and  that  blockade  in  this  pathway  will 
prevent  the  deleterious  effects  of  psychologic 
stress  on  the  vulnerability  of  the  myocardium, 
even  in  the  presence  of  massive  ischemia. 

B.  PSYCHOLOGIC  STRESS:  MEASURED  BY 
CEREBRAL  RESPONSES 

One  of  the  major  problems  in  research  on  stress 
is  how  to  define  it.  The  distinction  between  physi- 
cal and  psychological  stress  can  be  made  by  analy- 
sis of  the  physical  attributes  of  the  stimulus  . . . 
e.g.,  it  hurts  you  directly  or  it  warns  you  of  im- 
pending hurt.  The  same  distinction  between  these 
two  types  of  stress  can  be  made  neurophys- 
iologically.  For  example,  the  frontal  cortex  and  its 
related  structures  have  been  found  to  react  to 
psychologically  and  physically  stressful  stimuli  by 
manifesting  slow  potential  responses.  The  slow 
potentials  evoked  by  the  physical  stressors  have 
now  been  found  to  be  generated  by  a different 
cerebral  system  than  those  evoked  by  the  psycho- 
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FIGURE  1:  A neural  model  for  the  regulation  of  cardiac 
vulnerability  to  ventricular  fibrillation.  A sensory  event 
(EVENT)  occurs  and  evokes  activity  in  the  frontal  cortex. 
Two  pathways  descend  from  the  frontal  cortex:  1)  the  in- 
ferior thalamic  peduncle,  ITP,  which  has  an  excitatory 
effect  on  the  sensory  gating  neurons  located  in  the  thalamic 
reticular  nucleus,  R;  and  2)  the  frontocortico-brainstem 
pathway,  FC-BS,  which  has  collateral  branches  into  the 
hypothalamus  and  eventually  affects  activity  in  the  sym- 
pathetic ganglia  that  project  to  the  heart.  The  mesen- 
cephalic reticular  formation,  MRF,  has  inhibitory  control  of 
R cells.  Cryogenic  blockade  in  the  critical  region  of  the  ITP 
(filled  bars)  will  prevent  selective  gating  of  sensory  input  to 
primary  cortex,  but  blockade  in  nearby  control  structures 
has  no  effect  (open  bars).  Such  blockade  also  prevents  condi- 
tioned cardiac  resposes  in  a classical  tone-shock  paradigm. 
Cryogenic  blockade  in  the  FC-BS  (filled  bars),  not  in  nearby 
control  sites  (open  bars),  will  prevent  the  initiation  of  ven- 
tricular fibrillation  following  coronary  artery  occlusion  in 
psychologically  stressed  animals.  The  integrative  activities 
in  the  frontal  cortex  that  couple  the  sensory  and  autonomic 
control  are  unknown  (?),  but  are  thought  to  be  related  to 
slow  potential  processes  that  are  perhaps  mediated  by 
catecholamines. 


logical  stressors.  More  specifically,  Skinner  & 
Yingling47  demonstrated  that  after  acquisition  of 
learning  in  a classical  tone-shock  conditioning 
paradigm,  the  psychologically  stressful  stimulus 
(tone)  produced  an  extracellular  slow  potential 
shift  in  the  frontal  cortex,  parietal  association 
cortex,  mesencephalic  reticular  formation,  and 
thalamic  reticular  nucleus.  Cryogenic  blockade  in 
the  pathway  between  the  frontal  cortex  and 
thalamic  reticular  nucleus  (i.e.,  the  inferior 
thalamic  peduncle,  ITP,  Fig.  1)  was  then  found  to 
prevent  the  cortical  and  thalamic  reticular  re- 
sponses to  the  tone,  but  not  the  thalamic  reticular 
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responses  to  the  physical  stress  (cutaneous  shock) 
or  to  direct  stimulation  of  the  mesencephalic  re- 
ticular formation. 

The  adaptation  of  pigs  to  the  laboratory  was 
indicated  above  to  lessen  psychologic  stress.  That 
the  unfamiliar  surroundings  of  the  laboratory  are 
psychologically  stressful  is  supported  by  the  fact 
that  novel  stimuli  also  evoke  slow  potentials  in  the 
same  cerebral  structures  that  react  to  a condi- 
tioned tone  or  cutaneous  shock.47  Whether  or  not 
ITP  blockade  prevents  the  occurrence  of  novelty- 
evoked  slow  potentials  in  certain  regions  of  the 
brain  is  not  yet  known. 

In  the  parts  of  the  brain  that  are  electrically 
responsive  to  stressful  stimuli,  the  functional  sig- 
nificance of  the  slow  potential  shifts  remains  to  be 
elucidated.  In  the  superior  cervical  ganglia  where 
slow  membrane,  and  therefore  extracellular,  po- 
tentials have  been  studied  extensively,  they  ap- 
pear to  be  synaptically  mediated  by 
catecholamine  (dopamine)  and  cholinergic-mus- 
carinic receptors  that,  when  activated,  affect  a 
rise  in  intracellular  cyclic  nucleotides;  these  “sec- 
ond messengers”  inside  the  postsynaptic  cell  are 
thought  to  phosphorylate  certain  membrane  pro- 
teins and  thereby  affect  the  ionic  gates  that  pro- 
duce either  a slow  hyperpolarization  or  depolar- 
ization.30 Evidence  in  the  parietal  association  cor- 
tex suggests  that  similar  chemical  mediation  oc- 
curs there,  for  the  iontophoretic  application  of 
catecholamines,  cholinergic  agonists  and  cyclic 
nucleotides  produces  long  lasting  excitatory  and 
inhibitory  effects  on  the  spontaneous  unit  ac- 
tivity.51' 34'  33  Further  study  of  the  parietal  cortex 
in  conscious  animals  by  Skinner,  Reed,  Welch,  & 
Nell45  has  shown  that  a linear  negative  correlation 
exists  between  the  amplitude  of  the  extracellular 
positive  slow  potential  evoked  by  cutaneous  shock 
and  the  level  of  cyclic  AMP  in  the  underlying 
tissue;  this  finding  again  suggests  a cortical  elec- 
trochemical mechanism  similar  to  that  in  the  sym- 
pathetic ganglion. 

The  role  of  the  peripheral  catecholamines  in 
stress  responses  has  been  known  for  many  years, 
and  recently  the  brain  catecholamines  and  stress 
have  been  the  subjects  of  an  international  sym- 
posium.53 There  can  be  little  doubt  that  psy- 
chologic or  physical  stress  produces  a specific 
effect  on  brain  catecholamines,  most  notably  on 
utilization19  and  synthesis28  in  the  hypothalamus. 
One  of  the  important  projection  pathways  of  the 
frontocortical-brainstem  system  in  to  the  hvpo- 
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thalamus.  Nauta31  noted  that  these  descending 
frontocortical  axons  have  many  collaterals  that 
branch  off  to  most  parts  of  the  hypothalamus.  The 
frontal  cortex  is  itself  one  of  the  catecholamine- 
rich  (dopamine)  cerebral  tissues.3-  52  Recent  argu- 
ments that  the  anxiety-relieving  antipsychotic 
drugs  operate  by  blocking  the  cerebral  dopamine 
receptors9  again  highlight  the  importance  of  the 
catecholamines  in  stress  reactions. 

In  the  thalamic  reticular  nucleus  (Fig.  1,R)  slow 
potentials  are  correlated  with  changes  in  unit 
activity.  Skinner  & Yingling48  found  that  stimula- 
tion of  the  mesencephalic  reticular  formation  pro- 
duced slow  positive  potentials  and  intense  inhi- 
bition of  the  R cell  spike  activity  that  both  lasted 
for  30  seconds,  and  that  eight  Hz  activation  of  the 
frontal  cortex  produced  extracellular  negative 
slow  potentials  associated  with  recruitment  of 
these  units.  The  study  of  the  synaptic  pharmacol- 
ogy of  the  inhibitory  effect  on  the  R cells  that  is 
produced  by  the  mesencephalic  reticular  forma- 
tion suggests  that  the  effect  is  mediated  by  a 
cholinergic-muscarinic  synapse.2  Cholinergic 
synapses  can  be  modified  by  catecholamines,  as 
explained  below.  The  synaptic  pharmacology  of 
the  frontocortical  excitatory  effect  on  the  tha- 
lamic reticular  nucleus  is  unknown. 

The  neural  integration  reflected  by  the  slow 
potential  processes  may  be  that  of  neuromodula- 
tion of  classical  synaptic  neurotransmission 
channels.  Barchas,  Akil,  Elliott,  Holman,  & Wat- 
son1 have  distinguished  between  these  two  types 
of  chemical  synaptic  effectors  on  the  basis  of 
whether  they  simply  transmit  information  or  am- 
plify or  dampen  transmitted  information  in  other 
channels.  For  example,  in  the  sympathetic  gang- 
lion, Libet,  Kobayashi,  & Tanaka25  found  that 
activation  of  the  catecholaminergic  (dopamine) 
synapse  had  a long  lasting  (at  least  two  hour) 
effect  on  potentiation  of  the  slow  excitatory 
postsynaptic  potential  that  is  produced  by  activa- 
tion of  a cholinergic-muscarinic  synapse  on  the 
same  cell.  This  neuromodulation  process  may  oc- 
cur through  an  increase  in  the  length  constant  of 
the  membrane,  thereby  coupling  dendritic  ac- 
tivity more  strongly  to  the  soma  where  the  axonal 
trigger  zone  is  located.54-  38  This  hypothesis  is 
supported  by  the  observation  that  activation  of 
the  slow  excitatory  postsynaptic  potential  causes  a 
decreased  conductance  of  the  resting  leakage  cur- 
rent of  potassium  ions.55  The  slow  inhibitory 
postsynaptic  potential  produced  by  activation  of 


the  dopaminergic  synapse  may  be  due  to  de- 
creased conductance  of  sodium  ions.56  The  con- 
ductance decrease  mechanism  of  postsynaptic 
potential  enhancement  is  further  supported  by 
the  finding  in  the  abdominal  ganglion  of  the 
Aplysia  that  electrotonically  coupled  postsynaptic 
potentials  are  enhanced  during  the  slow  excita- 
tory postsynaptic  potential  evoked  by  a different 
input  to  the  cell.8 

Conductance  decrease  may  not  be  the  only 
postsynaptic  mechanism  of  neuromodulation  op- 
erating in  the  sympathetic  ganglion  cells.  Kuba 
and  Koketsu21  found  that  only  some  of  these  cells 
show  conductance  decreases  during  the  slow  ex- 
citatory postsynaptic  potential.  Furthermore,  the 
dopamine  enhancement  of  the  cholinergic  re- 
sponse can  be  achieved  without  a change  in  the 
resting  potential  or  conductance  of  the  cell.18  This 
effect  may  be  produced  through  cyclic  nucleotide 
interactions  in  the  postsynaptic  cell  or  by  some 
other  means  that  affects  the  metabolic  machinery 
mediating  receptor  activation  of  the  postsynaptic. 
potential.24 

A third  mechanism  of  enhancement  of  the 
postsynaptic  potential  is  by  neuromodulation  of 
the  presynaptic  element.  In  the  Aplysia,  activa- 
tion of  a modulatory  cell  causes  a greater  calcium 
current  to  flow  when  an  action  potential  invades 
the  presynaptic  element  of  the  test  channel,  thus 
causing  greater  transmitter  release  and  a larger 
postsynaptic  response.17  Evidence  suggests  that 
this  presynaptic  neuromodulation  is  by  a sero- 
tonergic synapse  that  enhances  cyclic  AMP  levels 
in  the  presynaptic  element  of  the  test  pathway. 

Recent  evidence41  has  shown  a temporal  cor- 
relation between  the  extracellular  slow  potentials 
evoked  by  a tone  that  forewarns  cutaneous  shock 
and  the  slow  membrane  potential  response  of  the 
surrounding  neurons.  Forty-five  frontal  cortex 
cells  were  successfully  recorded  in  the  conscious 
cat  brain  during  a tone-shock  trial  (after  acquisi- 
tion of  conditioning).  Of  these,  78%  showed  a long 
lasting  (10  to  100  sec)  membrane  potential  shift  to 
accompany  the  slow  potential  recorded  from  the 
overlying  cortical  surface.  Long  lasting  depolar- 
izations from  1-10  mV  were  characteristic  of  52% 
of  the  cells  and  long  lasting  hyperpolarizations 
were  characteristic  of  26%.  Of  the  responding 
cells,  42%  showed  a significant  increase  in  mem- 
brane resistance  during  the  slow  membrane  po- 
tential shift,  thus  suggesting  the  occurrence  of  a 
neuromodulatory  effect  in  these  cells  by  the 
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mechanism  of  conductance  decrease.  The  slow 
membrane  potential  response  of  the  remainder  of 
the  cells  could  be  related  to  the  presynaptic  or 
metabolic  mechanisms  of  neuromodulation,  nei- 
ther of  which  is  associated  with  a conductance 
decrease  and  both  of  which  are  mediated  by 
cyclic  AMP.  In  this  regard  the  earlier  neu- 
rochemical result,  which  showed  a correlation 
between  cyclic  AMP  level  and  the  extracellular 
slow  potential  amplitude45  now  becomes  more 
meaningful. 

The  long  lasting  (four  to  five  min)  conductance 
decrease  response  of  neurons  to  the  depolarizing 
action  of  acetylcholine  was  first  demonstrated  in 
the  cortex  of  lightly  anesthetized  cats.20  Cortical 
cells  that  acquire  conditioned  eye-blink  responses 
increase  their  excitability  to  injected  current  after 
acquisition,57  a phenomenon  that  can  be  mim- 
icked by  application  of  acetylcholine  or  injection 
of  cyclic  GMP,  both  of  which  decrease  the  con- 
ductance of  the  membrane  for  many  seconds  to 
minutes.58  These  results  and  the  fact  that  condi- 
tioned stimuli  result  in  depolarizations  and  con- 
ductance decreases  in  most  of  the  cortical  cells41 
strongly  support  the  conclusion  that  the  associated 
extracellular  slow  potentials  represent  neu- 
romodulatory  cholinergic  responses  in  the  under- 
lying neurons. 

In  conclusion,  the  ability  of  a stimulus  to  evoke 
slow  potential  responses  in  specific  cerebral  struc- 
tures seems  to  be  a good  qualitative  and  perhaps 
even  quantitative  measure  of  its  stressfulness.  This 
operational  definition  of  an  elusive  concept  pro- 
vides for  the  distinction  between  psychologic  and 
physical  stressors  because  each  type  of  stimulus 
activates  separate  cerebral  mechanisms  to  pro- 
duce similar  slow  potentials  in  the  same  brain 
regions.  Furthermore,  this  definition  ties  stress 
directly  to  higher  cerebral  processes  that  employ 
neuromodulation  in  the  cellular  components  of 
the  systems  that  mediate  the  stress  responses,  thus 
providing  a basis  for  the  adaptation,  through  ex- 
perience, of  the  stress  reactions  of  the  individual 
to  a constant  stimulus. 

C.  PSYCHOLOGIC  STRESS:  MEDIATION 
BY  CANNON  S CEREBRAL  DEFENSE 
SYSTEM 

Cannon  & de  la  Paz7  first  showed  that  when  a 
cat  is  frightened  or  angered  by  a dog,  the  autono- 
mic nervous  system  is  mobilized  to  prepare  the 
animal  to  respond  to  the  situation.  Cannon5 

592 


thought  that  there  must  be  simultaneous  regula- 
tion by  a cerebral  orchestrator  of  sensory  input 
channels  and  autonomic  output  channels  in  order 
for  the  animal  to  prepare  itself  to  respond  to 
attended  objects.  That  is,  he  thought  that  there 
must  exist  somewhere  in  the  brain  what  he  called 
a cerebral  defense  system. 

In  identifying  the  sensory  channel  regulator, 
Skinner  & Yingling48  have  shown  that  the  frontal 
cortex,  in  its  projection  through  the  ITP  to  the 
thalamic  reticular  nucleus,  exerts  selective  control 
over  the  sensory  channels  as  they  relay  in  the 
thalamus  (Fig.  1).  Stimulation  of  different  parts  of 
the  thalamic  reticular  nucleus  produces  inhibition 
of  transmission  in  the  adjacent  sensory  relay  nu- 
cleus.60 Graded  increase  of  cryogenic  blockade  in 
the  ITP  produces  facilitation  of  transmission  in 
increasing  numbers  of  the  various  sensory  chan- 
nels,43 presumably  by  reducing  the  specific  excit- 
atory input  to  specific  regions  of  the  thalamic 
reticular  cells.  Stimulation  of  the  mesencephalic 
reticular  formation,  however,  causes  intense  inhi- 
bition of  all  of  the  thalamic  reticular  cells  and  a 
generalized  opening  of  all  sensory  gates.59  Skinner 
& Yingling48  concluded  that  the  frontal  cortex 
regulation  of  the  thalamic  reticular  cells  provides 
the  neurophysiological  basis  for  selective  atten- 
tion, whereas  the  mesencephalic  reticular  control 
mediates  a more  generalized  process,  such  as 
arousal  or  orienting  reactions. 

Cryogenic  blockade  in  the  region  of  the  ITP  not 
only  blocks  regulation  in  sensory  input  channels, 
but  also  prevents  the  cardiac  response  to  a tone 
that  forewarns  the  onset  of  electric  shock.48  Abla- 
tion of  the  frontal  cortex  produces  a similar  effect 
on  the  cardiac  conditioned  response.49  Thus  the 
frontal  cortex  appears  to  subserve  the  function  of 
simultaneous  regulation  of  sensory  and  autonomic 
channels,  and  to  be  the  orchestrator  that  was 
hypothesized  by  Cannon  to  be  somewhere  in  the 
brain  in  his  early  description  of  the  cerebral  de- 
fense mechanism. 

How  the  frontal  cortex  functions  to  produce  a 
particular  pattern  of  output  to  the  thalamic  re- 
ticular nucleus  to  provide  selective  sensory  gating 
and  how  it  simultaneously  activates  the  output  in 
the  frontocortical-brainstem  system  to  prepare 
the  viscera  to  respond  to  attended  objects  remain 
goals  for  future  research.  Anatomical  and  phys- 
iological evidence  shows  that  the  frontal  cortex  is 
the  recipient  of  cortico-cortical  input  from  vir- 
tually all  parts  of  the  cerebral  mantel.14  It  also 
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receives  input  from  all  parts  of  the  medial 
thalamic  nuclear  group.23  This  convergent  input 
is  somehow  transformed  by  the  processes  of  neu- 
romodulation in  the  frontal  cortex  cells  into  the 
simultaneous  regulation  of  both  the  sensory  and 
autonomic  channels.  It  may  well  be  that  phar- 
macologic uncoupling  of  the  regulation  of  these 
sensory  and  autonomic  systems  is  possible,  per- 
haps at  the  level  of  the  frontal  cortex.  If  output 
from  the  frontocortical-brainstem  pathway  can 
be  prevented  pharmacologically,  then  drug  thera- 
pies may  be  effected  that  would  be  as  beneficial  as 
the  physical  blockade  produced  in  this  output 
system  that  prevents  the  lethal  consequences  of 
myocardial  ischemia.  □ 
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Sudden  death  may  be  encountered  in  a wide 
variety  of  situations  such  as  trauma,  tracheal 
obstruction  by  a piece  of  meat  or  other  foreign 
body,  hypertrophic  cardiomyopathy,  pulmonary 
embolus,  or  coronary  heart  disease.  Coronary 
heart  disease  is  by  far  the  most  common  cause  of 
sudden  death  in  this  country,  if  trauma  is  ex- 
cluded.1’ 2 For  that  reason  and  for  the  reason  that 
this  conference  is  related  to  coronary  heart  dis- 
ease, the  following  discussion  will  be  limited  to 
sudden  death  due  to  coronary  heart  disease.  And 
for  the  purpose  of  this  discussion,  coronary  heart 
disease  will  be  considered  to  be  due  to  obstruction 
of  the  coronary  arteries  by  atherosclerosis  onto 
which  other  pathologic  processes  may  be  super- 
imposed. 

A coronary  heart  disease  sudden  death  occurs  at 
the  rate  of  one  every  minute  of  every  day  in  the 
United  States;  approximately  one-half  million 
Americans  experience  sudden  coronary  death 
each  year.  If  only  ten  percent  of  these  deaths 
could  be  prevented,  then  50,000  Americans  and 
500  South  Carolinians  would  be  saved  each  year. 
An  even  more  ambitious  goal  would  be  to  prevent 
coronary  artery  disease  all  together  (primary  pre- 
vention), and  then  sudden  coronary  death  would 
be  eliminated  since  by  definition,  the  individual 
free  of  coronary  disease  is  not  at  risk  for  sudden 
death  due  to  coronary  heart  disease.  But  until  this 
goal  is  achieved,  it  is  appropriate  to  identify  pa- 
tients with  coronary  disease  and  attempt  to  reduce 
their  risk  of  sudden  death  (secondary  prevention); 
these  individuals  are  identified  by  their  clinical 
presentation:  (1)  survivors  of  cardiac  arrest,  (2) 
survivors  of  myocardial  infarction,  (3)  patients 
with  angina  pectoris,  and  (4)  patients  who  are 
unaware  that  they  have  coronary  disease. 

PRIMARY  PREVENTION 

The  single  most  important  thing  that  can  be 
done  to  reduce  the  risk  of  sudden  death  in  a 
patient  with  coronary  heart  disease  is  the  elimina- 
tion of  the  use  of  cigarettes.  There  are  at  least  six 
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studies3  8 which  show  the  value  of  eliminating 
cigarettes  even  though  coronary  artery  disease  has 
made  itself  clinically  apparent  as  cardiac  arrest, 
myocardial  infarction,  or  angina  pectoris.  Each  of 
these  studies  demonstrates  about  a 50%  reduction 
in  sudden  deaths  in  patients  who  stop  smoking  as 
compared  to  patients  who  continue  to  smoke.  This 
effect  is  more  powerful  than  any  other  available 
intervention  and  is  by  far  the  cheapest.  It  is  now 
proven  that  the  new  cigarettes  with  low  nicotine 
and  carbon  monoxide  are  just  as  dangerous  as  the 
old  cigarettes.9 

Evidence  that  a regular  exercise  program  re- 
duces the  risk  of  sudden  death  in  people  who  have 
clinically  manifest  coronary  heart  disease  has 
been  much  more  difficult  to  establish  though 
there  are  three  studies  from  Scandinavia10-12 
which  suggest  this  to  be  true. 

With  respect  to  diminishing  the  risk  of  sudden 
death,  the  value  of  reducing  the  serum  cholesterol 
by  dietary  and/or  pharmacological  means  in  pa- 
tients with  established  coronary  heart  disease  re- 
mains controversial.  A dietary  approach  can  be 
recommended  for  most  patients13- 14  and  a dietary 
plus  pharmacological  approach  for  selected  pa- 
tients with  very  high  serum  cholesterol.15,  16 

The  control  of  hypertension  has  been  proved  to 
be  efficacious  in  reducing  mortality,  especially 
sudden  death,  but  this  effect  is  less  evident  in 
patients  with  coronary  heart  disease  than  in  pa- 
tients thought  to  be  free  of  coronary  heart 
disease.17 

The  modification  of  personality  is  discussed 
extensively  in  other  portions  of  this  symposium. 
Evidence  is  accumulating  to  indicate  that  orga- 
nized efforts  to  modify  hostile  behavior  are  worth- 
while in  reducing  the  risk  of  sudden  death.18 

BIOLOGICAL  PREDICTORS  OF 
SUDDEN  DEATH 

In  the  patient  with  coronary  heart  disease, 
clinically  apparent  or  unrecognized,  the  prognos- 
tic predictors  of  sudden  death  are  as  follows: 

1.  Extent  of  myocardial  damage;  this  can  be 
estimated  by  a variety  of  methods  such  as  a 
history  of  one  or  more  myocardial  infarc- 
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tions,’  the  presence  of  congestive  heart 
failure,  the  presence  of  cardiomegaly  on 
physical  examination  or  laboratory  studies,  a 
reduced  ejection  fraction  of  the  left  ventri- 
cle, abnormal  wall  motion  of  the  left  ventri- 
cle, or  the  development  of  abnormal  wall 
motion  or  the  reduction  of  the  ejection  frac- 
tion in  response  to  exercise. 

2.  Extent  of  the  disease  in  the  coronary  arteries 
measured  by  contrast  angiography  or  esti- 
mated by  the  electrocardiogram  at  rest  and 
during  exercise. 

3.  Cardiac  rhythm  and  conduction  distur- 
bances. 

Myocardial  Damage 

Many  studies  have  shown  that  the  most  impor- 
tant predictor  of  survival  in  patients  with  coro- 
nary heart  disease  is  the  extent  of  damage  to  the 
myocardium.  Estimates  of  damage  to  the  myocar- 
dium account  for  many  points  in  the  Norris19 
index  of  prognosis  in  survivors  of  myocardial  in- 
farction. The  ejection  fraction  correlated  with 
prognosis  in  patients  with  angina  pectoris,20’  21 
recent  infarction,22  or  recent  cardiac  arrest.23  If 
the  ejection  fraction  is  below  30%,  the  mortality 
approaches  50%  in  one  year,  whereas  if  the  ejec- 
tion fraction  is  greater  than  50%,  the  mortality  is 
only  two  to  five  percent  in  a year  in  all  three 
clinical  groups. 

Coronary  Artery  Disease 

Again  the  extent  of  disease  in  the  coronary 
arteries  as  estimated  by  coronary  arteriography  is 
highly  predictive  of  outcome  in  all  three  groups  of 
patients.20-24  If  the  lumen  of  a coronary  artery  is 
reduced  by  one-half  or  more,  then  flow  through 
the  artery  may  be  seriously  impaired.  When  ob- 
struction by  50%  or  more  is  limited  to  just  one  of 
the  three  major  branches  of  the  coronary  tree,  the 
mortality  is  only  two  to  five  percent  in  five  years 
whereas,  if  all  three  branches  are  involved,  then 
the  mortality  is  nearly  50%  in  five  years.  Obstruc- 
tion of  the  left  main  coronary  artery  before  its 
bifurcation  is  associated  with  a very  bad  prog- 
nosis; 50  to  80%  of  such  patients  will  die  suddenly 
within  five  years  if  not  treated.25 

Steinbrunn  in  his  thesis26  pointed  out  that  the 
predictive  value  of  the  extent  of  coronary  disease 
is  valid  only  in  those  patients  with  good  or  moder- 
ately good  ventricular  function.  With  ejection 
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fractions  below  50%  the  extent  of  coronary  disease 
does  not  add  information  about  prognosis. 

Arrhythmias  and  Conduction  Defects 

Serious  ventricular  arrhythmias  and  conduc- 
tion defects  are  seen  in  patients  with  the  most 
impaired  ventricular  function.27’  28  It  has  been 
argued  that  the  arrhythmias  and  conduction  de- 
fects are  merely  markers  for  severe  muscle 
damage  and  not  independent  predictors  of  prog- 
nosis. However,  some  studies  do  show  an  excess 
mortality  in  patients  with  coronary  heart  disease 
complicated  by  arrhythmias  or  conduction  de- 
fects even  in  patients  estimated  to  have  similar 
ventricular  function.29'  30 

CLINICAL  PREDICTORS  OF  SUDDEN 
DEATH  AND  SECONDARY  PREVENTION 

Survivors  of  Cardiac  Arrest 

Cardiac  arrest  outside  of  the  hospital  is  usually 
due  to  ventricular  fibrillation.31  When  this  occurs 
the  quicker  cardiopulmonary  resuscitation  (CPR) 
efforts  are  instituted  the  greater  the  chance  that 
the  patient  will  survive.  In  the  Seattle  experi- 
ence,32 where  every  fourth  citizen  has  been  taught 
CPR,  long-term  survival  (greater  than  one  month) 
was  approximately  43%  if  CPR  was  initiated  by  a 
trained  citizen  bystander,  21%  if  CPR  was  in- 
stituted by  an  emergency  response  team  arriving 
in  less  than  three  minutes,  and  only  eight  percent 
if  the  team  arrived  later  than  eight  minutes. 

Emergency  response  teams  are  feasible  only  in 
large  urban  centers  and  even  there  they  are  not  as 
good  as  trained  citizen  response.  A long-term  pub- 
lic health  goal  would  be  to  train  all  citizens  in  the 
technique  of  CPR.  Certification  in  Basic  Life 
Support  could  be  a requirement  for  high  school 
graduation,  and  Instructor  status  in  CPR  could  be 
required  for  a Teacher’s  certificate  in  public  and 
private  schools. 

Most  patients  who  have  been  resuscitated  from 
ventricular  fibrillation  out  of  the  hospital  will  not 
have  experienced  an  acute  myocardial  infarction 
(survivors  of  acute  infarction  will  be  discussed 
below).  Nevertheless,  survivors  of  ventricular 
fibrillation  without  myocardial  infarction  have 
been  shown  to  have  extensive  coronary  artery 
atherosclerosis  and  most  have  very  poor  left  ven- 
tricular function.23  The  prognosis  for  those  with 
very  poor  left  ventricular  function  is  very  bad; 
treatment  to  reduce  the  risk  of  sudden  death 
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consists  of  improving  ventricular  function  with 
inotropic  and  vasodilating  agents  and  treating 
arrhythmias.  Despite  these  treatments,  sudden 
death  is  common;  greater  than  half  experience 
sudden  death  within  20  months  after  hospital 
discharge.  For  those  with  relatively  good  ven- 
tricular function  (ejection  fraction  50%)  there  is 
suggestive  evidence  that  coronary  artery  bypass 
surgery  may  reduce  this  risk  of  sudden  death.33 
Cobb  and  co-workers33  report  that  sudden  death 
occurred  only  in  two  of  37  patients  treated  sur- 
gically during  a one  to  seven  year  follow-up  as 
compared  to  10  of  37  “matched”  patients  treated 
medically. 

The  value  of  beta  adrenergic  blocking  agents 
and  calcium  antagonists  has  not  been  thoroughly 
evaluated  in  patients  who  have  survived  cardiac 
arrest.  The  use  of  membrane  active  antiarrhyth- 
mic  agents  does  appear  to  reduce  the  risk  of 
sudden  death  in  such  patients.  Myerburg  and  co- 
workers34 found  that  the  selection  of  the  proper 
doses  of  these  drugs  is  best  accomplished  by  mea- 
suring the  serum  levels  of  the  drugs,  while  Joseph- 
son  and  co-workers35  have  found  special  electro- 
physiologic  techniques  to  be  of  value  in  prevent- 
ing recurrent  cardiac  arrest.  In  the  very  rare  pa- 
tient who  continues  to  experience  recurrent  ven- 
tricular fibrillation  despite  medicines,  an  im- 
planted defibrillator  may  be  lifesaving.36  Also, 
surgical  excision  of  a portion  of  ventricular  endo- 
cardium has  been  advised  for  selected  patients 
who  continue  to  have  recurrent  episodes  of  ven- 
tricular fibrillation.37 

Myocardial  Infarction 

Of  the  patients  who  experience  an  acute  myo- 
cardial infarction  and  arrive  in  the  hospital  in  a 
regular  rhythm,  approximately  five  to  10%  will 
experience  cardiac  arrest  in  the  next  48  hours.  If 
these  patients  are  promptly  resuscitated,  then 
their  prognosis  is  good.  Of  the  patients  who  sur- 
vive the  first  two  weeks,  approximately  15%  will 
die  within  the  first  six  months;22  most  of  these  will 
be  sudden  deaths.  As  mentioned  earlier,  those 
with  the  most  extensive  coronary  disease  and 
myocardial  damage  have  the  worse  prognosis. 
Clinical  parameters  that  have  been  demonstrated 
to  identify  survivors  at  high  risk  of  sudden  death 
in  the  next  six  to  12  months  are  as  follows:  post- 
infarction angina,22-  38  late  hospital  phase  prema- 
ture ventricular  complexes  (PVC’s),  27 • 29-  30  per- 
sistent ST  segment  changes  on  the  resting  ECG,15 


induced  ST  segment  shifts  on  the  ECG  at  low 
levels  of  exercise  39- 40  and  exercise-induced  radio- 
nuclide study  changes.41-  42 

Post  Infarction  Angina 

Continuing  episodes  of  ischemic  heart  pain  be- 
yond 48  hours  after  the  acute  infarction  is  a most 
powerful  predictor  of  sudden  death  within  the 
next  six  months.  In  the  study  by  Taylor  and  co- 
workers,22 post  infarction  angina  was  highly  pre- 
dictive of  severe  coronary  disease  and  sudden 
death  but  did  not  correlate  with  myocardial  dys- 
function as  estimated  by  the  ejection  fraction. 

In  a subsequent  study  from  Johns  Hopkins  by 
Schuster  and  Bulkley,38  70  patients  with  post  in- 
farction angina  were  followed  for  an  average  of 
six  months.  Forty  of  these  selected  patients  died  in 
the  follow-up  period.  If  the  ischemic  pain  was 
associated  with  ST  segment  shifts  on  the  ECG  in 
leads  other  than  the  leads  showing  the  acute  in- 
farction, the  mortality  was  especially  high;  44%  at 
one  month  and  72%  at  six  months.  This  high 
mortality  was  observed  despite  treatment  with 
nitrates  and  beta  blockers,  but  calcium  antagonists 
were  not  available  at  the  time  of  the  study.  Many 
of  the  patients  who  died  had  normal  or  near 
normal  left  ventricular  ejection  fractions.  Such 
patients  should  be  excellent  candidates  for  coro- 
nary bypass  surgery  and  it  would  be  hoped  that 
such  surgery  should  greatly  reduce  the  risk  of 
sudden  death. 

Ventricular  Arrhythmias 

Although  promptly  treated  ventricular  tachy- 
cardia and  ventricular  fibrillation  occurring  in  the 
first  48  hours  of  the  infarction  does  not  identify 
patients  at  especially  high  risk  of  sudden  death, 
ventricular  arrhythmias  that  continue  beyond  48 
hours  after  the  acute  infarction  do  identify  pa- 
tients at  high  risk  of  sudden  death.  Unfortunately, 
serious  ventricular  arrhythmias  occur  most  often 
in  patients  with  serious  ventricular  dysfunction27 
and  whether  the  arrhythmias  serve  as  an  indepen- 
dent risk  factor  or  merely  serve  as  a marker  of 
ventricular  dysfunction  continues  to  be  debated. 
Even  more  unfortunately  there  is  little  evidence 
to  show  that  treating  these  patients  with  mem- 
brane-active antiarrhythmic  agents  reduces  the 
risk  of  sudden  death.45'51  Each  of  the  antiarrhyth- 
mic agents  was  highly  effective  in  reducing  the 
frequency  of  premature  ventricular  complexes, 
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none  was  effective  in  reducing  the  frequency  of 
ventricular  fibrillation  or  sudden  death. 

The  possible  role  of  beta  adrenergic  blocking 
agents  as  antiarrhythmic  agents  will  be  discussed 
below. 

Conduction  Defects 

The  development  of  high  degree  AV  block  and 
intraventricular  conduction  defects  during  acute 
infarction,  especially  anterior  infarctions,  identi- 
fied patients  at  high  risk  of  sudden  death  during 
both  the  acute  and  remote  phases  of  the  infarc- 
tion.52’ 53  Treating  these  patients  with  artificial 
pacemakers  is  reported  to  reduce  the  risk  of  sud- 
den death.52’  53>  54 

Exercise  Testing 

Patients  who  recover  from  the  acute  phase  of 
infarction  without  complications  such  as  angina, 
arrhythmias,  shock,  or  heart  failure  have  a much 
better  prognosis  than  patients  who  have  one  or 
more  of  these  complications.  Nevertheless,  some 
of  these  patients  do  die  suddenly  during  the  first 
six  months  after  the  infarction.  Theroux  and  co- 
workers39 at  the  Montreal  Heart  Institute  found  in 
these  patients  without  complications  that  changes 
of  the  ST  segment  on  the  ECG  during  low  level 
exercise  was  quite  successful  in  identifying  the 
patients  at  risk  for  sudden  death.  Patients  recover- 
ing from  uncomplicated  infarction  who  devel- 
oped 1 mm  or  greater  ST  segment  shift  during  or 
after  low  level  exercise  had  a 25%  risk  of  sudden 
death  in  the  following  year  as  compared  to  a one 
percent  risk  of  sudden  death  in  patients  who  did 
not  develop  ST  segment  shift.  Other  studies55-57 
have  confirmed  these  findings.  Epstein  and  co- 
workers58 at  the  National  Heart,  Lung,  and  Blood 
Institute  have  recently  published  a strategy  for 
evaluating  recent  survivors  of  an  uncomplicated 
infarction.  They  suggest  obtaining  an  estimate  of 
the  ejection  fraction  by  a non-invasive  technique 
and,  in  patients  with  an  ejection  fraction  greater 
than  30,  obtaining  a low  level  exercise  ECG.  For 
the  patients  with  ST  segment  shift  they  would 
obtain  coronary  arteriography  and  seriously  con- 
sider coronary  bypass  surgery  in  an  effort  to  re- 
duce the  risk  of  sudden  death  and  other  undesir- 
able sequelae  of  recent  infarction  such  as  continu- 
ing angina  and  recurrent  infarction.  For  patients 
with  conduction  defects  or  other  ECG  abnor- 
malities which  may  make  interpretation  of  the 


exercise  ECG  difficult  it  may  be  possible  to  iden- 
tify the  high  risk  patients  by  exercise  radionuclide 
studies.41-  42 

Beta-Adrenergic  Blocking  Agents 

There  are  at  least  three  large  clinical  trials50’ 
59-61  that  document  the  reduction  in  the  risk  of 
sudden  death  by  beta  blockade  in  the  first  one  or 
two  years  after  recovery  from  the  acute  phase  of 
infarction.  The  Beta-Blocker  Heart  Attack  Trial 
(BHAT)61  concluded  that  there  was  a 26%  reduc- 
tion in  total  mortality  by  the  use  of  adequate  doses 
of  propranolol  in  selected  survivors  of  recent  in- 
farction. Most  of  the  lower  mortality  was  related 
to  fewer  sudden  deaths  and  the  reduction  in  risk 
appeared  in  all  age,  sex,  race,  infarct  location,  and 
risk  groups.  Patients  with  contraindications  to 
beta  blockade,  such  as  asthma  and  congestive 
heart  failure  were  excluded  from  the  study.  With 
these  exclusions  the  side  effects  from  propranolol 
use  were  minimal. 

Many  other  trials  with  other  varieties  of  beta 
blockers  have  found  the  same  reduction  in  the  risk 
of  sudden  death;  thus,  the  protective  effect  seems 
to  be  through  beta  blockade  itself  rather  than  by 
some  other  effect  of  the  particular  drug.  The 
precise  pathophysiologic  mechanism  of  this  pro- 
tective effect  remains  unproven  but  presumably  it 
has  some  thing  to  do  with  an  anti-ischemic  effect 
of  beta  blockade. 

In  these  studies  beta  blockade  was  induced  five 
or  more  days  after  the  acute  infarction.  Studies  of 
the  value  of  blockade  induced  immediately  after 
the  onset  of  symptoms  are  underway;  preliminary 
results  are  controversial.51 

Antiplatelet  Agents 

The  report62  that  sulfinpyrazone  reduced  the 
risk  of  sudden  death  after  infarction  has  led  many 
physicians  to  prescribe  this  agent  for  their  pa- 
tients. The  initial  enthusiasm  has  been  dampened 
by  some  question  of  the  statistical  methods  used  in 
the  study  and  by  the  results  of  another  trial  with 
sulfinpyrazone  which  found  no  reduction  in  risk 
of  sudden  death.63 

The  value  of  other  antiplatelet  agents  in  reduc- 
ing the  risk  of  sudden  death  in  survivors  of  acute 
infarction  is  reviewed  by  May  et  al.50  They  con- 
clude that  not  one  of  seven  large  trials  involving  a 
total  of  over  13,000  patients  has  shown  a definite 
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benefit  of  platelet-active  drugs  in  post  infarction 
patients. 

Stable  Effort  Angina  Pectoris 

Patients  with  stable  effort  angina  are  at  in- 
creased risk  of  sudden  death  as  compared  to  a 
matched  group  of  people  without  angina.20-  21 
However,  far  more  patients  with  effort  angina 
will  live  for  five  years  than  will  die  during  that 
period  of  time.  Is  it  possible  to  identify  the  pa- 
tients at  very  high  risk  of  sudden  death?  Again  the 
exercise  ECG  has  proved  to  be  of  great  value.  In 
the  study  of  a large  group  of  patients  with  coro- 
nary heart  disease  at  Duke  University  Medical 
Center,  McNeer  and  co-workers24  found  that  pa- 
tients who  developed  ST  segment  shifts  in  less 
than  three  minutes  of  exercise  had  a 24%  chance 
of  dying  in  one  year  and  a 41%  chance  of  dying  in 
two  years.  On  the  other  hand,  if  the  patient  could 
exercise  (Bruce  protocol)  for  nine  minutes  or  more 
there  was  only  a one  percent  risk  of  dying  in  one 
year  and  two  percent  in  two  years.  Intermediate 
exercise  performance  had  intermediate  prognos- 
tic value.  In  the  patients  who  stopped  the  exercise 
before  three  minutes,  coronary  artery  surgery  re- 
duced the  risk  of  sudden  death.64  Studies  to  see  if 
beta  blockers  and  antiplatelet  agents  reduce  the 
risk  of  sudden  death  in  patients  with  angina  have 
not  been  reported. 

Unstable  Angina  Pectoris 
Patients  who  have  ischemic  heart  pain  at  rest  or 
during  light  activities  around  the  home  or  office 
are  more  likely  to  have  significant  coronary 
obstruction  (left  main  disease  and  three  vessel 
disease)  than  patients  with  stable  effort  angina  or 
patients  free  of  symptoms.  Thus,  their  risk  for 
sudden  death  is  high;  coronary  arteriography  is 
justified  to  identify  those  who  might  benefit  from 
coronary  artery  surgery. 

Interestingly,  about  10  to  15%  of  patients  with 
unstable  angina  will  not  have  fixed  obstructive 
disease.  In  many  of  these  patients  it  is  possible  to 
prove  that  the  chest  pain  syndrome  is  due  to  spasm 
of  a coronary  artery.  The  disorder  may  respond  to 
antispasmodics  such  as  nitrates  and  calcium  an- 
tagonists. This  subject  will  be  discussed  in  more 
detail  in  other  portions  of  this  symposium. 

Asymptomatic  Coronary  Heart  Disease 

Sudden  death  is  usually  encountered  in  patients 


with  recognized  organic  heart  disease,2  but  some- 
times it  (sudden  death)  may  be  the  first  manifesta- 
tion of  the  heart  disease.  Whether  screening 
studies  should  be  performed  on  all  Americans  at 
set  periods  in  life  remains  undecided.  Certainly  a 
periodic  determination  of  the  blood  pressure  can 
be  recommended  and  the  determination  of  the 
blood  lipids  at  least  once  for  every  American 
seems  justified.  Also,  a baseline  ECG  is  recom- 
mended by  most  physicians,  but  a routine  exercise 
ECG  at  the  age  40  to  50  for  all  Americans  cannot 
be  recommended  at  this  time,  because  of  the  high 
frequency  of  false  positive  tests  and  the  high  cost 
of  the  test. 

Actually,  it  has  been  reported  that  at  least  half 
of  the  patients  who  experience  sudden  death  had 
had  some  warning  symptoms  shortly  before  the 
episode  and  that  these  warning  symptoms  had 
been  either  misinterpreted  or  ignored.  Thus,  pub- 
lic education  and  availability  of  good  health  care 
for  the  entire  public  remains  an  important  aspect 
of  sudden  death  prevention  in  “asymptomatic” 
patients. 

SUMMARY 

Sudden  death  due  to  ventricular  fibrillation 
continues  as  a major  cause  of  death  in  patients 
with  coronary  heart  disease.  Efforts  to  reduce  the 
risk  of  sudden  death  include  coronary  and  myo- 
cardial surgery  and  a variety  of  cardioactive 
drugs.  The  efforts  have  met  with  some  success  in 
reducing  the  risk  of  sudden  death,  but  the  overall 
results  have  been  disappointing.  One  of  the  prob- 
lems has  been  identifying  which  patients  should 
be  treated  with  which  intervention.  Exercise  test- 
ing has  proved  to  be  of  value  in  this  selection 
process  in  patients  with  recognized  coronary  heart 
disease.  □ 
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IN  MEMORIAM 

Dr.  Joseph  T.  Taylor,  III,  Chief  of 
Staff  of  the  North  Trident  Memorial 
Hospital,  passed  away  in  Summerville 
on  June  29,  1983.  Dr.  Taylor  was  a 
member  of  Dorchester  County  and 
Coastal  Medical  Societies,  and  the 
S.  C.  Medical  Association,  as  well  as  a 
member  of  the  American  Medical  As- 
sociation and  the  American  Academy 
of  Family  Practice. 

Dr.  W.  Clough  Wallace,  a retired 
Salem,  S.  C.  physician,  passed  away 
on  July  10,  1983.  Dr.  Wallace  prac- 
ticed medicine  in  Ohio,  Spartanburg, 
and  Greenville,  retiring  after  51  years 
of  service.  He  was  an  honorary  mem- 
ber of  the  S.  C.  Medical  Association. 

Dr.  Thomas  G.  Goldsmith,  a retired 
Greenville  physician,  died  July  14, 
1983.  Dr.  Goldsmith  was  a graduate  of 
MUSC  and  did  post-graduate  work  at 
Duke  University  and  the  University  of 
Mexico.  He  was  Past  President  of  the 
Greenville  County  Medical  Society 
and  an  honorary  member  of  the  S.  C. 
Medical  Association. 

Dr.  Frank  C.  Owens,  a retired  Co- 
lumbia physician,  former  mayor  and 
state  senator,  died  September  1,  1983 
after  a brief  illness.  Dr.  Owens  was  a 
major  force  in  establishing  the  Medi- 
cal School  at  the  University  of  South 
Carolina.  He  was  a Past  President  of 
the  South  Carolina  Medical  Associa- 
tion and  an  honorary  member. 

Those  wishing  to  make  Memorials  in  honor  of 
their  deceased  colleagues  may  do  so  by  sending 
contributions  to  the  S.  C.  Institute  of  Medical 
Education  and  Research,  P.  O.  Box  11188,  Co- 
lumbia, S.  C.  29211. 
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PSYCHOSOCIAL  FACTORS:  INTERVENTIONS  TO 
REDUCE  SUDDEN  DEATH  FOLLOWING  AN  Ml 


C.  BARR  TAYLOR,  M.D.* 

NANCY  HOUSTON-MILLER,  R.N. 
ROBERT  F.  DEBUSK,  M.D. 

For  many  years,  psychosocial  factors  have  been 
recognized  as  contributing  to  the  development  of 
coronary  heart  disease  (CHD)  and  to  sudden  car- 
diac death.  Jenkins1  recently  described  four  clus- 
ters of  psychosocial  factors  which  have  been  most 
consistently  related  to  CHD:  (1)  sustained  disturb- 
ing emotions  (including  anxiety  and  depression, 
(2)  the  Type  A behavior  pattern,  (3)  “overload,” 
as,  for  example,  in  excessive  workload,  and  (4) 
socioeconomic  disadvantage.  To  these  we  would 
add  three  others:  (5)  the  “traditional”  life-style 
related  risks,  (6)  acute  stressful  or  emotional  situa- 
tions, and  (7)  mitigating  circumstances,  which 
increase  or  decrease  the  risk  of  sudden  coronary 
death  (SCD),  especially  the  extent  of  the  patient  s 
cardiac  disease,  the  effectiveness  of  medical  or 
surgical  treatment,  and  the  effectiveness  of  social 
support.  Each  of  these  factors  — with  the  possible 
exception  of  socioeconomic  disadvantage,  about 
which  the  health  care  professional  can  do  rela- 
tively little  — is  an  appropriate  target  for  inter- 
ventions designed  to  reduce  sudden  death  in 
patients  with  chronic  ischemic  heart  disease.  We 
will  briefly  review  methods  to  evaluate  and  alter 
these  risks  in  patients  recovering  from  myocardial 
infarction. 

EXTENT  OF  CARDIAC  DISEASE 

Evaluating  and  managing  psychosocial  risks 
must  be  closely  tied  to  the  patients’  medical  eval- 
uations. In  general,  clinically  significant  left  ven- 
tricular dysfunction  and  myocardial  ischemia 
represent  a significant  risk  for  myocardial  infarc- 
tion (MI)  and  death  in  patients  with  chronic  ische- 
mic disease.2’  3 The  medical  status  of  postinfarc- 
tion patients  is  likewise  a major  factor  in  predict- 
ing the  risk  of  subsequent  morbidity  and  mor- 
tality in  such  patients.  We  have  noted  that  postin- 
farction patients  with  historical  risk  characteris- 
tics, i.e.,  a history  of  angina  or  infarction  prior  to 
the  index  infarction  and  those  with  recurrent  is- 


° Stanford  University,  Stanford,  CA  94305. 


604 


chemic  pain  after  24  hours  in  hospital,  have  a rate 
of  recurrent  infarction  or  death  within  six  months 
of  18%. 4 Most  of  these  patients  also  had  adverse 
clinical  characteristics,  especially  congestive 
heart  failure  and  unstable  angina  pectoris,  which 
precluded  early  treadmill  exercise  testing  in  all 
but  one  quarter  of  them.  In  patients  with  clinical 
risk  characteristics,  including  heart  failure,  unsta- 
ble angina  pectoris,  and  other  conditions  preclud- 
ing exercise  testing  such  as  chronic  obstructive 
pulmonary  disease,  peripheral  vascular  disease, 
and  orthopedic  abnormalities,  the  rate  of  rein- 
farction and  death  within  six  months  was  approx- 
imately eight  percent.  Patients  free  of  adverse 
historical  or  clinical  characteristics  were  judged 
suitable  for  treadmill  exercise  testing  three  weeks 
after  infarction.  The  rate  of  reinfarction  and 
death  within  six  months  was  10%  in  those  with  a 
“positive”  treadmill  test  (ischemic  ST  segment 
depression  >:  0.2  mV  and  peak  heart  rate  < 135) 
and  3.9%  in  those  with  a “negative”  treadmill  test. 
In  our  entire  population  of  men  aged  70  or  less, 
10%  had  adverse  historical  and  clinical  charac- 
teristics, 30%  had  adverse  clinical  characteristics; 
none  of  these  patients  underwent  early  treadmill 
exercise  testing.  Patients  without  adverse  histor- 
ical or  clinical  characteristics  were  judged  eligible 
for  treadmill  testing.  These  patients  constituted 
60%  of  the  population  as  a whole,  of  whom  90% 
had  a negative  exercise  test.  Thus,  approximately 
half  of  patients  in  the  entire  population  were 
identified  as  having  a relatively  low  risk  of  subse- 
quent cardiac  events  within  six  months.  The  six- 
month  mortality  in  these  patients  with  negative 
treadmill  tests  was  under  2%. 

It  is  not  certain  whether  psychosocial  or  other 
risk  factors  such  as  work  overload  constitute  an 
independent  risk  for  subsequent  cardiac  events, 
for  few  studies  of  psychosocial  factors  have  char- 
acterized the  baseline  medical  condition  of  the 
patient  population.  It  is  important  to  do  this,  for  it 
is  not  clear  that  management  of  adverse  psychoso- 
cial characteristics  will  contribute  equally  to  a 
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lowering  of  morbidity  and  mortality  in  clinically 
low-risk  and  high-risk  individuals.  Indeed,  it  is 
difficult  to  demonstrate  the  effects  of  any  thera- 
peutic intervention  in  patients  with  a very  low  risk 
of  subsequent  cardiac  events.  Moreover,  the  ex- 
tent to  which  adverse  psychosocial  characteristics 
are  redundant  with  one  another  or  with  other  risk 
factors  such  as  smoking  is  not  well  established. 


POST-MI  PROGNOSIS 

RATE  0F 

(n  _ 665)  6.1%  HARD  MEDICAL  EVENTS 

09  2)  WITHIN  6 MONTHS 


FIGURE  1:  The  post  myocardial  infarction  (MI)  prognosis 
for  665  consecutive  patients. 

HR  = historical  risk  group 

CTR  = contraindications  to  treadmill  testing  group 
RTR  = refusal  for  treadmill  testing  group 
TRN  = negative  treadmill  group 
TRP  = positive  treadmill  group 

Percentages  inside  the  circle  depict  the  proportion  of  pa- 
tients in  each  risk  group;  percentages  outside  the  circle 
depict  the  rate  of  hard  medical  events  (recurrent  infarction 
or  death)  within  6 months.  Numbers  in  parentheses  depict 
the  median  survival  time  to  hard  medical  events. 


SMOKING 

The  most  important  “psychosocial”  risk  follow- 
ing MI  appears  to  be  continued  smoking.  Many 
studies  have  shown  increased  risk  of  another  MI  or 
SCD  for  patients  who  continue  smoking  and  a 
reduced  risk  for  those  who  stop.  As  can  be  seen  in 
Table  1,  health  professionals  can  be  very  effective 
in  helping  patients  stop  smoking  after  an  MI. 

Depending  on  the  method,  28-72%  of  patients 
smoking  pre-MI  have  stopped  from  six  to  twelve 
months  post-MI.  The  following  procedures  are 
effective  in  assisting  health-care  professionals  to 
offer  their  patients  the  maximum  chance  of  stop- 
ping with  a minimal  expenditure  of  their  own 
time:  (1)  Smokers  should  be  given  firm  and  clear 


instructions  on  the  importance  and  benefits  of  not 
smoking  after  an  MI.  (2)  Smokers  should  then  be 
asked  if  they  want  to  stop.  Depending  on  their 
wishes,  they  should  be  given  written  materials, 
such  as  pamphlets  available  from  the  National 
Cancer  Institute  and  the  American  Cancer  Soci- 
ety, the  American  Heart  Association,  references  to 
books,  and  referral  to  local  resources.  A list  of  local 
smoking  cessation  programs  should  be  available, 
including  cost  and  methods  of  cessation.  Most 
patients  will  stop  on  their  own  without  the  aid  of 
pamphlets  or  programs.  (3)  All  patients  should 
receive  follow-up,  at  least  by  telephone,  at  three, 
six,  and  12  months  post-MI:  patients  who  resume 
smoking  should  be  encouraged  to  stop  again,  and 
those  who  do  not  resume  should  be  given  positive 
feedback  for  the  strides  they  have  made.  (4) 
Health  professionals  should  keep  records  of  their 
success  rate  — at  least  50%  of  patients  should 
remain  abstinent  at  one  year! 

OTHER  LIFE-STYLE  RISKS 

Other  life-style  C-V  related  risks  should  be 
dealt  with  as  appropriate.  Elevated  blood  pressure 
should  be  controlled,  elevated  serum  cholesterol 
reduced,  and  weight  managed.  A recent  study  by 
Kallio  et  al .9  suggests  that  such  interventions  may 
reduce  morbidity  and  mortality.  In  the  study,  375 
consecutive  post-MI  patients  were  randomized  to 
an  intervention  which  consisted  of  antismoking 
and  dietary  advice,  discussions  of  psychosocial 
problems,  a physical  exercise  program,  and  a 
monthly  medical  examination.  At  three-year  fol- 
low-up, the  intervention  group  had  a significantly 
lower  incidence  of  sudden  cardiac  death  — that 
is,  death  within  one  hour  of  symptoms  — com- 
pared with  the  control  group:  5.8%  versus  14.4%. 
Intervention  patients  had  also  experienced  signifi- 
cantly fewer  cardiac  deaths:  18.6%  versus  29.4%. 
The  intervention  group  had  significant  (but  small) 
reductions  in  body  weight,  serum  cholesterol,  tri- 
glycerides, systolic  and  diastolic  blood  pressure  in 
the  first  and  second  year  annual  follow-up. 

TYPE  A BEHAVIOR 

Type  A behavior  is  accepted  as  a risk  factor  for 
cardiovascular  disease.  According  to  a recent 
NHLBI  panel,  the  risk  marked  by  Type  A behav- 
ior is  as  great  as  that  imposed  by  age,  elevated 
values  of  systolic  blood  pressure,  serum  choles- 
terol, and  smoking.10  However,  the  three  most 
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TABLE  1 

POST-MI  SMOKING 


RATE  OF  SMOKING  FOR  THOSE 


SMOKING 

SMOKING 

PRE-MI 

Author 

Technique 

PRE-MI 

POST-MI 

3-4  MO 

6 MO-1  YR 

Burt  et  al . 
1974  (5) 

Written 

recommend 

to  stop, 

follow-up 

Conventional 

advise 

73% 

30% 

28% 

72% 

Werko  et  al. 
1971  (6) 

Strong 
recommend 
to  stop 

— 

— 

50% 

50% 

Wilhelmson 
et  al . 1975 
(7) 

Recommend 
to  stop 
brochure 
follow-up 

72% 

53% 

Lloyd  et  al. 
1980  (8) 

Strong 
recommend 
to  stop 

75% 

50% 

Stanford , 
1981 

Strong 
recommend 
to  stop, 
follow-up 

52% 

16.3% 

19.1% 

29.2% 

common  measures  of  Type  A:  the  structured  in- 
terview (SI),  Framingham  Type  A scale,  and  the 
Jenkins  Activity  Schedule  (JAS),  each  predictive 
of  CHD  in  their  own  right,  have  weak  correlations 
with  one  another,  and  the  critical  variable  in  Type 
A thus  remains  elusive. 

A series  of  studies  has  evaluted  the  potential  for 
mitigating  (or  reducing)  Type  A behavior  or  vari- 
ables felt  to  be  associated  with  Type  A.  Such 
studies  have  shown  decreases  in  such  variables  as 
anxiety,  cholesterol,  impatience,  time  pressure, 
and  overall  coronary  risk  in  patients  identified 
through  the  structured  interview,  Framingham, 
or  JAS  and  undergoing  an  intervention.11  The 
most  impressive  data  have  been  reported  from  the 
Coronary  Primary  Prevention  Trial,  which  has 
evaluated  the  effects  of  an  intensive  program  of 
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stress  reduction  to  reduce  morbidity  and  mor- 
tality in  post-MI  patients.12  Post-MI  patients  vol- 
unteered to  be  randomly  assigned  to  a cardiolo- 
gist-led  treatment  group  (270  subjects)  or  a behav- 
ioral change  group  (614  subjects).  An  additional 
151  subjects  were  selected  as  comparison  controls. 
The  behavioral  treatment  group  consisted  of  an 
expanded  cognitive  social  learning  model.  During 
the  first  year,  group  sessions  of  eight  to  ten  sub- 
jects were  held  weekly  and  then  twice  monthly  for 
90  minutes  per  session.  In  following  years,  sessions 
were  held  once  per  month.  The  behavioral  inter- 
vention showed  a significant  change  in  the  vari- 
ables associated  with  Type  A,  as  measured  by 
scores  from  audiotapes  of  the  structured  inter- 
view. At  one  year,  of  the  514  subjects  remaining  in 
the  behavior  change  group,  1.1%  had  had  nonf atal 
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recurrent  events  and  1.8%  had  had  fatal  recurrent 
events.  This  compares  with  the  213  subjects  re- 
maining in  the  cardiologist-led  group  who  had 
3.3%  nonfatal  and  9.9%  fatal  recurrent  events 
and,  more  impressively,  with  the  124  remaining 
controls  who  had  4.0%  nonfatal  and  4.8%  fatal 
events.  The  124  dropouts  had  4.0%  nonfatal  and 
2.4%  fatal  events.  Thus,  at  one  year,  there  is  the 
possibility  that  the  behavioral  intervention  led  to  a 
significant  reduction  in  nonfatal  events  and  per- 
haps, over  time,  will  lead  to  a reduction  in  fatal 
events. 

Another  study  lends  credence  to  these  findings. 
Patel  et  a/.13  found  that  the  practice  of  biofeed- 
back-aided relaxation  produced  a significant  re- 
duction in  morbidity  in  high-risk  English  civil 
service  workers  at  three-year  follow-up,  com- 
pared with  controls.  Thus,  these  two  studies  sug- 
gest that  stress  management  may  be  an  important 
part  of  postcoronary  care.  What  kind  of  stress 
management  is  most  effective,  for  how  long,  and 
for  which  patients  remains  uncertain. 

SUSTAINED  DISTURBING  EMOTIONS 

There  is  consistent  evidence  that  sustained  dis- 
turbing emotions  are  a risk  for  certain  manifesta- 
tions of  ischemic  heart  disease.  Retrospective  and 
prospective  studies  have  established  that  anxiety, 
depression,  and  other  measures  of  neuroticism  are 
associated  with  sudden  death  and  angina  pectoris 
but  not  with  MI.  This  seeming  inconsistency  has 
yet  to  be  explained,  but  in  light  of  the  associations 
of  these  factors  with  sudden  death,  it  seems  appro- 
priate to  consider  interventions  to  reduce  anxiety 
and  depression  in  post-MI  patients. 

In  our  experience,  approximately  13%  of  post- 
MI  patients  have  significant  disturbance  in  anx- 
iety and/or  depression,  which  may  warrant  spe- 
cific treatment;14  20%  of  our  patients  report 
severe  marital  disturbance.  Antidepressant  medi- 
cations have  been  proven  effective  for  moderate 
to  severe  depression,  particularly  when  accom- 
panied by  somatic  symptoms.  Unfortunately,  the 
most  commonly  used  antidepressants,  the  tri- 
cyclics, have  also  been  associated  with  sudden 
death.  For  instance,  the  Aberdeen  General  Hospi- 
tals group,  using  a drug  monitoring  system,  found 
an  overall  mortality  of  19%  in  119  patients  with 
cardiac  disease  treated  with  tricyclics  compared 
to  12%  in  119  comparison  patients.15  However, 
proper  monitoring  permits  the  safe  usage  of  tri- 
cyclic antidepressants.  Whether  this  reduces  mor- 


tality is  not  known,  and  the  decision  to  use  drugs 
must  be  based  on  consideration  of  the  clinical 
need  to  treat  the  patients’  depressive  symptoms 
and  behavior,  rather  than  for  the  purpose  of  re- 
ducing morbidity  and  mortality. 

A few  studies  have  reported  interventions 
which  have  reduced  anxiety  and  depression  and 
other  indices  of  “sustained  disturbing  emotions” 
in  post-MI  patients.  Thockloth  et  al .16  compared 
the  outcome  of  occupational  and  social  work 
counseling  about  “social,  emotional,  and  finan- 
cial” problems  with  50  matched  subjects  given 
routine  post-MI  care.  The  treated  subjects  had  less 
depression  than  the  controls;  no  mortality  data 
were  presented.  Gruen  17  compared  the  effects  of 
supportive  brief  sessions  focusing  on  mobilizing 
the  patients’  coping  skills  and  providing  reas- 
surance to  patients  matched  for  age  but  also  given 
routine  care.  At  four-month  follow-up,  the  treated 
subjects  reported  less  anxiety.  Naismith  et  al.18 
provided  frequent  supportive  didactic  rehabilita- 
tion counseling  sessions  by  a nurse  with  occasional 
home  visits  with  72  men  given  usual  care;  for 
patients  scoring  “high  neuroticism”  on  psycholog- 
ical tests,  the  treatment  provided  some  psycholog- 
ical improvement. 

Two  controlled  studies  have  shown  promise  for 
such  psychotherapeutic  procedures  in  reducing 
morbidity  and  mortality.  Ibrahim  et  al.19  com- 
pared 58  patients  given  weekly  psychotherapy 
with  60  randomly  assigned  controls  given  no 
treatment.  The  treatment  group  had  a signifi- 
cantly greater  survival  (93%)  than  the  controls 
(73%)  at  18  months.  Rahe  et  al.20  also  found  that 
22  patients  participating  in  a four  to  six  biweekly 
group  for  three  months  compared  with  22  control 
patients  in  routine  post-MI  care  had  significantly 
fewer  severe  CAD  events  than  controls,  although 
there  were  no  significant  differences  for  depres- 
sion, anxiety,  weight  loss,  smoking,  or  CHD  death 
(none  in  the  treatment,  three  in  the  control).  The 
specific  factors  in  group  therapy  responsible  for 
reducing  CHD  rate  are  unclear,  but  it  does  appear 
that  psychotherapy  after  MI  can  reduce  anxiety, 
depression,  and  other  features  of  “sustained  emo- 
tion,” and  perhaps  even  reduce  post-MI  coronary 
artery  disease  (CAD)  morbidity  and  mortality. 

Symptoms  associated  with  sustained  disturbing 
emotions,  like  sleep  disturbance,  emotional  drain, 
and  somaticizing  have  also  been  associated  with 
CHD,  including  angina,  sudden  death,  and  MI. 
Whether  these  symptoms  act  independently  of 
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anxiety,  depression,  and  neuroticism  has  yet  to  be 
determined.  While  there  are  many  studies  show- 
ing that  sleep  disturbance  can  be  improved 
through  direct  behavioral  and  pharmacological 
interventions,  no  studies  have  examined  such  in- 
terventions in  post-MI  patients. 

ACUTE  PSYCHOLOGICAL  STRESSORS 

Acute  psychological  stressors  may  cause  sudden 
death,  at  least  in  patients  with  preexisting  coro- 
nary disease.  Recent  evidence  suggests  that  the 
most  usual  fatal  event  in  sudden  death  is  due 
primarily  to  ventricular  fibrillation  (VF)  in  pa- 
tients with  underlying  coronary  disease.  Verrier 
and  Lown21  have  shown  that  the  sympathetic 
nervous  system  is  the  primary  mediator  of  ven- 
tricular vulnerability,  whereas  the  efferent  vagus 
appears  to  antagonize  the  arrhythmogenic  influ- 
ence of  adrenergic  input  to  the  heart.  Phar- 
macological interventions  such  as  beta  blocker 
may  reduce  the  susceptibility  of  patients  to  stress- 
induced  ventricular  fibrillation. 

No  studies  have  been  reported  which  have 
aimed  specifically  at  reducing  acute  stress  in  post- 
MI  patients.  People  in  late  middle  age,  the  most 
common  time  for  Mis  to  occur,  are  subject  to  an 
almost  endless  stream  of  potentially  stressful 
events:  the  death  of  their  parents,  sickness  in  their 
family  and  friends,  and  troubling  life  changes  in 
their  children  who  are,  for  the  most  part,  in  ado- 
lescence or  early  adulthood.  Any  number  of  dis- 
turbances in  their  family  and  friends  can  provide 
an  acute,  emotionally  disturbing  event,  which,  for 
a person  with  a compromised  myocardial  func- 
tion could  produce  a terminal  event.  By  providing 
support  and  reassurance,  as  appropriate,  or  refer- 
ral to  specialists,  the  health  care  professional 
might  serve  a useful  purpose  both  in  helping  to 
resolve  a crisis  and  preventing  sudden  death.  On 
the  other  hand,  to  avoid  unnecessary  invalidism, 
uncomplicated  patients  who  have  an  excellent 
prognosis  should  be  reassured  that  they  have  no 
unusual  vulnerability  to  acute  stress. 

OVERLOAD 

Overload  factors  that  have  been  shown  to  pre- 
dispose to  CHD  following  an  MI  include  such 
variables  as  overtime  work,  repetitive  stress  of 
assembly  line  labor,  carrying  two  jobs  at  one  time, 
having  a sudden  increase  in  job  responsibility,  and 
job  dissatisfaction.  Since  many  of  these  factors 
may  be  common  to  Type  A behavior,  interven- 
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tions  designed  to  alter  Type  A patterns  may  alter 
these  overload  factors.  Yet  there  are  job  demands 
which  are  out  of  a worker’s  control  — in  fact  there 
is  a strong  relationship  between  control  over  work, 
work  demand,  and  development  of  psychoso- 
matic illness  — which  might  require  environment 
alterations  in  workload.  Furthermore,  as  we  know 
so  little  about  exactly  who  is  vulnerable  to  “over- 
load” — aside,  presumably,  from  patients  with 
complicated  MI  — it  seems  best  to  be  more  reas- 
suring than  alarming,  particularly  with  uncompli- 
cated patients. 

MITIGATING  FACTORS 

There  is  strong  evidence  for  the  effectiveness  of 
beta  blockers  in  reducing  morbidity  and  mortality 
in  post-MI  patients,  at  least  in  those  with  clinically 
advanced  disease.  It  is  possible  that  these  medica- 
tions counter  some  of  the  harmful  effects  of  the 
psychosocial  risks  we  have  identified:  for  instance, 
vagus  nerve  stimulation  is  without  effect  on  ven- 
tricular vulnerability  when  adrenergic  input  to 
the  heart  is  reduced  by  beta-adrenergic  blockage 
and,  more  directly,  may  have  a protective  effect 
against  malignant  ventricular  arrhythmias  associ- 
ated with  acute  coronary  artery  occlusion  in  dogs 
exposed  to  behavioral  stresses.21  Whatever  the 
mechanism  of  their  action,  side  effects  of  beta 
blockers  are  relatively  frequent.  A summary  from 
the  recent  six  beta  blocker  trials  reported  that 
18-21%  of  patients  had  side  effects  which  re- 
quired that  the  medication  be  discontinued.23  The 
most  common  adverse  reactions  involved  car- 
diovascular problems,  including  hypotension, 
bradycardia,  AV  block,  and  heart  failure.  Other 
patients  developed  severe  diarrhea  and  reduced 
sexual  activity.  Five  to  10%  were  not  withdrawn 
from  drugs  but  complained  of  severe  side  effects, 
involving  the  cardiovascular  system  but  also  the 
central  nervous  system  (CNS).  The  most  common 
CNS  problems  involved  lassitude,  dizziness,  and 
depression.  We  can  suppose  that  these  patients 
will  be  reluctant  to  take  medication  and  that 
compliance  to  medication  will  be  as  great  a prob- 
lem with  post-MI  patients  as  with  patients  with 
hypertension  and  angina  who  have  also  taken  beta 
blockers  and  have  compliance  rates  estimated  at 
80%  or  less.  Adherence  can  be  maximized  by 
writing  simple  regimens,  by  monitoring  ad- 
herence, and  then  reinforcing  good  adherence  or 
helping  poor  adherers  develop  strategies  to 
improve.23 
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INTERACTIONS  AMONG  PSYCHOSOCIAL 
RISKS 

We  have  discussed  these  psychosocial  risks  as 
though  they  are  independent,  but,  of  course,  there 
is  a strong  interaction  among  the  factors  we  have 
identified,  as  we  have  already  suggested,  for  in- 
stance, with  the  factors  of  “overload”  and  Type  A 
achiever.  Jenkins1  argues  that  the  four  risks  he 
identified  share  the  general  characteristics  of  ex- 
posing individuals  for  long  periods  of  time  or  in 
frequent  recurring  bursts  of  excess  psychological 
demand.  If  this  is  the  case,  then  interventions 
could  be  designed  specifically  to  alter  this  phe- 
nomenon without  having  to  treat  a variety  of 
other  behaviors  which  are  merely  epiphenomena. 
Until  such  interventions  have  been  developed  and 
proved;  direct,  straightforward,  albeit  piecemeal 
approaches  seem  preferable  in  addressing,  for 
instance,  the  smoking,  depression,  overload,  or 
sleep  disturbances  of  a particular  patient. 

A NOTE  ON  ASSESSMENT 

At  Stanford,  the  evaluation  of  psychosocial  risks 
is  integrated  into  a comprehensive  medical  eval- 
uation which  includes  a treadmill  exercise  test 
performed  three  weeks  after  infarction.  The  pa- 
tient first  completes  a battery  of  psychological 
tests  for  depression,  anxiety,  marital  happiness 
and  support,  general  psychosocial  adjustment, 
confidence  to  engage  in  physical  and  emotional 
tasks,  Type  A behavior,  and  smoking.  Following 
this  assessment,  the  patient  completes  the  tread- 
mill test.  Conjoint  evaluation  of  medical  and  psy- 
chological status  facilitates  the  formulation  of  an 
individualized  management  program:  Patients 
and  spouses  meet  with  the  staff  physician  and 
then  the  staff  nurse  to  receive  individualized 
guidelines  for  physical  activity,  smoking  cessation 
or  prevention  of  smoking  relapse,  stress  manage- 
ment, return  to  work,  or  referral  to  specialists  for 
psychiatric  care,  job  retraining,  or  other  special 
help.  Because  the  patients’  individual  psychoso- 
cial and  medical  status  are  familiar  to  the  physi- 
cian and  nurse,  it  is  possible  for  them  to  formulate 
guidelines  for  the  comprehensive  management  of 
physical  and  psychosocial  risks.  In  our  program, 
about  13%  of  patients  are  referred  to  specialists  for 
management  of  depression,  about  two  percent  for 
management  of  anxiety  (depression  and  anxiety 
are  strongly  correlated),  and  about  two  percent 
for  marital  therapy.  We  provide  audiovisual  stress 
management  programs  for  most  patients;  audiovi- 


sual relapse  prevention  programs  for  exsmokers, 
and  written  materials  for  individuals  who  want  to 
change  diet  or  lose  weight.  The  program  is  well 
received  by  the  patients,  provides  a comprehen- 
sive support  for  patients,  and  requires  only  a 
modicum  of  physician  or  nurse  time. 

SUMMARY 

Seven  possible  risk  factors  of  sudden  death  fol- 
lowing MI  have  been  identified:  (1)  sustained 
disturbing  emotions  (including  anxiety  and  de- 
pression), (2)  the  Type  A behavior  pattern,  (3) 
overload,  (4)  socioeconomic  disadvantage,  (5)  life- 
style related  risks,  (6)  acute  stressful  or  emotional 
situations,  and  (7)  mitigating  circumstances,  such 
as  effective  social  support,  the  seriousness  of  the 
patient’s  disease,  and  his  medical  treatment.  Each 
of  these  factors  can  be  accurately  assessed  with 
psychological  or  medical  tests,  but  some,  like  the 
extent  of  a person’s  social  support  or  anticipated 
workload  after  MI,  are  best  evaluated  through 
direct  questioning.  There  is  evidence  that  altera- 
tion of  smoking  rates  and  the  Type  A behavior 
pattern  will  reduce  the  risk  of  sudden  death. 
There  is  a critical  need  for  careful  evaluation  of 
well-replicated  interventions  designed  to  change 
specific  psychosocial  risk  factors.  Until  such  stud- 
ies are  done,  clinicians  must  rely  on  their  own 
judgment  of  the  importance  of  these  seven  risk 
factors  toward  the  risk  of  sudden  death  in  their 
patients.  □ 
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"I  tdd  him  to  get  help 
for  his  drinking.  He 
tdd  me  to  go  to  hell." 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self-growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro- 
blem with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall. 


JCAH  ACCREDITED.  BLUE  CROSS/CHAMPUS  PROVIDER. 
MOST  PRIVATE  INSURANCE  ACCEPTED. 


FENWICK  HALL 

John  H.  Magill,  Executive  Director 
RO.  Box  688,  Johns  Island,  South  Carolina  29455  (803)  559-2461 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


MAINTAINING  MEANINGFUL  MEMBERSHIP 

In  my  new  role  as  Membership  Chairman  for  the  SCMA  Auxiliary,  I have  pondered  the  answer  to  the 
question,  “Why  should  I belong  to  the  SCMA  Auxiliary?”  Examining  the  reports  of  county  Presidents 
throughout  the  state  provides  many  answers.  The  community  service  projects  range  from  Newberry’s 
2500+  hospital  volunteer  hours,  to  participation  in  child  safety  seat  loaner  programs  in  Oconee  and  other 
counties,  to  workshops  on  drug  and  alcohol  abuse  in  Greenwood  and  other  counties.  Auxilians  also 
volunteer  to  teach  life  science  classes  in  the  Charleston  museum,  health  career  presentations  in  Lexington, 
child  restraining  programs  to  kindergartens  in  Spartanburg;  the  list  is  almost  endless! 

Promotion  of  medical  education  is  also  a major  focus  of  the  Auxiliary.  The  AMA-ERF  program  provides 
unrestricted  funds  to  medical  schools.  The  SCMA  Auxiliary  presented  four  scholarships  to  medical 
students  in  1983.  Several  county  Auxiliaries  have  their  own  scholarship  programs,  including  Columbia’s 
extremely  successful  efforts.  Considering  the  demise  of  federal  capitation  funds  to  medical  schools  and 
general  cutbacks  on  student  loans  and  scholarships,  the  various  Auxiliary  programs  are  invaluable. 

In  the  areas  of  legislation  and  political  action,  the  Auxiliary  is  essential  in  SCMA’s  efforts,  from  testifying 
at  hearings  to  visiting  legislators,  to  being  able  to  accurately  assess  situations.  The  myriad  number  of  bills 
considered  by  the  General  Assembly  concerning  health  care  makes  our  participation  vital. 

The  question  posed  should  be,  “How  could  I consider  not  belonging  to  the  SCMA  Auxiliary?”  The 
variety  of  opportunities  for  service  means  there  is  something  to  interest  almost  anyone.  But  we  also  must 
remember  the  needs  of  individual  members  while  pursuing  our  projects.  Meaningful  membership 
includes  not  only  the  good  works  but  also  the  friendships  that  evolve.  Meaningful  membership  is  not 
merely  a matter  of  numbers  on  a tally  sheet.  Today  I am  meeting  two  of  my  closest  friends  for  lunch.  Were 
it  not  for  participation  in  Auxiliary  work,  I would  know  neither  of  them. 

Consider:  join  us,  we  can  do  more  together  AND  we  can  have  fun  doing  it!  Auxiliary  has  enriched  my 
life;  let  it  enrich  yours.  Please  call  or  write  if  you  have  any  questions. 

Skippy  Adkins,  SCMAA  Membership  Chairman 
1187  Farm  Quarter  Road 
Mt.  Pleasant,  S.  C.  29464 
Telephone:  884-5766 
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CLASSIFIED 

1984  CME  CRUISE/CONFERENCES  ON  LE- 
GAL-MEDICAL ISSUES:  Caribbean,  Mexican, 
Hawaiian,  Alaskan,  Mediterranean.  7-14  days  in 
Winter,  Spring,  Summer.  Approved  for  18-24 
CME  Cat.  1 credits  (AMA/PRA).  Distinguished 
professors.  FLY  ROUNDTRIP  FREE  ON  CAR- 
IBBEAN, MEXICAN,  & ALASKAN  CRUISES. 
Excellent  group  fares  on  finest  ships.  Registration 
limited.  Pre-scheduled  in  compliance  with  pre- 
sent IRS  requirement.  Information:  International 
Conferences,  189  Lodge  Ave.,  Huntington  Sta- 
tion, N.Y.  11746.  (516)  549-0869. 

FREE  STANDING  MEDICAL  CENTER  — 
SOUTH  CAROLINA:  The  practice  is  located  in  a 
modern  facility  equipped  with  lab,  x-ray  and 
emergency  equipment.  The  scope  of  the  practice 
will  include  family  medicine,  minor  emergencies, 
and  industrial  medicine.  We  seek  a very  compe- 
tent, patient  oriented  physician  to  join  our  prac- 


tice. We  are  a relatively  small  independent  group 
not  affiliated  with  any  proprietary  chain.  The 
compensation  package  includes  a substantial 
guaranteed  income,  a percentage  of  the  collec- 
tions, malpractice  insurance,  and  liberal  paid  time 
off.  If  interested,  please  send  your  CV  or  call 
William  R.  Grannen,  Doctors  Systems,  Inc.,  1811 
Losantiville  Ave.  #310,  Cincinnati,  Ohio  45237, 
(513)  631-5151. 

PSYCHIATRIST:  Georgia  or  Florida.  Expanding 
program  in  need  of  two  additional  psychiatrists. 
JCAH  accredited  hospital  for  children  and  adoles- 
cents. Position  includes  diagnostic  evaluations, 
treatment  and  some  staff  development.  Large 
effective  staff,  utilizing  multi-disciplinary  con- 
cept. Must  be  licensed  or  license  eligible  in  Geor- 
gia or  Florida  and  have  experience  with  children 
and  adolescents.  Salary  range:  $66,000  to  $84,000. 
For  information,  call  or  write  J.  Henry  Evans, 
Administrator,  4771  Annewakee  Road,  Doug- 
lasville,  Georgia  30135  (404)  942-2391. 


PHYSICIANS  ARE  SOUGHT  FOR  URBAN 
COUNTY  HEALTH  DEPARTMENT 
SERVING  420,000  POPULATION. 

(1)  ASSISTANT  HEALTH  DIRECTOR  FOR 
DISEASE  CONTROL  to  head  a five  program 
Division  of  Communicable  Disease,  Tuberculosis, 
Sexually  Transmitted  Disease,  and  Chronic  Dis- 
ease Control  and  Public  Health  Laboratory.  Su- 
pervise a staff  of  40  and  participate  in  other 
community  health  activities,  including  epi- 
demiologic surveillance. 

(2)  ASSISTANT  HEALTH  DIRECTOR  FOR 
PERSONAL  HEALTH  to  head  a seven  program 
Division  of  Child  Health,  Crippled  Children  s 
Services,  Dental  Health,  Nutrition  and  Dietetic 
Services,  WIC,  Family  Planning  and  Maternity 
Care.  Supervise  a staff  of  70  and  participate  in 
related  community  health  activities. 

Requirements:  Primary  Care  Specialty  Training 
and  eligibility  for  North  Carolina  Medical  Licen- 
sure. Public  Health  experience/training  desirable 
but  not  essential. 

Compensation:  $51,523-$61,169  and  excellent 
fringe  benefits. 

Apply:  Recruitment  Supervisor,  Mecklenburg 
County  Personnel 
720  East  Fourth  Street,  Suite  300 
Charlotte,  NC  28202 
Telephone:  704-374-2931 
EOE  — M/F/H 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


November,  1983 


On  Tuesday,  October  25,  1983  in  a special  election  The  Reverend  I.  DeQuincey  Newman,  a 
Democrat,  was  elected  to  the  State  Senate  over  Republican  John  Camp.  Newman  is  the  state* 
first  Black  Senator  to  serve  in  that  body  since  1888.  Running  for  House  District  #72 
(Richland  County),  Democrat  Tim  Rogers,  a former  Director  of  the  S.  C.  Chapter  of  the 
American  Civil  Liberties  Union,  defeated  Republican  candidate  Archie  Hardy,  a former 
two-term  member  of  the  S.  C.  House. 

A special  Legislative  Session,  beginning  November  8th,  has  been  called  to  finalize  reap- 
portionment of  the  State  Senate.  More  details  in  the  next  Update. 

SECOND  SCAPELL  LETTER  MAILED— GOVERNMENT  AFFAIRS  SEMINAR  ANNOUNCED 


The  second  of  three  very  important  letters  to  physicians  involved  in  the  SCMA  SCAPELL 
(South  Carolina  Auxiliary-Physicians  Educational  Legislative  Liaison)  Program  were  mailed 
the  first  of  November.  Enclosed  with  that  letter  was  a synopsis  of  the  major  legislative 
issues  for  SCMA  in  the  1984  session  (see  listing  later  in  Update).  Special  emphasis  was 
put  on  the  "Insurance  Equality"  or  "Freedom  of  Choice"  legislation,  that  is  now  pending 
in  the  S.  C.  House  of  Representatives  (see  discussion  immediately  below). 

This  letter  also  mentioned  a planned  two-day  Government  Affairs  Seminar  to  be  held  at 
the  Marriott's  Hilton  Head  Resort,  Hilton  Head  Island,  S.  C.  convenining  on  Friday  night, 
January  27  and  adjourning  at  noon  on  Sunday,  January  29,  1984.  All  licensed  physicians 
and  spouses  in  South  Carolina  are  invited  to  participate. 

This  Government  Affairs  Seminar  will  bring  together,  in  addition  to  physicians  and  their 
spouses,  members  of  our  legislative,  executive  and  regulatory  branches  of  State  govern- 
ment. Our  goal  will  be  a better  understanding  of  the  changes  that  are  taking  place  in 
reimbursement  mechanisms,  resulting  from  the  shift  of  funding  responsibility  for  health 
care  from  the  federal  level  to  the  individual  states.  We  feel  it  is  imperative  for  us 
to  establish  avenues  of  communication  and  develop  the  necessary  skills  to  work  with  the 
legislative,  executive  and  regulatory  groups  involved  in  addressing  these  issues. 

Smith,  Kline  & French  Laboratories  will  be  underwriting  the  expenses  of  the  state  govern- 
ment officials,  who  will  serve  as  our  faculty.  Smith,  Kline  & French  has  sponsored  over 
180  such  seminars  for  various  state  and  national  medical  organizations  since  1967.  There 
is  no  registration  fee,  but  attendees  will  be  expected  to  meet  their  own  expenses,  with 
the  exception  of  a reception  and  dinner  on  Friday  evening.  This,  plus  the  fact  that  we 
are  being  given  excellent  "winter  rates",  makes  the  weekend  a real  bargain — in  addition 
to  the  educational  aspects.  Again,  spouses  are  specifically  invited  and  encouraged  to 
participate  with  you  in  the  seminar. 

Registration  is  from  4:00  p.m.  to  6:00  p.m.  on  Friday,  January  27th.  The  seminar  will 
open  with  a reception  and  dinner  at  6:00  p.m.,  followed  by  a brief  orientation.  On 
Saturday,  there  will  be  small  group  sessions  from  9:00  a.m.  to  4:00  p.m.,  and  again  on 
Sunday  from  9:00  a.m.  to  10:30  a.m.  A plenary  session  between  11:00  a.m.  and  noon  will 
close  the  seminar. 

This  seminar  will  consist  of  small  group  sessions  with  members  of  state  government  as 
faculty.  Subjects  for  discussion  include: 
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1)  How  the  legislative,  executive  and  regulatory  branches  of  the  South  Carolina 
state  government  work  and  function; 

2)  How  do  interest  groups  best  have  input  into  the  government  process; 

3)  How  a bill  is  initiated,  developed  and  finally  brought  to  a vote  in  the 
Legislature ; 

4)  How  government  agencies  develop  and  implement  regulations; 

5)  The  effect  of  shift  of  responsibility  to  S.  C.  state  government  from  the 
federal  level; 

6)  How  legislation  and  regulation  can  be  shaped  in  its  development. 

We  want  you  to  6k arid  tn  a muck  needed,  and  dynamic  learning  expedience*  Vou/i  pne6ence  Is 
needed  tn  onden  to  malntatn  tke  6tatus  tke  SCMA  now  kolcis  tn  tke  eye*  ofi  tke  legislative 
and  negulatony  bodies.  Von  £ u/itken.  details , please  call  tke  SCMA  Headquantens  at  252-6311 

INSURANCE  EQUALITY  LEGISLATION  -H.2772  (CHIROPRACTORS)  & H.2737  (PSYCHOLOGISTS) 

The  Insurance  Equality  or  Freedom  of  Choice  bills  remain  a potent  issue  in  the  House  Labor 
Commerce  & Industry  Committee.  A scheduled  meeting  the  second  week  of  November  was  can- 
celled due  to  the  special  session;  a vote  on  the  issue  is  expected  soon. 

At  a recent  meeting  of  medical  association  lobbyists  from  the  southeastern  states,  SCMA 
heard  surprising  news.  It  appears  that  in  most  states  the  insurance  companies  did  not 
initially  fight  the  insurance  equality  bills  (mandating  that  certain  non-M.D.  profes- 
sionals be  paid  via  health  insurance  policies  when  they  render  services  similar  to  those 
physicians  perform  for  which  they  are  reimbursed)  when  many  were  passed  in  the  mid-to 
late  70’ s.  However,  as  insurance  companies  were  faced  with  the  skyrocketing  costs 
attendant  in  these  mandatory  reimbursement  laws,  they  began  fighting  efforts  to  expand 
them  to  additional  non-M.D.  professionals.  Thankfully,  the  insurance  entities  in  South 
Carolina  have  made  significant  efforts  to  oppose  these  mandatory  reimbursement  laws. 

The  problem  that  has  occurred  in  other  states  and  the  one  that  would  face  South  Carolina 
is  that,  should  just  one  profession  have  it  mandated  into  law  that  its  services  be  pro- 
vided for  in  all  health  policies,  it  would  become  politically  impossible  to  prevent  the 
addition  of  many  other  health  professionals  who  want  part  of  the  insurance  dollar.  S.  C. 
currently  (knock  on  wood)  does  not  specifically  mandate  that  any  particular  non-medical 
professional  be  paid  under  insurance  policies.  We  feel  that  who  gets  covered  for  what 
should  be  a decision  made  strictly  between  an  insurance  company  and  the  policyholder. 
Physicians  and  other  health  care  providers  are  not  privy  to  such  contracts. 

SYNOPSIS  OF  MAJOR  LEGISLATIVE  ISSUES  FOR  SCMA  IN  1984  SESSION 

Below  are  some  of  the  major  issues  that  were  detailed  in  the  above-referenced  letter  to 
the  SCAPELL  Physicians  and  Auxiliary. 

COMPARATIVE  NEGLIGENCE  - H. 211.2 

This  legislation  would  do  away  with  our  time-honored  concept  of  contributory  negligence 
in  tort  (civil)  actions,  replacing  it  with  the  so-called  "comparative  negligence"  doc- 
trine. Under  the  legal  doctrine  of  comparative  negligence,  an  M.D.  could  be  sued  by  one 
of  his  patients  for  negligence  in  treatment,  notwithstanding  the  fact  that  the  patient 
may  have  been  careless  or  negligent  himself!  Award  would  be  given  in  accordance  to  the 
degree  of  negligence  involved.  Such  is  not  the  case  now — once  a patient  is  shown  to  be 
"contributorily  negligent"  in  taking  care  of  himself,  he  is  barred  from  any  recovery, 
regardless  of  whether  or  not  the  doctor  was  negligent  in  treating  him.  This  doctrine 
(contributory  negligence)  is  recognized  in  law  so  as  to  prevent  anyone  who  is  himself  at 
fault  from  suing  others. 

The  bill  is  currently  in  the  House  Judiciary  Committee,  and  the  SCMA’s  official  position 
is  to  oppose. 
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OPTQMETRIC  DRUG  BILL  - S.531,  H.2582 


Both  of  the  above-cited  bills  represent  optometry’s  relentless  push  for  legislation  to 
allow  that  profession  to  utilize  prescription  drugs  in  the  human  eye.  H.2582  has  now 
passed  the  House  of  Representatives,  and  both  it  and  S.531  rest  in  the  Senate  Medical 
Affairs  Committee,  where  they  will  be  taken  up  in  early  1984.  SCMA  is  in  strong  opposi- 
tion to  both  of  these  identically-worded  bills. 

The  language  in  this  legislation  is  appallingly  vague,  meaning  that  once  passed,  it  can 
be  interpreted  in  any  number  of  ways.  In  addition  to  lobbying  for  its  outright  defeat, 
the  medical  community  is  urging  amendments  so  to  have  the  bills  list  specifically  any 
drugs  that  optometrists  may  utilize,  that  the  chemical  strengths  of  these  drugs  be  specifi- 
cally listed,  that  the  educational  and  training  requirements  be  set  out  for  optometrists, 
that  provisions  covering  the  necessity  of  optometric  liability  insurance  be  specified, 
and  importantly  since  these  drugs  have  been  requested  by  optometrists  to  allow  for  the 
detection  of  disease,  what  safeguards  will  be  implemented  to  assure  appropriate  referral 
of  patients  with  eye  disease  to  a licensed  medical  doctor. 

CHIROPRACTIC  SCOPE  BILL  - S.171,  H.2088 


This  legislation,  introduced  by  SCMA  supporters,  basically  provides  that  chiropractors 
may  continue  to  do  spinal  manipulations,  x-ray  and  superficial  physical  examination,  but 
are  prohibited  from  the  prescribing  of  drugs,  major  or  minor  surgery,  penetrating  the 
skin  by  needle  or  other  instrument,  x-ray  of  any  organ  oter  than  the  spine  and  invasive 
diagnostic  tests  or  analysis  of  bodily  fluids. 

This  legislation  was  precipitated  by  many  "excesses"  on  the  part  of  the  chiropractic 
profession.  For  example,  in  spring  of  1981  the  Board  of  Chiropractic  Examiners  attempted 
to  promulgate  regulations  that  would  give  chiropractors  automatic  hospital  privileges, 
automatic  rights  to  x-rays  taken  by  physicians,  establish  chiropractors  as  primary  health 
care  providers,  sign  death  certificates  and  generally  expand  the  Chiropractic  Practice 
Act.  In  recent  years,  chiropractors  have  blatantly  advertised  themselves  as  "Chiropractic 
Physicians"  and  that  they  could  do  any  procedure  ranging  from  "colonic  irrigations"  to 
"vascular  analysis".  Legislative  testimony  from  the  insurance  industry  has  indicated 
that  chiropractors  are  gouging  insurance  companies  by  making  outrageous  claims  for 
"diagnostic  work-ups" — basically  doing  procedures  many  physicians  would  not  undertake 
without  help  from  medical  specialists. 

ATTEMPT  TO  DELETE  M.D.  REQUIREMENT  FOR  COMMISSIONER  OF  MENTAL  HEALTH  - H.2864 

Certain  factions  within  the  mental  health  community  have  long  wanted  to  do  away  with  the 
requirement  of  having  an  M.D.  as  Commissioner  of  Mental  Health.  H.2864  would  accomplish 
this  and  change  our  state  law  which  specifically  requires  an  M.D.  to  fill  this  position. 
Several  states  have  successfully  deleted  the  M.D.  requirement,  claiming  that  it  is  more 
valuable  to  have  an  "administrator"  than  a "poorly  organized  physician". 

The  medical  community’s  arguments  in  attempting  to  prevent  this  legislation  from  passing 
are:  1)  medical  doctors  have  better  knowledge  of  medical-legal  problems  within  the  mental 
health  community  (they  understand  subtleties  of  mental  incapacities,  legalities,  etc.); 

2)  medical  doctors  recruit  better  physicians  within  the  facilities;  3)  the  medical  doctor 
has  a more  sympathetic  ear  for  patients  and  their  problems;  4)  the  Commissioner  controls 
the  medical  staff  completely,  whereas  this  is  not  so  in  a regular  hospital  (there,  the 
medical  staff  and/or  the  medical  committee  controls  the  physicians  coming  on  staff). 

FUNDING  FOR  EMERGENCY  MEDICAL  SERVICES  PROGRAMS  - H.2534,  S261 


Several  sources  of  federal  monies  have  been  or  are  in  the  process  of  being  discontinued, 
and,  therefore,  the  funding  for  much  of  the  statewide  system  for  training  and  systems 
within  the  individual  counties  is  virtually  gone.  Several  counties  currently  underwrite 
from  their  tax  receipts  the  county  EMS  program.  The  problem  is  that  other  counties 
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refuse  to  fund  same.  Both  bills  have  the  support  of  the  SCMA,  and  SCMA  is  also  urging 
the  State  Budget  and  Control  Board  and  the  Ways  and  Means  Committee  to  fund  the  approxi- 
mately $2  million  needed  to  rescue  this  program. 

PROPOSED  BILL  TO  CREATE  PATIENT-M. D.  CONFIDENTIALITY 


A substantial  number  of  states  in  the  United  States  provide  the  conversations  between 
physician  and  patient  are  strictly  confidential  and  such  cannot  be  utilized  in  a court 
proceeding.  This  is  very  similar  to  the  lawyer-client  privilege,  which  is  in  effect  in 
South  Carolina  and  other  states.  Currently,  when  matters  come  up  in  court  trials  involv- 
ing the  confidences  between  physicians  and  their  patient,  courts  will  allow  witnesses 
(the  doctor  and/or  the  patient)  to  divulge  these  confidence  and/or  may  require  such 
witnesses  to  divulge  such  information.  At  this  time  it  is  basically  up  to  the  judge  to 
decide  whether  patient-physician  confidences  remain  so. 

SCMA  hopes  to  facilitate  the  introduction  and  passage  of  a bill  to  provide  for  this 
confidentiality  in  1984. 

TORT  REFORM 


SCMA  recognizes  the  need  to  work  toward  curtailing  the  drastic  malpractice  premium 
expense  facing  all  South  Carolina  physicians  and  the  very  damaging  publicity  attendant 
when  these  cases  are  initially  filed  and/or  settled/decided.  These  tort  reform  measures 
are  under  study  by  SCMA,  and  efforts  are  being  made  to  introduce  and  pass  them  in  1984: 

1)  Removal  of  the  Ad  Damnum  Clause.  The  Ad  Damnum  Clause  is  that  part  of  the 
plaintiff's  initial  pleadings  which  states  the  amount  of  monetary  damages 
and  other  relief  requested  by  the  plaintiff  in  the  court  action.  By  removing 
the  Ad  Damnum  Clause  altogether,  much  of  the  pre-trial  publicity  surrounding 
many  medical  malpractice  cases  would  be  eliminated  and,  should  a case  be 
settled  out  of  court,  there  could  be  little  or  no  damaging  publicity  whatso- 
ever. The  plaintiff's  substantive  rights  would  not  be  affected  under  such  a 
law  change. 

2)  Periodic  Payments  Provision.  In  most  states,  unless  otherwise  agreed  upon 
by  the  parties  or  mandated  by  the  court,  judgments  can  only  be  rendered  as  a 
lump  sum  award.  This  type  of  payment  mechanism  is  often  ill-suited  to  medical 
malpractice  cases,  because  awards  in  such  cases  often  include  payment  for 
anticipated  future  medical  care,  lost  earnings,  pain  and  suffering,  etc. 

Under  a periodic  payment  system,  the  payments  are  made  over  the  actual  life- 
time of  the  plaintiff  or  for  the  actual  period  of  disability.  While  not  sub- 
stantially affecting  the  rights  of  plaintiffs,  the  savings  would  allow  the 
Patients'  Compensation  Fund  (PCF) , especially,  to  remain  solvent  in  times  of 
spiraling  malpractice  costs. 

3)  Collateral  Sources  Provisions.  This  law  would  change  the  rules  of  evidence 
so  as  to  allow  the  introduction  into  evidence  of  any  indication  that  a 
plaintiff  has  been  or  can  be  compensated  or  reimbursed  for  his  injury  from 
any  source  other  than  the  defendant,  such  as  private  health  insurance  or 
workmen's  compensation.  This  small  change  could  result  in  the  reduction  of 
verdicts  appropriate  with  such  other  compensation  available  to  a plaintiff. 

DOCTOR  OF  THE  DAY  VOLUNTEERS  NEEDED 


The  1984  Legislative  Session  begins  on  January  10th,  and  it  is  once  again  time  to  begin 
scheduling  volunteers  to  serve  as  Doctor  of  the  Day  at  the  S.  C.  State  House.  If  you 
could  devote  a Tuesday,  Wednesay  or  Thursday  to  come  to  Columbia  and  be  the  Doctor  of  the 
Day,  please  contact  Kay  Mu/ll  at  SCMA  Headquarters  at  252-6311. 
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SUBARACHNOID  HEMORRHAGE:  REVIEW  OF 
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TEACHING  HOSPITAL 
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Subarachnoid  hemorrhage  is  a relatively  com- 
mon and  life-threatening  clinical  event.  Manage- 
ment, especially  with  regard  to  the  timing  of 
surgical  intervention,  has  traditionally  been  a sub- 
ject of  some  controversy.  Our  purpose  is  to  review 
all  cases  treated  by  one  group  of  neurologists  and 
neurosurgeons  over  a four  and  one-half  year  pe- 
riod in  a teaching  community  hospital  with  spe- 
cial emphasis  on  management  approaches  and 
outcome. 

MATERIALS  AND  METHODS 

We  reviewed  the  hospital  records  of  all  patients 
with  a diagnosis  of  subarachnoid  hemorrhage  who 
were  treated  between  mid- 1974  and  1979  at  Rich- 
land Memorial  Hospital,  a 625-bed  municipal 
teaching  facility  affiliated  with  the  University  of 
South  Carolina  School  of  Medicine.  These  patients 
were  principally  managed  by  a group  of  six  neu- 
rologists and  three  neurosurgeons  who  generally 
approached  this  problem  in  a similar  fashion. 
Patients  who  had  not  been  treated  by  a member  of 
this  group  were  not  included  in  the  present 
analysis. 

We  recorded  specific  clinical  details  such  as 
age,  sex,  race,  date  of  hemorrhage  in  relation  to 
date  of  admission  to  the  hospital,  blood  pressure  at 


° Address  correspondence  to  Dr.  Clark  at  1333  Taylor  Street, 
Suite  1-D,  Columbia,  S.  C.  29201. 


the  time  of  admission  to  the  hospital,  type  of 
medical  treatment,  arteriography,  and  the  results 
of  surgery.  The  clinical  classification  of  severity 
used  in  this  study  (Table  1)  differs  somewhat  from 
some  of  the  numerous  classifications  included  in 
the  medical  literature,1*  2 but  was  used  with  only 
minor  variations  by  the  neurologists  and  neu- 
rosurgeons caring  for  these  patients.  In  those  in- 
stances in  which  the  clinical  classification  was  not 
provided  by  the  treating  physician  at  the  time  of 
admission  to  the  hospital,  we  determined  the  clas- 
sification on  the  basis  of  the  initial  neurological 
examination  as  recorded  in  the  medical  record. 


Table  1 

ADMISSION  CLASSIFICATION 


CLASS  I Headaches,  nuchal  rigidity,  alert  with  no 
focal  deficit  except  extra-axial  (e.g.,  third 
nerve  deficit) 

CLASS  II  As  above  with  focal  deficit  (e.g.,  hemi- 
paresis) 

CLASS  III  Depressed  consciousness  without  focal  in- 
tra-axial  deficit 

CLASS  IV  Depressed  consciousness  with  focal  intra- 
axial  deficit 

CLASS  V Coma  with  brain  stem  signs.  Decorticate 
and  decerebrate 
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The  basic  medical  and  surgical  treatment  plans 
employed  by  the  physicians  caring  for  these  pa- 
tients is  summarized  in  Table  2.  It  should  be 
pointed  out  that  some  of  the  treating  physicians 
tended  to  use  aminocaproic  acid  (Amicar)  where- 
as others  did  not,  and  that  aggressive  control  of 
blood  pressure  was  not  instituted  in  all  instances. 
The  prevailing  surgical  policy  was  to  wait  10  to  14 
days  after  the  onset  of  bleeding  prior  to  surgical 
intervention  irrespective  of  the  clinical  severity 
(including  patients  who  were  Class  I at  the  time  of 
admission).  Thus,  surgery  was  postponed  until 
patients  attained  at  least  Class  II  level  (with  nor- 
mal level  of  consciousness). 

RESULTS 

We  reviewed  the  records  of  223  patients.  Ap- 
proximately 85-90  percent  of  these  patients  were 
treated  in  a similar  manner  as  outlined  in  Table  2. 
A distribution  of  patients  according  to  classifica- 
tion on  admission  is  shown  in  Table  3. 

Arteriography  was  performed  on  164  patients 
and  revealed  an  aneurysm  in  136  (83%)  of  these 
patients.  In  the  early  years  of  this  study,  most 
arteriograms  were  performed  by  carotid  artery 
puncture  or  by  retrograde  brachial  artery  cathe- 
terization. Later  in  the  study,  most  arteriograms 
were  performed  by  femoral  artery  catheterization 
with  four- vessel  study  of  the  carotid  and  vertebral 
circulations. 

It  should  be  noted  that  our  policy,  if  the  initial 
arteriogram  does  not  reveal  an  aneurysm  or  other 
source  of  intracranial  hemorrhage  but  demon- 
strates an  abnormality  such  as  spasm  or  hema- 


toma, or  if  computerized  tomography  demon- 
strates evidence  of  subarachnoid  blood,  has  been 
to  repeat  the  arteriogram  usually  within  10  to  14 
days.  If  the  subsequent  arteriogram  again  demon- 
strates abnormalities  but  no  source  of  hemor- 
rhage, another  arteriogram  is  obtained  at  the 
clinician’s  discretion,  usually  within  10  to  30  days. 
In  those  cases  in  which  the  initial  arteriogram  is 
entirely  normal,  with  no  spasm  or  other  abnor- 
malities that  can  be  correlated  with  a source  of 
intracranial  hemorrhage,  our  policy  has  been  to 
repeat  the  arteriogram  within  10  to  14  days.  We 
have  not  encountered  a positive  arteriogram  in 
such  a repeat  study,  however,  in  a patient  in 
whom  the  initial  arteriogram  did  not  demonstrate 
some  abnormality. 

Four  of  41  patients  admitted  as  Class  I or  Class 
II  and  who  did  not  undergo  surgery  died  (Table 
3).  We  were  unable  to  determine  accurately  from 
the  records  the  number  of  patients  who  died  due 
to  recurrent  hemorrhage  as  opposed  to  those  who 
may  have  died  from  other  causes,  such  as  pulmon- 
ary embolism.  Twenty-nine  of  95  patients  (30.5%) 
who  did  not  undergo  surgery  died  during  hospi- 
talization. 

Surgery  was  performed  on  128  patients  (Table 
3),  of  whom  three  died  during  hospitalization. 
Fifteen  of  the  128  operations  included  ligation  of 
the  common  carotid  artery.  One  death  occurred 
in  a patient  who  had  undergone  common  carotid 
artery  ligation.  This  occurred  in  a patient  who 
became  hypertensive  in  the  recovery  room  imme- 
diately after  the  clamp  was  applied  and  who 
rebled  from  her  aneurysm  prior  to  beginning 


Table  2 

TREATMENT  PLANS 


INITIAL  MEDICAL  TREATMENT 

Computerized  tomographic  (CT)  scan  done  immediately  or  electively,  depending  on  clinical  condition. 

Sedation;  Blood  pressure  control  (110-120  systolic);  Amicar  24  gm./day 
Elective  arteriography  usually  2 to  3 days  after  admission 

SURGICAL  TREATMENT 

Surgery  scheduled  10  to  14  days  post-bleed;  delayed  until  patient  reaches  Class  II  status. 

Intracerebral  hematoma  operated  upon  if  condition  deteriorates.  We  do  not  attempt  simultaneous  aneurysm  surgery 
at  the  same  time  unless  unavoidable. 

Hydrocephalus  is  rarely  a problem,  usually  responding  to  repeated  lumbar  punctures  and  seldom  requiring  a shunt. 
Pre-post  spasm  treated  with  tempering  of  blood  pressure  control  — volume  expansion. 

Surgical  procedure:  pre-operative  corticosteriods;  CSF  drainage  and/or  use  of  Mannitol  and  Lasix;  arterial  pressure 
line;  control  of  blood  pressure  at  mean  of  50  torr;  use  of  operating  microscope 
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closure  of  the  clamp.  Other  instances  of  common 
carotid  artery  ligation  consisted  primarily  of  giant 
internal  carotid  or  intracavernous  aneurysms  or 
patients  who  were  considered  to  be  very  poor 
candidates  for  craniotomy.  These  latter  patients 
did  well,  and  review  of  patient  records  revealed 
no  evidence  of  post-operative  worsening  of  neu- 
rologic status.  There  were  essentially  no  complica- 
tions related  to  the  carotid  ligation  itself,  and  to 
this  date  we  are  unaware  of  subsequent  hemor- 
rhage in  any  of  these  patients. 

The  overall  mortality  for  patients  treated  sur- 
gically was  2.3  percent  (Table  3).  Subtracting 
those  patients  who  underwent  common  carotid 
artery  ligation,  there  were  113  cases  in  which 
craniotomy  was  performed  and  in  which  aneu- 
rysms were  either  clipped  or  coated  with  acrylic. 
Two  deaths  occurred  in  patients  undergoing  cra- 
niotomy (1.7%  mortality). 


Surgical  morbidity  according  to  admission 
grade,  based  on  evaluation  of  110  operative  cases 
in  which  the  records  from  the  offices  of  the  treat- 
ing surgeons  were  also  available  for  review,  is 
shown  in  Table  4.  These  evaluations  as  “good,” 
“fair,”  and  “poor”  were  based  on  the  most  recent 
outpatient  (office)  evaluations.  A “good”  outcome 
was  considered  to  be  a normal  neurological  exam- 
ination with  no  disability;  a “fair”  outcome  as  a 
neurological  deficit  not  requiring  special  care  and 
in  which  the  patient  was  basically  self-sufficient; 
and  a “poor”  outcome  as  an  incapacitating  neu- 
rologic deficit.  Outcome  was  primarily  related  to 
the  clinical  classification  at  the  time  of  admission. 
We  did  not  attempt  to  correlate  outcome  accord- 
ing to  neurologic  status  immediately  prior  to  sur- 
gery although  (see  Materials  and  Methods)  it 
should  be  noted  that  patients  were  at  least  Class  II 
prior  to  surgery  in  that  their  levels  of  conscious- 
ness had  returned  to  normal. 


Table  3 

OUTCOME  IN  223  CASES  OF  SUBARACHNOID  HEMORRHAGE  ACCORDING  TO  ADMISSION  CLASSIFICATION 


CLASS  I 

CLASS  II 

CLASS  III 

CLASS  IV 

CLASS  V 

number  of  patients 

Number  of  patients  

85 

52 

44 

19 

23 

Arteriogram  performed  

71 

47 

33 

10 

3 

Aneurysm  identified 

55 

44 

27 

9 

1 

Number  of  patients  who  did  not  undergo  surgery 

30 

11 

20 

13 

21 

Deaths  in  patients  who  did  not  undergo  surgery 

3 

1 

5 

6 

14 

Number  of  patients  who  underwent  surgery  . . . 

55 

41 

24 

6 

2 

Deaths  in  patients  who  underwent  surgery  .... 

0 

2 

1 

0 

0 

Table  4 

SURGICAL  MORBIDITY,  AS  RELATED  TO  INITIAL  CLASSIFICATION,  BASED  ON  LONG-TERM  FOLLOW-UP  OF 

110  PATIENTS  WITH  SUBARACHNOID  HEMORRHAGE 


Initial  Morbidity ° 

Classification  Good  Fair  Poor 


percentage  of  patients 


CLASS  I 88%  4.6%  7% 

CLASS  II  78  17  0 

CLASS  III 48  37  15 

CLASS  IV 45  45  9 

CLASS  V 50  50  0 


ALL  PATIENTS  62%  31%  6% 


° See  text  for  definitions  of  “good,”  “fair,”  and  “poor” 
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DISCUSSION 

Recently,  there  has  been  growing  enthusiasm 
for  early  surgery  — for  example  two  to  three  days 
post-bleed  — in  patients  who  have  experienced 
subarachnoid  hemorrhage.3  Physicians  who  are 
familiar  with  the  20  to  30  percent  mortality  rates 
from  cerebral  aneurysm  surgery  in  the  relatively 
recent  past  view  this  trend  with  some  degree  of 
apprehension.  Delayed  surgery,  as  advocated  by 
Hunt1  and  others  in  the  early-  and  mid-1960s,  has 
been  a major  factor  in  reducing  the  mortality  rate 
among  patients  with  subarachnoid  hemorrhage. 
Other  significant  factors  have  been  the  use  of 
corticosteroids,  use  of  the  operative  microscope, 
use  of  intra-operative  controlled  hypotension,  and 
improvements  in  anaesthesia. 

We  believe  that  early  surgery  will  find  a role  in 
selected  cases  and  that  overall  mortality  and  mor- 
bidity experienced  by  these  patients  will  be  fur- 
ther reduced.  The  present  data,  from  a municipal 
teaching  hospital,  confirm,  in  general,  data  which 
have  been  reported  from  major  medical  centers. 
The  overall  rate  of  positivity  of  arteriograms  in 
this  study  (82%)  is  somewhat  lower  than  expected; 
some  observers  have  reported  that  90  to  95  per- 
cent of  patients  with  subarachnoid  hemorrhage 
have  positive  arteriograms.  The  techniques  used 
for  arteriography  in  the  early  years  of  the  present 
study  might  explain  this  finding,  in  part.  One 
neurosurgeon  in  New  York  City4  has  informed  us 
that  repeated  arteriograms,  with  the  performance 
of  two  or  three  arteriograms  “until  an  aneurysm  is 
demonstrated”  in  some  instances,  may  indicate 
that  98  percent  of  patients  will  have  positive  ar- 
teriograms. Our  experience,  however,  has  been 
that  if  the  first  arteriogram  is  completely  normal, 
subsequent  arteriograms  will  also  be  normal. 

We  were  unable  to  determine  from  our  retro- 
spective review  the  number  of  patients  in  Class  I 
or  Class  II  who  did  not  undergo  surgery  and  who 


died  from  rebleed  or  from  vasospasm.  Such  infor- 
mation would  be  extremely  useful  for  manage- 
ment of  these  patients. 

Multiple  aneurysms  of  significance  and  pos- 
terior fossa  aneurysms  were  found  in  only  about  3 
percent  of  our  patients  who  underwent  ar- 
teriography, which  is  lower  than  most  reports  in 
the  literature.  The  long-term  results  in  these  pa- 
tients agree  with  the  data  previously  reported. 

We  feel  that  ligation  of  the  common  carotid 
artery  retains  a limited  role  in  the  approach  to  this 
problem. 

Since  completion  of  this  review  and  prior  to 
compiling  these  data,  we  have  performed  approx- 
imately 20  craniotomies  for  subarachnoid  hemor- 
rhage with  no  mortality.  At  the  present  time,  we 
have  determined  our  operative  mortality  for  cra- 
niotomy for  aneurysm  to  be  approximately  1.5 
percent. 

SUMMARY 

Review  of  223  patients  treated  for  subarach- 
noid hemorrhage  at  a teaching  municipal  hospital 
revealed  the  mortality  for  patients  treated  sur- 
gically to  be  2.3  percent  and  the  mortality  for 
patients  who  did  not  undergo  surgery  to  be  30.5 
percent.  An  approach  to  the  problem  of  sub- 
arachnoid hemorrhage  is  outlined,  and  recent  de- 
velopments are  briefly  reviewed.  □ 
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THE  USE  OF  THE  LASER  IN  GYNECOLOGY 


DAVID  SCOTT  MILLER,  M.D.* 

The  laser,  an  acronym  for  Zight  amplification 
by  stimulated  amission  of  radiation,  has  found 
utility  in  many  aspects  of  clinical  medicine  and 
surgery.  In  gynecology  the  laser  has  been  em- 
ployed successfully  in  the  treatment  of  con- 
dylomas, dysplasias,  and  carcinoma  in  situ  of  the 
cervix,  vagina,  and  vulva. 

HISTORY 

The  laser  was  first  proposed  by  Albert  Einstein 
in  1917  in  his  “Zur  Quantum  Theorie  der 
Strahlung.”  However,  the  first  device  was  not 
documented  until  1958  by  Dr.  Charles  Towne 
who  invented  the  first  maser  (microwave  ampli- 
fication by  stimulated  amission  of  radiation). 
Maiman,  in  1960,  achieved  the  first  actual  laser 
employing  a ruby  crystal.  In  1966,  Yahr  and 
Strully  reported  the  cutting  and  hemostatic  prop- 
erties of  the  C02  laser  beam.  Jako,  in  1968,  initi- 
ated the  use  of  C02  laser  surgery  for  lesions  on 
canine  vocal  cords  and  reported  its  actual  applica- 
tion to  humans  in  1972.  Kaplan  et  al.,  in  1973, 
were  the  first  to  report  the  use  of  the  C02  laser  in 
gynecology  when  they  utilized  it  for  the  treat- 
ment of  cervical  erosions.1 

LASER  BIOPHYSICS 

An  external  power  source  (light,  electricity,  or 
radiowaves)  acts  upon  a laser  medium  (helium, 
argon,  neon,  C02,  neodynium-YAG,  ruby  crystal) 
in  the  optical  cavity  to  cause  excitation^  of  the 
atoms  of  the  laser  medium  with  the  consequent 
emission  of  photons  which  strike  other  excited 
atoms  producing  pairs  of  identical  photons  of 
equal  frequency,  wavelength,  and  energy  (Fig.  1). 
These  emitted  photons  constitute  the  laser  beam 
and  are  unique  because  of  three  properties:  mono- 
chromaticity, coherence,  and  collimation.  Mono- 
chromaticity refers  to  the  fact  that  all  the  waves  of 
the  laser  beam  have  virtually  the  same  wave- 
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FIGURE  1.  Schematic  diagram  of  laser  structure  and 
properties. 

lengths  and  energies.  Thus,  all  the  energies  from  a 
particular  laser  beam  will  have  an  identical  effect 
on  the  target.  Coherence  means  that  all  waves  are 
exactly  in  phase  with  each  other  both  in  space  and 
in  time.  The  laser  beam  does  not  diverge.  It  is 
highly  collimated,  the  rays  being  virtually 
parallel. 

The  electromagnetic  waves  generated  by  lasers 
used  in  clinical  medicine  do  not  produce  ionizing 
radiation  (x-rays  and  gamma  rays)  but  operate  in 
the  visible  light  and  infrared  regions  of  the  elec- 
tromagnetic spectrum.  Laser  energy  acts  on  the 
absorbing  molecules  by  merely  causing  them  to 
rotate  and  vibrate,  thus  generating  heat.1 

There  are  several  types  of  lasers  currently  in 
clinical  use.  The  ruby  laser  produces  a red  light 
and  is  utilized  in  ophthalmology  for  retinal  sur- 
gery. The  argon  laser  produces  a blue  to  green 
beam  which  is  selectively  absorbed  by  hemo- 
globin and  melanin  and  is  used  in  dermatology  for 
the  treatment  of  hemangiomas,  port  wine  stains, 
and  tattoos.  Infrared  rays  are  emitted  by  the 
Nd:YAG  laser  which  are  poorly  absorbed  by  tissue 
and  are  scattered  through  the  cells  which  results  in 
cell  death  and  coagulation  of  vessels  with  the 
relative  preservation  of  anatomy.  It  has  found 
experimental  use  in  gastroenterology  and  urology. 
The  C02  laser  has  received  the  most  attention 
among  gynecologic  investigators  and  therapists. 
Its  infrared  beam  is  selectively  absorbed  by  water 
which  is  instantaneously  brought  to  the  boiling 
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point  and  vaporized  resulting  in  cell  disintegra- 
tion. Since  90  percent  of  the  energy  of  the  laser 
beam  is  absorbed  by  the  water  in  the  cells  struck 
by  the  beam  and  little  is  scattered  through  the 
tissue,  there  is  very  little  thermal  injury  to  nearby 
cells.  Histologic  studies  of  C02  laser  impact  show 
a crater  defect  from  cell  vaporization  surrounded 
by  a 100  ixm  layer  of  tissue  necrosis  and  a 500  /x m 
zone  of  thermal  injury.  Due  to  their  high  water 
content,  the  epithelial  cells  of  the  female  genital 
tract  are  particularly  sensitive  to  C02  laser  beam 
vaporization. 

As  a surgical  instrument,  the  laser  is  coupled  to 
an  operating  microscope  or  colposcope  for  micro- 
surgical  application  or  via  articulated  tubing  and 
mirrors  to  a hand  held  laser  scalpel. 

The  advantages  of  C02  laser  surgery  are  many. 
The  surgeon  has  direct  unobstructed  visualization 
of  the  operative  field  permitting  precise  deter- 
mination of  depth  and  breadth  of  tissue  disin- 
tegration. Vaporization  of  tissue  by  the  C02  laser 
sterilizes  the  impact  site  leaving  little  necrotic 
debris  and  sealing  blood  vessels  and  lymphatics 
less  than  2 mm  in  diameter.  Thus,  there  is  less 
inflammatory  reaction  allowing  rapid  healing 
with  decreased  scar  formation.2 

Laser  vaporization  of  tissue  produces  a large 
amount  of  smoke,  called  the  plume,  along  with  a 
small  amount  of  carbonized  debris  on  the  tissue 
surface.  Studies  of  the  laser  plume  or  the  car- 
bonized debris  have  yet  to  reveal  any  viable  viral 
particles  or  neoplastic  cells. 

THERAPEUTIC  APPLICATIONS 

CERVIX:  The  tissue  at  risk  to  develop  cervical 
cancer  is  the  epithelium  located  in  the  transfor- 
mation zone.  The  transformation  zone  is  that  area 
of  squamous  epithelium  lying  between  the  origi- 
nal squamocolumnar  junction  and  the  present 
squamocolumnar  junction.  It  is  in  this  area  that 
precancerous  changes  (dysplasias)  can  be  detected 
by  Pap  smear  cytology  screening.  When  dysplas- 
tic  or  neoplastic  cells  are  detected  on  screening 
Pap  smears,  the  patient  should  have  colposcopicly 
directed  cervical  biopsies  along  with  an  endocer- 
vical  curettage.  If  (1)  the  lesion  and  transforma- 
tion zone  are  completely  visualized  colposcopicly, 
(2)  the  endocervical  curettage  is  negative,  (3) 
there  is  an  agreement  between  cytology,  colpo- 
scopy, and  the  histology  of  the  biopsy,  and  (4) 
there  is  no  invasion,  then  the  lesion  may  be  treated 
with  ablative  therapy  (laser  vaporization  or 
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cryosurgery).  Patients  who  meet  the  above  crite- 
ria for  ablative  therapy  have  been  treated  satisfac- 
torily with  laser  vaporization.  Using  a Xanar 
Articulator  C02  laser  (Xanar  Inc.,  Colorado 
Spring,  CO)  coupled  to  a Zeiss  OPMI I colposcope 
(Carl  Zeiss  Inc.  Thornwood,  NY),  the  abnormal 
cervical  epithelium  and  the  transformation  zone 
are  identified  with  three  percent  acetic  acid  ap- 
plication, outlined  with  the  laser  providing  a 3 
mm  margin  of  normal  tissue  around  the  periphery 
of  the  lesion,  and  then  vaporized  to  a depth  of  6 
mm  which  includes  99.7  percent  of  any  endocer- 
vical gland  involvement.  Post-laser  vaporization 
healing  is  quite  rapid  with  a minimum  of  com- 
plications. Much  less  discharge  is  seen  with  laser 
therapy  than  that  found  after  cryosurgery.  There 
is  a slight  sloughing  of  necrotic  tissue  for  the  first 
two  days.  By  day  three,  squamous  epithelium  is 
proliferating  into  the  laser  defect  covering  the 
defect  by  day  seven.  At  20  days,  a fragile  but 
histologically  normal  epithelium  covers  the  cer- 
vix. After  healing,  the  new  squamocolumnar  junc- 
tion is  easily  visable  at  the  external  os  in  almost  all 
patients  as  compared  to  cryosurgery,  where  it  is 
often  found  recessed  into  the  endocervix  out  of 
reach  of  Pap  smear  and  colposcope.  Laser  vapor- 
ization in  properly  selected  patients  achieves  an 
89  to  96  percent  cure  rate  which  is  comparable,  if 
not  superior  to  that  commonly  reported  with 
cryosurgery.3'5 

If  the  lesion  and  transformation  zone  are  not 
entirely  seen  at  colposcopy,  the  endocervical 
curettage  was  positive  for  abnormal  cells,  the  bi- 
opsy showed  microinvasion,  or  there  was  dis- 
agreement between  cytology,  colposcopy,  and  the 
histology  of  the  biopsy,  then  the  patient  should 
have  conization  of  the  cervix.  This  may  be  per- 
formed by  cold  knife  or  by  laser  scalpel.  Laser 
conization  provides  a specimen  and  cure  rate 
comparable  to  that  produced  by  cold  knife  con- 
ization.3 However,  postoperative  complications 
are  fewer  with  laser  excision  including  a tenfold 
decrease  in  intraoperative  and  postoperative 
blood  loss.6  Patients  are  followed  up  with  repeat 
cytology  at  three,  nine,  and  15  months. 

VAGINA:  Vagina  intraepithelial  neoplasia  (dys- 
plasias to  carcinoma  in  situ)  should  always  be 
suspected  in  patients  who  have  persistently  abnor- 
mal Pap  smears  with  negative  colposcopicly  di- 
rected biopsies  of  the  cervix.  The  lesions  are 
usually  multi-focal  and  found  in  the  vaginal  apex 
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often  in  association  with  other  dysplasias  or  neo- 
plasias of  the  lower  genital  tract.  Because  of  the 
thinness  of  the  vaginal  epithelium  in  postmeno- 
pausal women,  preoperative  estrogen  creams  are 
given  in  selected  patients  to  promote  epithelial 
maturation.  All  areas  of  abnormal  epithelium  are 
carefully  identified  colposcopicly.  Upper  vaginal 
lesions  usually  require  no  anesthesia.  However, 
areas  to  be  treated  in  the  lower  vagina  may  re- 
quire local  or  general  anesthesia.  Lesions  are  then 
outlined  with  the  laser  leaving  a 3 mm  peripheral 
margin  of  normal  tissue  and  then  vaporized  to  a 
depth  of  3 mm.  Postoperative  course  is  compara- 
ble to  that  of  laser  surgery  of  the  cervix.  The 
patients  are  then  evaluated  at  three  months  and 
then  every  six  months  for  one  year.  Vaginal  intra- 
epithelial neoplasias  have  been  successfully  ab- 
lated in  92  percent  of  those  treated  with  the  C02 
laser."  For  patients,  it  is  a much  more  acceptable 
approach  than  the  traditional  treatments  of  par- 
tial or  total  vaginectomy  or  topical  5-Fluorouracil. 

VULVA:  Laser  therapy  may  be  applied  success- 
fully in  dvsplastic,  and  carcinoma  in  situ  lesions  of 
the  vulva  obviating  the  need,  in  many  cases,  for 
vulvectomy.  Since  vulvar  intraepithelial  neo- 
plasias (dysplasias  and  carcinoma  in  situ)  are  com- 
monly associated  with  other  past  or  present 
neoplasias  of  the  female  genital  tract,  careful  eval- 
uation is  required  to  rule  out  other  foci  of  disease. 
Vulvar  lesions  are  identified  colposcopicly  and  or 
by  toluidine  blue  rinse.  Multiple  biopsies  are 
taken  to  rule  out  the  possibility  of  invasive  cancer. 
The  abnormal  areas  to  be  the  ablated  are  first 
outlined  with  the  laser  beam,  and  then  vaporized 
to  a depth  of  3 mm.,  destroying  abnormal  cells  to  a 
level  well  below  the  basement  membrane  of  the 
squamous  epithelium.  Depending  on  the  extent  of 
the  lesion,  the  procedure  may  be  carried  out  un- 
der local  or  general  anesthesia.  For  the  first  48 
hours,  postoperative  pain  is  minimal.  The  nerve 
endings  having  been  sealed  over  by  laser  vapor- 
ization. During  this  time  induration,  exudation, 
and  edema  of  the  vulva  are  seen.  After  48  hours, 
epithelialization  begins  along  with  regeneration 
of  nerve  endings  and  consequent  relative  increase 
in  pain.  Postoperative  care  includes  alternating 
warm  salt  water  Sitz  baths  with  perineal  drying  by 
electric  hair  dryer.  Complete  healing  is  accom- 
plished by  four  to  six  weeks.  Complete  removal  of 
vulvar  intraepithelal  neoplasia  has  been  achieved 
in  91  to  94  percent  of  patients  treated.8-  9 


CONDYLOMA  ACUMINATA:  Condyloma  acu- 
minata is  caused  by  a papilloma  virus  which  may 
be  transmitted  sexually  or  during  birth  through  a 
contaminated  lower  genital  tract.  It  invades 
squamous  epithelium  and  resides  within  the  neu- 
clei  of  cells  in  the  superficial  or  prickle  cell  layer. 
Warts  are  usually  first  identified  on  the  vulva. 
However,  the  urethra,  vagina,  cervix,  perineum, 
and  anal  canal  must  be  carefully  scrutinized  to 
rule  out  other  loci  of  infection.  The  virus  may 
infect  apparently  normal  epithelium  in  between 
obvious  warts.  Previously,  treatment  of  con- 
dyloma with  podophvllin,  cryosurgery,  elec- 
trocauterv,  etc.  has  been  frustratingly  inadequate. 
But,  good  results  have  been  reported  using  laser 
vaporization.  Vaporization  of  the  warty  lesions 
and  intervening  epithelium  is  carried  out  to  a 
superficial  depth  of  only  50  to  100  /am  as  the  virus 
is  found  only  in  the  superficial  layers  of  the 
squamous  epithelium.  Since  40  percent  of  patients 
with  vulvar  and/or  vaginal  condyloma  will  have 
viral  changes  (koilocvtotic  atypia)  on  cervical 
cytology,  the  entire  transformation  zone  of  the 
cervix  should  be  vaporized  to  a depth  of  5-6  mm  to 
eliminate  potential  reservoirs  of  reinfection.  As 
many  warts  may  be  subclinical  at  the  time  of 
initial  treatment,  careful  follow  up  is  required  and 
retreatment  is  often  indicated.9-  10 

INVESTIGATIONAL  USES:  There  have  been 
many  reports  of  laser  applications  to  other  disor- 
ders in  gynecology  and  obstetrics.  Herpetic  lesions 
have  been  vaporized  by  the  laser  providing  symp- 
tomatic relief.10  The  hand  held  laser  scalpel  has 
been  used  for  intraabdominal  lysis  of  adhesions 
and  tuboplasties.  The  Nd:YAG  laser  has  been 
applied  to  endometriosis,  to  bleeding  gastroin- 
testinal lesions  secondary  to  radiation  enteritis, 
through  a fetoscope  for  in  utero  surgery  of  fetal 
sheep,  and  through  a hysteroscope  for  ablation  of 
the  endometrial  cavity  in  intractable  uterine 
bleeding. 

The  laser  appears  to  have  the  potential  for 
providing  practitioners  with  a new  modality  for 
alleviating  suffering,  correcting  deformities,  and 
saving  lives.  As  with  any  new  technique,  the  use  of 
the  laser  in  gynecology  requires  careful  investiga- 
tion and  development  of  acceptable  treatment 
regimens  with  documentation  of  results  lest  the 
unskilled  or  novice  operator  bring  harm  to  his 
patients  and  disrepute  to  the  technique. 

Currently,  clinical  trials  are  underway  in  the 
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Department  of  Obstetrics  and  Gynecology  at  the 
Medical  University  of  South  Carolina  using  the 
C02  laser  for  treatment  of  intraepithelial  neo- 
plasia and  condyloma  acuminata  of  the  cervix, 
vagina,  and  vulva,  and  intraabdominal  surgery.  □ 
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1 told  him  to  get  help 
for  his  drinking.  He 
told  me  to  go  to  hell.'' 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self-growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro- 
blem with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall. 
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Regionalization  of  perinatal  care  and  practices 
can  make  a significant  contribution  to  the  low- 
ering of  perinatal  mortality  rates.1’  2>  3 Out- 
reach perinatal  education  has  been  demonstrated 
to  be  an  essential  component  of  regionalization 
plans.4-  5 Approximately  86  percent  of  the  live 
births  in  South  Carolina  are  found  in  hospitals 
other  than  the  tertiary  referral/teaching  center. 
For  this  reason  the  Improved  Pregnancy  Outcome 
Project  (IPO)  of  South  Carolina  adopted  the  Per- 
inatal Continuing  Education  Program  (P.C.E.P.), 
developed  at  the  University  of  Virginia,  to  be  used 
as  the  provider  education  program  for  the  hospi- 
tals in  the  state. 

The  P.C.E.P.  is  a self-paced  modular  program 
and  includes  a seminar  for  the  regional  center 
education  staff  to  learn  techniques  of  P.C.E.P. 
delivery,  community  hospital  self-inventory  of 
resources,  regional  center  held  workshops  to  train 
community  hospital  coordinators,  and  study  of 
self-instructional  books  by  community  hospital 
participants.  This  program,  aside  from  being  an 
excellent  education  for  physicians,  nurses,  nurses 


* From  the  Special  Projects  Section,  South  Carolina  Depart- 
ment of  Health  and  Environmental  Control,  Columbia  (Mr. 
Lackland);  the  Department  of  Neonatology,  Richland  Me- 
morial Hospital,  Columbia  (Dr.  Austin  and  Ms.  Hansen); 
the  Department  of  Obstetrics  and  Gynecology,  Medical 
University  of  South  Carolina,  Charleston  (Dr.  Heins  and 
Ms.  Childs);  and  the  Department  of  Neonatology,  Green- 
ville General  Hospital,  Greenville  (Dr.  Ferlauto,  Dr.  Wells, 
and  Ms.  Finley). 

Address  correspondence  to:  Mr.  Daniel  T.  Lackland,  Spe- 
cial Projects  Section,  Division  of  Chronic  Disease,  South 
Carolina  Department  of  Health  and  Environmental  Con- 
trol, 2600  Bull  St.,  Columbia,  S.  C.  29201. 


aides  and  other  allied  perinatal  health  profes- 
sionals, strengthened  the  relationship  between  the 
tertiary  center  and  community  hospitals  in  their 
referral  area.  This  study  evaluates  the  participa- 
tion, participant  evaluation,  knowledge  change, 
and  behavior  change  resulting  from  a statewide 
outreach  education  program. 

PARTICIPANTS 

Fifty-seven  (86%)  of  the  66  hospitals  with  peri- 
natal services  in  South  Carolina  participated  in 
the  P.C.E.P.  from  1979  to  1981.  Of  the  nine 
nonparticipants,  two  hospitals  elected  not  to  par- 
ticipate, and  seven  with  very  small  services  had 
the  course  incorporated  with  nearby  facilities. 
Each  of  the  three  tertiary  referral/educational 
centers  were  responsible  for  the  hospitals  in  their 
respective  referral  area. 

Participants  (1,736)  completed  the  first  stage  of 
the  P.C.E.P.  by  completing  the  Book  Evaluation. 
An  additional  200  participants  began  the  course 
by  attending  the  meeting  and  obtaining  the  book, 
but  failed  to  return  the  Book  Evaluation  and 
Comprehensive  Tests. 

The  majority  of  the  participants  functioned  in 
both  obstetric  and  pediatric  capacities,  indicating 
a general  position  in  the  hospital.  Specialty  type 
distribution  of  the  participants  demonstrated  that 
the  larger  hospitals  have  specialists  on  staff,  while 
the  smaller  hospitals  have  staffs  more  general  in 
nature. 

BOOK  EVALUATION 

The  participants  found  the  book  moderately 
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difficult,  advanced,  logical  and  clearly  written. 
Retention  of  book  knowledge  and  book  skills  was 
moderate.  Book  interest  appeared  exciting  and 
the  books  were  enjoyed. 

Physicians  found  the  books  significantly  easier 
than  the  nurses.  Significant  differences  were  also 
found  in  book  academics,  with  physicians  finding 
the  books  more  elementary.  Physicians  and  nurses 
found  the  books  logical  and  clearly  written.  Physi- 
cians and  nurses  were  significantly  confident  in 
the  book  knowledge  and  skills  retention.  The  vari- 
ous positions  responded  positively  to  book  interest 
and  enjoyment. 

TEST  RESULTS 

Both  the  pre  and  post  tests  were  completed  by 
848  participants.  Significantly  higher  scores  were 
found  in  the  post  test  as  shown  by  the  pre  and  post 
test  distribution  in  Figure  1.  Means  of  the  total 
and  sub-scores  are  presented  in  Table  1.  Signifi- 
cant improvement  from  pre  to  post  test  was  seen 
for  the  total  score  and  each  of  the  sub-scores. 

BEHAVIOR  CHANGE 

Forty-three  P.C.E.P.  hospitals  participated  in 
the  behavior  change  evaluation  involving  chart 
review.  A total  of  2,281  charts  were  reviewed.  As 
most  behavior  changes  from  the  P.C.E.P.  can  be 
determined  from  the  “sick”  infants,  effort  was 
made  to  review  all  of  these  infants’  charts.  “Sick” 
infants  were  identified  as  infants  with  any  apgar 
score  of  less  than  six  and/or  birthweight  less  than 
2500  grams  or  greater  than  3999  grams  and/or 
length  of  stay  in  hospital  of  more  than  six  days 
(144  hours)  and/or  a disposition  of  transfer  or 
death. 


Table  2 is  an  overview  of  the  chart  review 
behavior  change  analyzing  20  of  the  30  measure- 
ments. It  should  be  noted  that  Table  2 presents 
measurements  of  improvement.  Ten  of  the  mea- 
surements showed  no  improvement  at  any  size 
hospital.  Several  of  these  measurements  including 


FIGURE  1.  Distribution  of  correct  responses  prior  to  the 
comprehensive  examination  (shaded  bars)  and  after  the 
comprehensive  examination  (dotted  bars).  In  most  in- 
stances, participants  increased  their  numbers  of  correct 
responses,  as  indicated  by  the  shift  in  the  distribution  pat- 
tern to  the  right  (dotted  bars). 


Table  1 

COMPARISON  OF  MATCHED  PRE  AND  POST 
COMPREHENSIVE  EXAMINATION  SCORES 


N = 848  Matched  Pairs 

State 


Type  of 

(No.  of 

Pre  Score 

Post  Score 

Questions 

Questions) 

Mean 

(Correct) 

Mean 

( Correct ) 

P Value 

Total  Score  

(61) 

38.4 

(63%) 

49.9 

(82%) 

P<.001 

Obstetric  Score  

(9) 

6.5 

(72%) 

7.4 

(82%) 

PC.001 

Resuscitation  Score 

(10) 

5.9 

(59%) 

8.2 

(82%) 

P<.001 

Respiratory  Distress  Score 

(ID 

6.8 

(62%) 

8.9 

(81%) 

PC.001 

General  Neonatal  Score  . . 

(22) 

12.9 

(59%) 

17.7 

(80%) 

P<.001 

Sizing  Score 

(9) 

6.4 

(71%) 

7.8 

(87%) 

PC.001 
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the  taking  of  temperature,  blood  pressure,  fluid 
lines,  notification  of  pediatrician,  oxygen  admin- 
istration of  cyanotic  babies  and  bilirubin  tests,  did 
not  show  a significant  improvement;  however,  an 
acceptable  performance  in  all  hospital  groups  was 
observed  allowing  for  little  room  for  improve- 
ment. Measurements  involving  blood  gases,  moni- 
tor use,  and  sizing  of  babies  showed  no  improve- 
ment, but  had  substantial  room  for  improvement. 
These  practices  required  additional  inventory 
along  with  significant  protocol  changes  thus  im- 
provement may  require  additional  reinforcement 
and  time. 

A pre  and  post  cumulative  perinatal  care  index 
calculated  from  the  30  variables  showed  overall 
improvement  for  the  state  and  hospital  delivery 
size  group  as  seen  in  Table  3. 


As  would  be  expected,  the  large  hospitals 
(greater  than  2,000  deliveries)  had  the  highest 
overall  perinatal  care  index,  but  it  is  interesting  to 
note  an  improvement  after  the  P.C.E.P.  in  all  sizes 
of  hospitals. 

The  majority  of  the  significant  improvements 
appears  to  be  the  areas  where  nursing  and  allied 
health  services  impact,  such  as  vital  signs,  etc., 
rather  than  those  practices  involving  the  physi- 
cian’s protocol. 

CONCLUSION 

Evaluation  of  the  P.C.E.P.  has  demonstrated 
the  program  to  be  a positive  and  progressive  effort 
in  perinatal  care  in  South  Carolina.  The  course 
was  a reinforcement  of  the  knowledge  and  skills  of 
the  health  care  providers,  as  well  as  an  instrument 


Table  2 

IMPROVEMENTS  IN  PERINATAL  CARE  PRACTICES 
RY  HOSPITAL  DELIVERY  SIZE 

Hospital  Delivery  Size 

500-  1000- 

Evaluation  Measure  < 500  999  1999  > 2000  Total 


AT  RISK  BABIES 


Dextrostix  blood  sugar  done  

NS 

NS 

f 

* 

* 

Pulse  taken 

* 

° 

° 

NS 

O 

Respirations  taken  

° 

° 

° 

NS 

0 

Delay  of  bath 

NS 

NS 

° 

° 

0 

Shorter  time  for  first  calories  

° 

NS 

° 

NS 

0 

Shorter  time  for  first  dextrostix  blood  sugar 

* 

NS 

* 

* 

* 

Shorter  time  for  first  temperature  taken 

° 

° 

° 

NS 

0 

Shorter  time  for  first  pulse  taken 

NS 

NS 

* 

NS 

NS 

Shorter  time  for  first  respiration  taken  

NS 

NS 

° 

NS 

NS 

Shorter  time  for  pediatrician’s  exam  

NS 

NS 

NS 

° 

° 

Delay  of  bath  of  chilled  babies 

NS 

° 

NS 

o 

Shorter  time  for  first  calories  of  well  babies 

NS 

* 

° 

* 

NS 

If  antibiotics  given,  cultures  obtained  first  

* 

NS 

NS 

NS 

NS 

Oxygen  recorded  as  % 

° 

NS 

NS 

NS 

NS 

Oxygen  ordered  as  % 

NS 

NS 

NS 

NS 

Blood  gas  measured  for  babies  in  Oxygen 

over  2 hours  

NS 

° 

NS 

* 

NS 

Physical/Neurological  estimation  of 
gestational  age  of  babies  with 

birthweight  < 2500  grams  and  > 4000  grams 

NS 

° 

° 

° 

° 

Hematocrit  done  on  babies  in  phototherapy 

NS 

NS 

NS 

° 

NS 

Coombs  done  on  babies  in  phototherapy 

° 

NS 

9 

NS 

NS 

Total  protein  done  on  babies  in  phototherapy  . . . 

° 

NS 

NS 

NS 

NS 

° Significant  improvement  (p  < .05)  NS  — No  significant  improvement 

At  Risk:  Babies  with  one  or  more  of  the  following  conditions: 

Birthweight  < 2500  grams  or  > 4000  grams 
Preterm  or  Post-term 

Small  for  gestational  age  or  large  for  gestational  age 
Transported  or  died 

Chilled  = First  temperature  was  less  than  97°F 
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Table  3 

PERINATAL  CARE  INDEX  BY  HOSPITAL  DELIVERY 
SIZE 


Delivery 

Pre 

Post 

Size 

Program 

Program 

< 500 

5.47 

5.67 

500-999 

5.90 

6.17 

1,000-1,999 

5.73 

6.13 

> 2,000 

7.13 

7.27 

Total 

6.27 

6.77 

N 


WE’VE  MADE  PRIVATE 
PRACTICE  PERFECT! 


for  acquiring  new  skills.  Participants  enjoyed  the 
program  as  well  as  completing  the  course  with  a 
feeling  of  accomplishment.  Hospital  administra- 
tors were  pleased  with  the  program  as  ex- 
emplified by  their  enthusiasm  and  eager  partici- 
pation in  the  chart  review  and  correspondence 
with  the  evaluator. 

Extremely  significant  knowledge  changes  were 
found  in  all  disciplines,  professions,  and  hospitals 
demonstrating  a well-structured  program  for 
knowledge  retention  of  new  concepts.  This 
knowledge  improvement  was  demonstrated  to 
have  been  applied  to  the  daily  routines  in  perina- 
tal care  and  resulted  in  improved  perinatal  health 
behavior  practices. 

The  P.C.E.P.  has  achieved  the  goals  it  sought  to 
achieve.  With  a positive  participant  response, 
positive  knowledge  change  and  positive  behavior 
change,  improvement  in  perinatal  mortality 
should  be  forthcoming. 
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At  MedFirst,®  Family  Practitioners  and  Primary  Care  Physi- 
cians can  enjoy  the  rewards  and  security  of  private  practice 
without  an  initial  financial  investment  or  the  problems  of 
running  a business. 


WE  HANDLE  THE  DETAILS... 


MedFirst®  is  a nationwide  network  of  modem  medical  offices 
fully- equipped  with  x-ray  and  laboratory  facilities.  We  supply 
all  support  and  administrative  personnel  and  handle  all  the 
day-to-day  business  details  like  accounting,  billing,  payroll, 
collection  and  marketing.  That  leaves  you  free  to  do  what 
you  do  best... practice  medicine. 


...YOU  OWN  THE 
PRACTICE... 


MedFirst®  physicians  are  in  business  for  themselves.  They 
own  their  patient’s  records,  set  their  own  fees,  decide  which 
specialists  to  recommend,  and  which  hospitals  to  use.  They 
can  choose  to  take  in  partners,  or  not- those  decisions  are  up 
to  the  doctor.  A MedFirst®  practice  is  a private  practice,  in 
every  sense  of  the  word. 


...AND  IT’S  FULLY 
SUPPORTED! 


MedFirst®  facilities  are  managed  and  operated  by  Primary 
Medical  Management,  Inc.  There  are  presently  over  65  Med- 
First® facilities  in  13  states.  Highly  attractive  private  practice 
opportunities  are  currently  available  in: 

• Greensboro,  North  Carolina 

• Winston-Salem,  North  Carolina 

• Charlotte,  North  Carolina 

• Richmond,  Virginia 

• Chicago,  Illinois 

• Peoria,  Illinois 

• Columbus,  Ohio 


INTERESTED? 


MedFirst®  is  the  easiest,  most  economical  way  to  start  your 
own  private  practice.  If  you’re  interested  in  private  practice,  you 
owe  it  to  yourself  to  find  out  more  about  MedFirst®  Send  us 
your  curriculum  vitae  or  call  William  P VonderHaar,  M.D.,  Med- 
ical Director,  TOLL-FREE:  800-626-2764.  There  is  no  obli- 
gation. MedFirst  c/ o Primary  Medical  Management,  Inc.,  Dept. 
G-ll,  7410  LaGrange  Road,  Louisville,  Kentucky  40222. 
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S.  C.  PILOT  STUDY  FOR  PHYSICIAN  REIMBURSEMENT  THROUGH  DRG *  * S 

The  SCMA  Executive  Committee  has  been  advised  that  physician  Medicare  data  from 
South  Carolina  will  be  used  by  the  Health  Care  Finance  Administration  for  a 
study  on  physician  reimbursement  through  DRG's.  Reportedly,  the  reason  behind 
the  selection  of  S.  C.  is  that  South  Carolina  physicians  have  been  reimbursed 
through  Medicare  by  the  use  of  CPT  codes  longer  than  any  other  area  in  the  coun- 
try, thus  providing  the  longest  continuing  data  base  of  CPT  coding  of  claims. 

information  available  to  date  is  that  the  Mandex  Corporation,  a firm  out  of  Penn- 
sylvania, has  been  awarded  the  contract  to  conduct  the  study.  Apparently,  Man- 
dex will  use  New  Jersey  hospital  DRG  data  and  S.  C.  physician  data  under  Medi- 
care. These  two  data  components  will  be  merged  in  an  effort  to  determine  how 
costs  would  be  affected  by  reimbursing  physicians  through  the  DRG  system. 

Additional  information  will  be  furnished  the  membership  as  it  becomes  available. 

BC/BS  ADVANCE  CERTIFICATION  FOR  NON-EMERGENCY  WEEKEND  ADMISSIONS 

Blue  Cross  and  Blue  Shield  has  notified  the  SCMA  that  they  plan  to  initiate  an 
advance  certification  requirement  for  elective , non-emergency , non-obstetrical 
hospital  admissions  scheduled  to  occur  on  Fridays  or  Saturdays.  This  requirement 
was  originally  scheduled  to  become  effective  November  1,  but  the  SCMA  asked  for  a 
delay  until  comments  could  be  obtained  from  the  state's  specialty  societies.  As 
of  this  writing,  however,  plans  are  to  implement  the  requirement  as  of  November  15. 

The  advance  certification  will  apply  to  Blue  Cross  and  Blue  Shield  only,  and  not 
Medicare.  The  same  process  now  being  used  on  certification  for  admissions  on  the 
outpatient  surgery  program  will  be  used  (CLARIFIED  BELOW).  No  advance  certifica- 
tion will  be  required  for  emergency  admissions. 

CLARIFICATION  OF  OUTPATIENT  SURGERY  POLICY  OF  BC/BS 

In  order  to  clarify  the  policy  regarding  25  procedures  designated  to  be  performed 
on  an  outpatient  basis,  Blue  Cross  and  Blue  Shield  has  asked  that  SCMA  announce: 

* When  the  patient's  condition,  related  medical  problems,  or  personal  situations 
warrant  admission  to  the  hospital,  pre-approval  must  be  obtained  by  sub- 
mitting a request  or  calling  788-386O,  Ext.  2330,  between  9:30-11:30  a.m. 

and  2:00-A:00  p.m. 

* In  emergencies,  pre-approval  is  not  required,  but  reasons  must  be  documented 
in  the  medical  record. 

* When  the  physician  determines  that  admission  after  the  procedure  is  indicated 
due  to  complications  or  increased  risk  situations,  the  hospitalization  will 
be  approved  when  the  attending  physician  documents  the  reasons  in  the  record. 


* * * 


NEWS  FROM  THE  PHARMACY  BOARD 


* * * 


This  is  the  last  of  a series  of  articles  dealing  with  areas  of  mutual  concern 
involving  pharmacists  and  physicians . Previous  articles  dealt  with  the  two 
signature  lines  now  required  on  all  prescription  blanks , problems  with  illegible 
physicians'  signatures  on  prescription  blanks , and  problems  relating  to  writing 
more  than  one  prescription  on  any  one  prescription  blank. 


The  current  ’’Generic  Substitution  Law"  in  South  Carolina  is  similar  to  that  of 
many  other  states  in  the  U.  S.  and  is  believed  to  work  reasonably  well.  One  of 
the  occasional  problems  which  does  arise  is  the  incidence  of  pharmacists  or  their 
related  pharmacy  personnel  substituting  drugs  without  the  physician's  consent. 

This  practice  is,  of  course,  illegal  and  dangerous,  and  when  physicians  become 
aware  of  this,  it  should  be  reported  immediately  to  the  proper  drug  authorities. 
The  Pharmacy  Board  has  given  us  a list  of  persons  to  call  in  cases  of  improper 
substitution  and  other  matters  relating  to  the  violation  of  our  pharmacy  laws. 
Please  constact  any  of  these  persons  when  necessary  --  help  do  your  part  to  ensure 
the  laws  work  to  the  advantage  of  the  patient  and  to  his  ultimate  well-being. 


PHARMACY  BOARD  MEMBERS  AND  STAFF 


C.  Douglas  Chavous , R.  Ph. 
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PPO/PPC  HEALTH  CARE  COVERAGE  ("PREFERRED  PERSONAL  CARE") 


In  response  to  inquiries  from  physicians  throughout  the  state,  this  article 
summarizes  a pilot  program  to  be  conducted  in  Greenville  County  by  Blue  Cross 
and  Blue  Shield  early  in  1984. 

The  program  is  a variation  on  the  PPO  (Preferred  Provider  Organization)  concept 
and  allows  for  contracts  with  independent  providers  who  agree  to  accept  as  full 
coverage  a defined  Blue  Cross  and  Blue  Shield  fee  for  services  rendered  to  program 
subscribers.  The  program  provides  for  participation  by  physicians  as  individuals, 
by  physicians  as  an  organized  body,  or  by  a mix  of  those  elements. 

Blue  Cross  and  Blue  Shield  will  market  a guaranteed  full-pay  product  which,  for 
the  physician,  offers  accelerated  claims  payment  and  "marketing  exposure,"  since 
the  physician's  name  would  appear  on  the  list  of  preferred  providers.  Freedom 
of  choice  by  the  patient  in  selecting  a physician  will  be  preserved,  although 
seeking  care  From  a physician  not  participating  in  the  program  will  put  the  patient 
at  risk  for  out-of-pocket  expenses. 

Quoting  from  the  November  issue  of  the  Greenville  County  Medical  Society  Bulletin, 
It  is  hoped  that  the  principles  which  will  guide  the  local  medical  community  in 
analyzing  change  are  "...freedom  of  choice  by  patient  of  physician,  by  physician 
of  patient,  by  physician  of  practice  form  and  setting,  and  by  physician  of  inde- 
pendence in  professional  decision-making ... .We  have  the  option  to  work  together  to 
insist  that  the  concept  of  the  fully  open  panel  be  the  basis  of  our  preferred 
provider  system.  Only  by  turning  together  can  we  avoid  being  turned  and  torn 
apart. " 


JCAH  PROPOSED  MEDICAL  STAFF  STANDARDS 

The  JCAH  Board  of  Commissioners  is  scheduled  to  take  final  action  on  proposed 
medical  staff  standards  at  its  December  meeting.  This  action  follows  two  field 
reviews  and  discussions  at  the  AMA  House  of  Delegates  meeting  this  past  June. 

At  the  June  meeting,  the  AMA  adopted  Resolution  1 1 6 which  specified  principles 
for  final  revision  of  the  medical  staff  section.  These  principles  are  synopsized 
as  foil ows : 

* To  continue  the  term  "Medical  Staff." 

* To  delete  any  specific  references  to  limited  licensed  practitioners , 
however,  allow  the  hospital  to  provide  for  them  as  medical  staff,  with 
privileges  consistent  with  their  training  and  experience . 

* To  provide  that  the  Executive  Committee  is  composed  of  members  of  the 
medical  staff,  the  majority  of  the  Executive  Committee  being  fully 
licensed  physicians  (M . D.  or  D.  0.). 

* To  assure  that  medical  care  of  all  patients  remains  under  the  supervision 
and  direction  of  fully  licensed  physicians  (M . D.  or  D.  0.). 

* To  assure  continued  high  quality  care  and  quality  assurance  through  cre- 
dentialling  of  physicians  and  others  by  fully  licensed  physicians . 


1984  MEMBERSHIP  DERBY 


Forty-one  county  medical  societies  will  be  competing  in  the  SCMA  Membership 
Derby  for  1984.  This  past  year,  three  "horses"  came  across  the  finish  line 
(100%  SCMA  Membership)  before  several  horses  had  gotten  half  way  around  the 
track! 

Now  is  the  time  to  give  your  jockeys  (Membership  Chairmen)  the  strategy  on  how 
to  run  the  race.  Your  trainer  (County  Society  President)  knows  what  needs  to  be 
done  to  make  your  horse  a winner. 

Spectators  would  be  delighted  with  a "photo  finish"  involving  all  of  the  horses. 
Just  help  your  horse  run  the  best  possible  race  by  asking  your  colleagues  who 
are  not  SCMA  members  to  join  and  help  do  their  share  to  make  SCMA  a winner  for 
YOU! 

From  time  to  time  during  the  1984  membership  year,  we  will  update  you  on  how  the 
race  is  progressing.  Entries  (1984  Membership  Statements)  were  mailed  the  first 
week  in  November,  and  we  anticipate  the  best  race  we  have  ever  had.  We  await 
those  familiar  words  from  the  track  announcer  — "They're  off  and  running!" 


CAPSULES. . , 


A pictoral  memorial  was  presented  to  the  Kershaw  County  Memorial  Hospital 
recently  in  honor  of  the  late  Dr.  Bennie  W.  Marshall , Jr.  Dr.  Marshall  is  best 
remembered  for  spearheading  a drive  in  the  early  1970's  for  the  hospital's  coro- 
nary care/i ntens i ve  care  un i t ... .Donald  G.  Kilgore , Jr.,  M.  D. , was  recently 
elected  a Fellow  of  the  American  Society  of  Derma topathol ogy ... .William  H.  Hester, 

M.  D.,  Councilor  from  the  Sixth  Medical  District  and  Chairman  of  the  SCMA  Committee 
on  Medicaid  and  Indigent  care,  has  been  appointed  to  the  Board  of  the  Dept,  of  Health  & 
Environmental  Cont rol . . . . J.  Gavin  Appleby , M.  D. , served  as  this  year's  Chairman 
of  the  Indian  Field  Board  of  Trustees  which  organizes  the  annual  week-long  camp- 
ground meeting  of  South  Carolina  Methodists  held  at  the  Indian  Field  Campground 
near  St.  George.  Donald  K.  Dudderar,  M,  D. , has  been  granted  disabled  membership 
status  in  the  SCMA.... 


****** 

REMINDER:  DSS  MEDICAID  WORKSHOPS 


Medicaid  workshops  for  ALL  providers  and  their  staffs,  and  sponsored  by  the  S.  C. 
Department  of  Social  Services,  continue  through  December,  1983-  The  workshops 
will  stress  changes  published  in  the  Medicaid  Professional  Services  (Physicians') 
Manual,  subsequent  revisions  including  policy/program  changes,  cost  containment 
measures,  claims  processing  procedures,  and  billing  instructions.  They  begin  at 
10:00  a.m.  and  last  approximately  two  hours.  No  registration  fee  or  reservation 
is  required.  For  additional  information,  call  your  Medicaid  representative  at 
(803)  758-3938 , or  758-3939 . The  Workshop  Schedule  is  as  follows: 


November  15 
November  29 

December  1 
December  6 
December  13 
December  15 


Savannah 

Augusta 

Greenville 
Rock  Hill 
Charlotte 
Columbia 


Memorial  Medical  Ctr . , Allied  Health  Bldg. 
St.  Joseph's  Hospital , Sister  Mary 
Louise  Conference  Room 
Allied  Health  Building  Auditorium 
York  TEC,  Building  118 

Memorial  Hospital , Medical  Center  Audit. 
Richland  Memorial  Hospital  Auditorium 


The  Columbia  workshop  will  be  repeated  at  2:00  p.m. 


HEALTH  PROMOTION  ACTIVITIES  IN  SOUTH 
CAROLINA  MANUFACTURING  INDUSTRIES  — 
IMPLICATIONS  FOR  THE  PHYSICIAN* 


MURRAY  L.  VINCENT,  Ed.D.** 
DIANE  M.  MURRAY,  M.S.P.H. 

ZORA  SALISBURY,  Ed.D. 

Health  promotion  in  business  and  industry  has 
been  avidly  “promoted”  in  the  past  few  years. 
Anyone  interested  in  learning  about  this  move- 
ment can  read  about  such  programs  in  journals  for 
the  health,  business  and  economic  professions.1’ 2- 3 
Additionally,  popular  media  devote  attention  to 
the  fitness  and  health  programs  for  the  worker. 
The  enthusiastic  and  unsuspecting  proponent  of 
health  promotion  might  indeed  envision  the 
worksite  as  a place  staffed  with  occupational 
health  physicians,  nurses  and  health  educators  in  a 
setting  characterized  by  gymnasiums,  swimming 
pools,  biofeedback  relaxation  areas  and  cafeterias 
with  meatless  lunch  selections! 

Whereas  the  above  description  of  the  worksite 
may  be  true  for  some  few  employees  of  some 
corporate  giants,4  such  facilities  and  services  in 
South  Carolina  are  the  exception  rather  than  the 
rule.  The  results  of  this  descriptive  study  con- 
ducted during  the  spring  of  1981  illustrate  the 
embryonic  state  of  health  promotion  in  industries 
in  South  Carolina. 

The  purpose  of  the  study  was  to  document 
occupational  health  promotion  program  efforts  in 
South  Carolina  manufacturing  industries  in  terms 
of:  (a)  categorical  program  areas,  (b)  special  facili- 
ties and/or  services,  (c)  leadership  personnel,  (d) 
educational  strategies,  and  (e)  management  pol- 
icies. The  study  included  all  manufacturing  in- 
dustries employing  100  or  more  persons  as  listed 
in  the  1980  South  Carolina  Industrial  Directory 
(N-860). 


° From  the  School  of  Public  Health,  University  of  South 
Carolina,  Columbia  (Dr.  Vincent);  the  New  York  Lung 
Association,  New  York,  N.  Y.  (Ms.  Murray);  and  the  South 
Carolina  Department  of  Health  and  Environmental  Con- 
trol, Columbia  (Dr.  Salisbury).  This  study  was  funded  by 
the  Office  of  Health  Education,  South  Carolina  Depart- 
ment of  Health  and  Environmental  Control,  Columbia. 
Address  correspondence  to:  Dr.  Murray  Vincent,  Office  of 
Health  Promotion,  University  of  South  Carolina,  Columbia, 
S.  C.  29208. 


METHODS 

The  data  collection  instrument  was  a check- 
type  13  page  questionnaire  that  required  approx- 
imately 15  minutes  to  complete.  Preliminary  in- 
strument preparation  included:  (1)  survey  of  16 
Occupational  Health  Program  Directors  in  the 
United  States  relative  to  appropriateness  of  survey 
items  importance,  and  (2)  critique  of  initial  in- 
strument draft  and  subsequent  revisions  by  five 
health  education  professionals  with  survey  ques- 
tionnaire expertise. 

The  initial  mailout  to  the  total  population  and 
the  second  mailout  to  non-respondents  two 
months  later  included  a cover  letter  soliciting 
cooperation  and  assuring  anonymity,  the  ques- 
tionnaire, and  a self-addressed  postage  paid  re- 
turn envelope.  The  questionnaires  were  addressed 
to  the  first  name  appearing  for  each  company  in 
the  S.  C.  Industrial  Directory. 

All  questionnaires  returned  by  May  25,  1981 
were  processed  via  the  SPSS  statistical  program. 
Whereas  52  percent  of  the  population  returned 
the  questionnaire,  49  percent  (N-419)  were  cor- 
rectly completed  and  acceptable  for  statistical 
analyses.  Thus,  the  data  and  conclusions  hereafter 
reflect  the  self-reported  health  promotion  pro- 
gram activities  of  about  one-half  of  the  South 
Carolina  manufacturing  industries  employing 
100  or  more  persons. 


RESULTS  AND  DISCUSSION 

The  initial  question  posed  to  the  questionnaire 
was,  “ Does  your  company  offer  the  following 
programs  to  some  or  all  of  your  employees ?” 
Table  I illustrates  the  respondents  results.  Ob- 
viously the  respondents’  perception  of  what  a 
program  consists  of  could  conceivably  range  from 
comprehensive  sophistication  to  the  barebones 
minimal.  The  programs  provided  tend  to  indicate 
a rather  traditional  approach  to  employee  health. 
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Table  I 

PERCENTAGE  OF  RESPONDING0  SOUTH  CAROLINA 
COMPANIES  REPORTING  THE  PROVISION  OF 
HEALTH  PROMOTION  PROGRAMS  FOR  EMPLOYEES 


Program  Type 

% 

Program  Type 

% 

First  Aid 

83 

Weight  Control 

16 

CPR 

53 

Diabetes  Control 

14 

Recreation 

44 

Physical  Fitness 

13 

Hypertension 

38 

Smoking  Cessation 

12 

Alcohol  Abuse 

30 

Nutrition  Education 

12 

Health  Education 

28 

Stress  Management 

12 

Drug  Abuse 

26 

° N-419  or  49%  of  S.  C. 

manufacturing  industries  with  100  + 

employees. 

Job  safety  and  crisis  care  obviously  are  critical 
concerns  of  manufacturing  companies.  First  aid 
(83%)  and  CPR  (53%)  predominate,  as  perhaps 
they  should,  considering  the  traumatic  life-threat- 
ening nature  of  some  work  situations  and  the 
incidence  of  cardiovascular  death  and  disability 
in  the  South  Carolina  population.  The  companies 
also  have  responded  to  other  categorical  sickness 
and  disability  problems  by  providing  programs 
for  hypertension  (38%),  alcohol  abuse  (30%)  and 
drug  abuse  (26%). 

The  precursors  to  the  major  chronic  degenera- 
tive diseases  have  been  well  documented.2  Smok- 
ing, atherosclerosis,  negative  stressors,  sedentary 
lifestyle,  diabetes  and  obesity  in  some  degree  or 
other,  have  been  found  to  be  associated  with  the 
different  types  of  cardio-pulmonary  problems. 
Data  from  the  responding  companies  indicate 
that  few  preventive  and  health  promotion  pro- 
grams exist  (weight  control  — 16%;  diabetes  con- 
trol — 14%;  physical  fitness  — 13%;  smoking 
cessation,  nutrition  education  and  stress  manage- 
ment — all  12%).  One  cannot  assume  that  the 
non-responding  companies  (48%)  have  no  health 
promotion  program  activities.  Theory  suggests, 
however,  that  survey  respondents  may  be  more 
prone  to  respond  if  they  can  identify,  or  support, 
the  intent  of  the  survey.  If  one  speculates  (perhaps 
erroneously)  that  non-respondents  may  have  had 
few  or  no  programs  to  report,  then  it  might  well  be 
that  South  Carolina  manufacturing  industries 
have  been  addressing  employee  cardiovascular 
risk  factors  with  little  vigor  or  commitment. 

Extensive  data  were  acquired  relative  to  pro- 
gram components.  Salient  points  for  educational 
effectiveness  revolve  around  such  issues  as: 
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1)  Are  the  employee  programs  required  or 
voluntary? 

2)  Are  the  programs  on  company  time,  at 
lunchtime  or  after  work? 

3)  Are  programs  the  responsibility  of  a physi- 
cian, nurse,  or  other  health  professionals? 

4)  Are  organized  instructional  classes  conduct- 
ed? 

5)  Are  educational  materials  utilized  in  pro- 
grams? 

6)  Are  there  environmental  incentives  which 
promote  employee  health  changes? 

Except  for  safety-oriented  programs  such  as 
first  aid  and  CPR  which  are  frequently  required 
and  conducted  during  company  time,  most  health 
promotion  programs  are  voluntary  and  available 
during  lunch-time  or  after  work. 

Responsibility  for  health  promotion  programs 
is  more  likely  to  be  with  the  nurse  rather  than  the 
physician.  These  results  are  not  surprising  consid- 
ering the  unavailability  and  costs  of  employing 
occupational  health  physicians.  The  existence  of 
many  small  S.  C.  manufacturing  industries  and/ 
or  the  small  number  of  workers  at  a given  site 
reduce  the  probability  of  having  on-site  physician 
and  nursing  care.  Alcohol  abuse  and  physical  fit- 
ness programs  appear  to  receive  much  less  atten- 
tion from  physician  and  nursing  personnel  than 
weight  control  and  hypertension.  The  ongoing 
employee  programs  for  alcohol  and  drug  abuse  in 
industry  and  business  by  a South  Carolina  state 
agency  likely  explains  this  reduced  responsibility 
of  physicians  and  nurses. 

The  report  of  instructional  strategies  in  pro- 
grams suggest  that  traditional  information  dis- 
semination methods  are  most  often  utilized. 
Visual  modes  of  health  information  exist  in  the 
form  of  pamphlets,  leaflets,  posters  and  company 
newsletters.  These  basic  and  elementary  educa- 
tional modalities  were  utilized  less  than  50  per- 
cent of  the  time  in  most  instances  by  those 
companies  reporting  program  activities. 

The  small  number  of  companies  reporting 
“classes  with  instructor”  (weight  control  — 6%; 
physical  fitness  — 15%;  hypertension  control  — 
4%;  alcohol  abuse  — 10%);  the  frequency  of  lec- 
tures (15%  or  less);  and  the  use  of  films  (10%  or 
less)  suggests  the  absence  of  significant  formalized 
program  activities.  “Individualized  counseling” 
was  the  most  commonly  used  instructional  meth- 
od in  weight  control  — 75%;  physical  fitness  — 
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29%;  hypertension  control  — 61%;  and  alcohol 
abuse  — 79%.  The  few  organized  classes  plus  the 
designation  of  counseling  as  the  primary  mode  of 
education  suggests  that  “programs”  primarily 
consist  of  voluntarily  initiated  actions  by  the 
worker.  In  other  words,  if  the  worker  wishes  to 
learn,  make  changes,  seek  help,  etc.,  someone 
within  the  company  structure  will  likely  be  avail- 
able to  counsel  them  in  response  to  their  concerns. 

Health  behavioral  change,  for  most  people,  is 
more  likely  to  occur  when  the  environment  is 
conducive  and  supportive  of  change.5’  6 The  nu- 
merous questions  in  the  survey  relative  to  environ- 
mental facilities  and  services  provide  evidence 
that  the  surroundings  are  not  in  the  best  interests 
of  health  promotion.  As  examples  of  environmen- 
tal factors  which  many  consider  to  be  negative, 
companies  reported  having  soda  machines  (99%), 
candy  machines  (97%),  and  potato  chip/cracker 
machines  (97%).  In  terms  of  health  promoting 
positive  environmental  factors,  companies  re- 
ported the  following:  refrigeration  for  lunches 
(44%),  fresh  fruit  machine  (42%)  shower/s  (41%), 
low  calorie  cafeteria  items  (27%),  bicycle  rack 
(11%),  exercise  bicycle  (2%),  and  jogging  path 
(1%).  Other  data  on  “non-health  promoting”  and 
“health  promoting”  facilities  and  services  in  the 
survey  results  tend  to  confirm  that  the  South 
Carolina  manufacturing  industries  reported  here- 
in fall  far  short  of  the  magnificient  structures  and 
extensive  services  reported  in  the  literature. 

IMPLICATIONS  FOR  PHYSICIANS 

Industries  employ  full-time  or  part-time  physi- 
cians based  on  their  financial  viability,  number  of 
employees,  governmental  regulations  (OSHA), 
toxicity  of  manufacturing  resources,  worksite 
dangers  and  their  philosophical  views  toward  the 
health  of  the  worker.  Occupational  medicine  spe- 
cialists, however,  are  a rare  breed  of  animal! 
Lehmann  and  Kalmar  summarize  the  need  for 
occupational  physicians  with  the  following  com- 
ments: 

— fewer  than  four  of  the  10,000  graduating 
medical  students  each  year  go  on  to  special- 
ize in  occupational  medicine. 

— of  those  who  do  choose  such  training,  nearly 
a third  change  their  minds  by  the  end  of  the 
first  year. 

— job-related  diseases  are  virtually  ignored  in 
standard  medical  training. 


— only  12  U.S.  Medical  Schools  include  oc- 
cupational health  in  their  curriculum. 

— the  majority  of  company  doctors  are  private 
physicians  employed  part-time,  most  with- 
out special  training  and  only  about  450  are 
board  certified.7 

The  need  for  occupational  physicians  seems 
clearly  obvious.  Additionally,  worksite  medical 
and  health  promotion  programs  are  becoming 
increasingly  more  popular  as  cost-conscious  cor- 
porations seek  answers  to  their  health  care  costs 
and  productivity  losses.  Aggressive  young  physi- 
cians need  to  think  very  carefully  about  the  posi- 
tive benefits  of  being  a member  of  an  occupation- 
al health  team.  The  captive  worker  available  for 
screening,  monitoring  and  subject  to  opportune 
motivational  appeals  enhances  possibilities  for 
prevention,  early  diagnosis,  early  treatment  and 
improved  compliance  with  the  therapeutic  reg- 
imen. Fielding8  reports  unusually  high  success 
rates  in  hypertension  control  and  smoking  cessa- 
tion, and  good  success  in  weight  control  and  im- 
proved physical  fitness  in  worksite  programs. 

Occupational  hazards,  while  sometimes  life- 
threatening  and  debilitating,  occur  with  much  less 
frequency  than  the  diseases  and  conditions  of 
affluence  affecting  the  worker.  Severed  limbs, 
falls,  inhalation  of  cotton  dust  and  skin  reactions  to 
toxic  substances  obviously  are  dramatic  and  awful 
consequences  for  the  worker.  On  the  other  hand,  a 
workforce  with  14  having  undetected  and  uncon- 
trolled hypertension,  with  Vs  smoking  cigarettes, 
with  Vs  being  obese  (greater  than  20  percent  of 
ideal  body  weight)  and  facing  daily  stressors  in 
their  job  and  life  more  accurately  reflects  the  poor 
health  status  of  the  American  worker.9  The  salient 
point  for  aspiring  occupational  physicians  is  the 
behavioral  nature  of  these  problems.  Physicians 
and/or  other  health  professionals  expecting  to 
attain  a reasonable  level  of  success  should  consider 
the  following: 

1)  Embrace  and  understand  the  concepts  of 
prevention  and  high  level  wellness. 
Absence  of  symptoms  and  sickness  does  not 
mean  positive  health.  The  physician,  as  the 
significant  health  advisor,  must  redefine 
his/her  role  and  be  highly  supportive  of  the 
logic  and  benefits  of  persons’  working  dili- 
gently to  achieve  the  potentials  for  health 
allowed  within  their  genetic  endowments. 
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2)  Acquire  knowledge  and  develop  skills  in 
behavioral  change  intervention  modalities. 
This  area  is  complex  and  difficult  to  de- 
velop. People  are  different  in  terms  of  their 
knowledge,  attitudes  and  motivations.  So- 
cio-economic status,  ethnic  backgrounds,  fa- 
milial factors,  environmental  barriers,  etc., 
impact  upon  the  level  of  success  in  behav- 
ioral change  activities.  More  simply  stated, 
these  factors  must  be  assessed  if  one  expects 
to  help  people  stop  smoking,  exercise  more, 
cope  with  stress,  take  medication  and  mod- 
ify their  dietary  patterns.  In  addition,  inter- 
vention protocols  exist  which  must  be  appro- 
priately implemented  by  professionals  with 
the  knowledge  and  skills  to  make  them 
work.  “Appropriately  implemented”  means 
that  if  a physician  is  ultimately  responsible 
for  worksite  health  behavioral  change  pro- 
grams, then,  he/she  must  sequence  the  ad- 
vertising/campaign awareness  activities, 
the  screening  services,  the  support-reminder 
linkages  and  other  organizational  proce- 
dures leading  to  committed  employees  par- 
ticipating in  the  actual  health-change 
activity. 

3)  Acquire  knowledge  competencies  in  nutri- 
tion, obesity,  exercise  physiology,  stress 
management  and  substance  abuse. 
Whereas,  some  physicians  are  knowledgable 
in  these  areas,  many  are  not.  The  ability  to 
respond  to  questions  from  the  worker  about 
these  topics  is  of  utmost  importance.  The 
effective  occupational  health  specialist  can 
respond  to  such  questions  as:  “How  do  I stop 
smoking  and  what  alternative  approaches 
exist  for  me?”  “How  far,  how  often,  and 
how  fast  should  I walk/jog?”  “What  foods 
should  I avoid?”  “How  do  I cope  with  stress- 
ful situations?”  “How  do  I make  positive 
health  changes  when  my  spouse  and  family 


won’t  help?”  Granted,  there  are  no  absolutes 
to  these  questions,  but  a wealth  of  experi- 
mental evidence  exists  which  dictates  pro- 
tocols with  a higher  probability  of  success, 
and  physicians  should  be  aware  of  this  data 
base,  or  know  where  to  refer  the  inquiring 
worker. 

The  worksite  cannot  be  set  apart  from  the  com- 
munity as  a whole.  Diminishing  the  incidence  of 
job-related  illnesses  and  accidents  holds  great 
promise  for  improved  health  status  of  our  citizens. 
Hopefully,  physicians  will  acquire  greater  inter- 
est in  occupational  health  as  a valuable  and  mean- 
ingful specialization  area.  Additionally,  profes- 
sionally prepared  health  educators  with  specific 
skills  in  occupational  health  promotion  are  avail- 
able as  allies  in  implementing  these  needed  be- 
havioral change  therapies  for  the  worker.  □ 
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The  great  masquerader 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
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Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

❖ anxiety 

❖ chest  pains  of  vague  origin 

❖ gastric  disturbances 

❖ depression 

❖ family  or  job-related  problems 

❖ hypertension 

❖ sleep  disturbances 

Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 
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6.25mg  of  Promethazine  to  help  relieve  the  anxiety  and  tension  often 
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potential  for  abuse  and  dependence  may  occur.  Administration  is  not  recommended 
over  an  extended  period.  In  ambulatory  patients,  Codeine  may  impair  mental  and/or 
physical  abilities. 

Interaction  with  other  CNS  depressants  (anesthetics,  tranquilizers,  sedatives)  may 
exhibit  additive  CNS  depression. 

Usage  in  Pregnancy:  Safe  use  has  not  been  established  in  pregnant  women. 

Pediatric  Use:  Should  not  be  administered  to  children  under  12. 

PRECAUTIONS:  Increased  cranial  pressure  may  occur  in  presence  of  head  injury. 
Promethazine  should  be  administered  cautiously  to  patients  with  cardio-vascular  or 
liver  disease.  Acute  abdominal  conditions  may  be  obscured.  The  drug  should  be 
given  with  caution  to  the  elderly  or  debilitated,  and  those  with  severe  impairment  of 
hepatic  and  renal  function,  hyperthyroidism,  Addison’s  disease  and  protatic 
hypertrophy  or  urethral  stricture. 

ADVERSE  REACTIONS:  The  most  frequently  observed  reactions  include  dizziness, 
lightheadedness,  sedation  nausea,  vomiting  and  constipation. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  to  severity  of  pain,  and 
the  response  of  the  patient.  The  usual  dose  is  in  one  or  two  capsules  every  4 to  6 
hours  as  required. 

MASTAR  PHARMACEUTICAL  CO.,  INC. 
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LEWIS  W.  WANNAMAKER,  M.D. 
(1923-1983) 


It  seems  appropriate  that  our  medical  associa- 
tion should  remember,  from  time  to  time,  those 
native  South  Carolinians  who,  although  spending 
most  or  all  of  their  professional  lives  elsewhere, 
made  significant  and  lasting  contributions  to 
medical  science.  Such  a person  was  Dr.  Lewis  W. 
Wannamaker,  who  died  suddenly  earlier  this  year 
while  visiting  his  mother  in  St.  Matthews. 

Due  largely  to  Dr.  Wannamaker ’s  efforts  are 
several  truths  which  have  now  been  memorized 
by  generations  of  medical  students  and  young 
physicians.  These  include  the  following: 

(1)  Penicillin  therapy  for  streptococcal  phar- 
yngitis prevents  acute  rheumatic  fever. 

(2)  Group  A streptococcal  infections  of  the  skin 
and  pharynx  differ  in  both  epidemiology 
and  outcomes.  Acute  glomerulonephritis 
can  result  from  either  streptococcal  impe- 
tigo or  from  streptococcal  pharyngitis; 
acute  rheumatic  fever  results  only  from  the 
latter. 

(3)  Antibodies  to  deoxyribonuclease  provide  a 
useful  marker  of  antecedent  group  A strep- 
tococcal infection. 

Dr.  Wannamaker  stood  among  the  world’s 
leading  authorities  on  the  group  A streptococcus, 
and  his  laboratory  at  the  University  of  Minnesota 
Medical  School  became  “a  mecca  for  all  who  had 
an  interest  in  streptococci  and  the  diseases  they 
cause.”1 

After  receiving  his  medical  degree  from  Duke 
University  and  completing  his  training  in  pedi- 
atrics at  Duke  University  Hospital  and  Willard 
Park  Hospital,  Dr.  Wannamaker  was  assigned  by 
the  United  States  Army  to  the  Department  of 
Preventive  Medicine  at  Western  Reserve  Univer- 
sity. There  he  came  under  the  influence  of  Dr. 
Charles  Rammelkamp,  whom  he  joined  in  estab- 
lishing the  Streptococcal  Diseases  Laboratory  at 
Warren  Air  Force  Base  in  Wyoming.  The  subse- 
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quent  accomplishments  of  that  laboratory,  for 
which  Dr.  Wannamaker  received  the  Lasker 
Award  in  1954,  rank  among  the  most  significant 
epidemiologic  observations  of  our  era.  In  1952,  he 
joined  the  faculty  at  the  University  of  Minnesota, 
where,  at  the  time  of  his  death,  he  was  Professor  of 
Pediatrics  and  Microbiology  and  Chief  of  the 
Division  of  Pediatric  Infectious  Diseases. 

The  awards  bestowed  upon  Dr.  Wannamaker 
during  his  career  included  the  John  Simon  Gug- 
genheim Memorial  Fellowship,  the  Helen  Hay 
Whitney  Fellowship,  the  Outstanding  Civilian 
Service  Medal  from  the  Army,  the  Duke  Univer- 
sity Distinguished  Alumnus  Award,  the  Alex- 
ander Von  Humbolt  Award,  the  Josiah  Macy,  Jr. 
Foundation  Faculty  Scholar  Award,  and  the 
Robert  Koch  prize  and  medal.  He  was  elected  to 
the  Institute  of  Medicine  of  the  National  Acad- 
emy of  Sciences  in  1982. 

Dr.  Wannamaker  was  an  extremely  prolific 
investigator.  At  the  time  of  his  death,  he  was 
involved  in  new  studies  aimed  toward  the  under- 
standing of  genetic  control  of  the  surface  factors 
of  streptococci  which  are  associated  with  vir- 
ulence and  with  the  host’s  immune  response.  In- 
vestigators came  from  all  parts  of  the  world  to 
spend  time  in  his  laboratory. 

Dr.  Wannamaker  was  remembered  by  his  col- 
leagues as  “a  gentle  and  dignified  person”  who 
“had  a profound  influence  on  many  of  his  peers  as 
well  as  on  his  junior  colleagues.  ” 2 He  is  survived 
by  his  wife,  Hallie,  and  their  four  children  — 
Julie,  Ann,  Libby,  and  Whit  — by  his  mother,  and 
by  two  brothers,  Wesley  and  Joe. 

— CSB 
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LETTER  TO  THE  EDITOR 

Your  recent  article  on  AIDS  (August  Journal) 
was  most  informative  and  everyone  who  read  it 
learned  something,  I’m  sure.  I would  like  to  get 
something  out  of  my  system  which  may  or  may 
not  deserve  any  serious  thought,  but  once  in  a 
while  a wild  idea  carries  within  it  a nidus  of 
challenge  and  everything  needs  to  be  considered. 

No  public  health  investigation  of  any  wave  of 
new  disease  should  be  considered  complete  before 
a serious  look  has  been  given  to  what  else  has 
happened  in  the  art  and  science  of  medicine  in  a 
historical  context.  For  example,  the  gradual  elim- 
ination of  the  smallpox  virus  and  the  resulting 
abandonment  of  smallpox  vaccination  programs 
represent  two  of  the  most  dramatic  changes  in  the 
recent  history  of  medicine.  It  would  be  interesting 
for  someone  with  the  proper  credentials,  and  a 
belief  in  the  occasional  importance  of  intuition 
and  serendipity,  to  explore  the  relationship  be- 
tween the  rising  incidence  of  virtually  all  of  the 
viruses  of  the  herpes  group  during  the  past  few 
years  and  the  rapidly  decreasing  use  of  smallpox 
vaccination  during  this  same  exact  period  of  time. 

Historically,  smallpox  vaccination  was  touted 
as  a useful  treatment  approach  for  a variety  of 


clinical  entities,  only  to  be  later  cast  aside  as  being 
spurious  or  otherwise  non-efficacious.  Thus, 
smallpox  vaccination  has  even  been  tried  thera- 
peutically in  patients  who  have  herpes,  clinically, 
and  without  convincing  results.  We  should  not  be 
too  surprised,  though,  for  what  will  prevent  dis- 
ease may  not  be  effective  in  its  treatment  — and 
vice  versa.  Therefore,  it  would  be  interesting  to 
see  if  there  might  be  a negative  correlation  of 
herpetic  disease  among  persons  who  have  a strong 
vaccination  history.  Or  more  directly  stated,  is 
there  a relationship  between  the  increase  of 
herpes  and  related  diseases  within  selected  popu- 
lation groups  where  there  has  been  little  or  no 
vaccination? 

Perhaps,  just  perhaps,  smallpox  vaccination  has 
had  an  anamnestic  or  salubrious  effect  upon  our 
overall  immunological  mechanism  and  we  didn’t 
know  it?  As  a matter  of  fact,  acquired  immune 
deficiency  syndrome  is  newly  perceived!  The 
population  groups  who  seem  to  be  most  prone  to 
AIDS  might  even  turn  out  to  be  the  same  ones 
which  escaped  being  vaccinated  in  the  “good  old 
days.” 

Sincerely, 

Robert  E.  Robards,  M.D.,  M.P.H. 

303  Sassafras  Drive, 

Taylors,  S.  C.  29687 
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CARE  FOR  YOUR 
COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  time.  You  will  broaden  your  professional 
experience  by  working  on  r 
interesting  medical  projects 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won’t  interfere  with  your  practice 
You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You’ll  also  attend  funded 
continuing  medical  education  pro- 
grams. You  will  all  share  the  bond  of 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 
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ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 

MAJ  Benjamin  H.  Phillips,  Jr.,  MSC 
USAR  AMEDD  Procurement 
Strom  Thurmond  Federal  Building 
Room  575 

1835  Assembly  Street 
Columbia,  SC  29201 
(803)  765-5696 
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RETIREMENT 

Last  month  I compared  potential  long  term  effects  between  a lump  sum  distribution 
(and  paying  taxes  immediately)  and  "rolling-over"  your  assets  into  an  IRA  (deferring 
paying  taxes).  The  option  you  eventually  elect  depends  on  your  liquidity  needs,  tax 

brackets,  and  other  factors  associated  with  your  particular  goals there  is  one 

alternative,  however,  I want  to  discuss.  That  is:  the  Distribution  Annuity 

If  the  "trustees"  of  your  retirement  plan  purchase  and  distribute  an  annuity  for  you 
when  you  retire,  you  pay  no  immediate  taxes.  Like  an  IRA,  the  annuity’s  assets  con- 
tinue to  grow  tax-free  until  distributions  take  place.  Unlike  an  IRA  Rollover,  you 
can  withdraw  funds  before  age  59^  without  a tax  penalty.  You  also  are  allowed  to 

continue  to  shelter  any  voluntary  contributions  that  you  make  to  the  fund One 

limitation  of  a distribution  annuity  is  that,  by  its  nature,  it  is  a restricted  in- 
vestment. You  have  your  choice  of  either  a fixed  annuity  or  a variable  annuity,  but 
in  both  cases  the  investment  policies  of  the  annuity  are  set  by  the  annuity’s  manager, 
not  by  you.  An  IRA  offers  you  a greater  latitude  in  choosing  investments.  A distri- 
bution annuity  can  be  exchanged  for  only  another  annuity  and  not  for  an  IRA One 

further  consideration  is  that  the  distribution  annuity  must  be  purchased  by  the  trustees 
of  your  retirement  plan  before  the  distribution  is  made  to  you.  Only  if  the  trustees 
are  willing  to  do  so  can  you  receive  your  lump  sum  in  this  manner.  Before  you  retire, 
you  would  do  well  to  discuss  this  option  with  your  tax  advisor,  since  a distribution 
annuity  offers  a certain  kind  of  flexibility  that  is  not  available  with  an  IRA  Roll- 
over. This  completes  the  series  discussing  "The  Lump  Sum  Distribution."  The  following 
months,  I will  recap  using  a question/answer  format.  If  you  have  a specific  question, 
let  me  know. 


INVESTING 

If  you  are  enamored  of  certificate  of  Deposits  (CD’s),  you  might  want  to  look  at  what 

the  brokerage  industry  is  offering that ’ s right  - CD ’ s these  investments  are 

for  income-oriented  investors;  and  are  also  applicable  for  IRA’s,  Keoghs,  pension  and 

other  trustee  employee  benefit  funds Generally,  the  CD’s  available  through  the 

brokerage  firms  should  offer  some,  if  not  all,  of  the  following: 

1.  Safety  - insured  up  to  $100,000  for  each  client  or  depositor  by  the  Federal 

Savings  and  Loan  Association. 

2.  Liquidity  - a secondary  market  maintained  with  values  established  by  market 

conditions,  thus  avoiding  potential  penalties  for  early  withdrawal. 

3.  Low  minimum  purchase  - minimum  denominations  and  purchases  of  a $1,000  CD. 

4.  Convenience  - no  waiting  in  bank  lines.  Just  pick  up  your  phone  and  call  your 

broker . 

5.  Automatic  Deposit  - interest  automatically  deposited  into  your  account  for  ready 

reinvestment . 

The  above  are  some  of  the  features  that  your  brokerage  firm  should  offer  to  you  when  in- 
vesting in  CD’s.  Also,  measure  these  features  and  rates  against  the  CD’s  offered  through 
your  local  bank.  Call  me  if  you  want  additional  information. 


(Financial  Check-up  con't) 


TAX  SHELTERS /DIRECT  INVESTMENTS 


If  you  have  capital  gains  from  your  investments  in  stocks  and  bonds,  you  might  want 
to  consider  the  following  investment  strategy:  take  some  of  your  profits  (especially 
long-term)  and  invest  in  an  inflation-hedged  investment:  a portfolio  of  properties 

"triple  net-leased"  to  major  corporate  clients A triple  net  lease  is  one  in  which 

the  tenant  is  responsible  for  all  variable  costs,  including  maintenance,  utilities 

taxes  and  insurance Some  highlights  to  look  for  in  this  type  of  investment: 

(1)  Properties  100%  pre-leased;  (2)  Rents  tied  to  the  Consumer  Price  Index  or  have 
mandatory  rent  increases;  (3)  Provide  tax-sheltered  income  and  have  potential  for  capital 

gains;  and,  (4)  Provide  equity  build-up  via  mortgage  amortization Contact  me  if  you 

have  any  interest. 


SPECIAL  INVESTMENT  PLANNING  NOTES 
The  following  dates  are  important  to  note  for  1983/84  planning: 


1. 


2. 


3. 


4, 


5. 


Dec.  30,  1983  - Last  day  to  offset  and/or  take  capital  gains  or  losses  for 
for  1983  by  selling  stock. 

Dec.  31,  1983  - Final  day  to  establish  a Keogh  retirement  plan  to  qualify  for 
1983  deductions.  However,  you  do  not  have  to  fund  the  program 
until  you  file  your  1983  tax  return  or  by  April  15,  1983; 
whichever  comes  first. 

Jan.  1,  1984  - There  are  several  items  to  note:  (A)  Keogh  plan  contributions 

increase;  (B)  Social  Security  income  becomes  taxable;  (C)  Income 
tax  rates  decline  by  50%;  and,  (D)  Pension/Profit  sharing  con- 
tributions decrease. 

Jan.  17,  1984  - Final  quarterly  payments  due  for  1983.  However,  there  is  some 
good  news:  The  penalty  for  underpayments  of  taxes  will  remain 

at  11%  through  June  30,  1984. 

April  16,  1984  - The  day  of  reckoning  for:  (A)  Filing  you  Income  Tax;  (B)  Set- 

ting up  and  funding  your  IRA  or  SEP/IRA;  and,  (C)  Making  a 
contribution  to  your  Keogh  Plan. 


FURTHER  INFORMATION 

If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this 
newsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  and  Co.,  Inc.,  2700 
Middleburg  Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  (800)  922-1112. 

***** 

The  information  contained  herein  has  been  obtained  from  sources  believed  reliable  but 
is  not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed  are  sub- 
ject to  change  without  notice.  Neither  the  information  presented  nor  any  opinion  expres- 
sed constitutes  a representation  by  us  or  a solicitation  of  the  purchase  or  sale  of  any 
securities.  South  Carolina  Medical  Association  and  E.F.  Hutton  and  Co.,  Inc.  1983. 


* * * * * 


Take  the  Opportunity . . . 


Atlanta 


RESERVE  THE  DATE.  FOR  MORE  INFORMATION,  WRITE:  4200  PINE  STREET,  PHILADELPHIA,  PA  19104 


STRATEGIC  PLANNING  COMMISSION  REPORT 


The  SCMA  leadership,  recognizing  the  need  to 
strengthen  the  association  in  order  to  better  repre- 
sent the  medical  profession  during  the  rapidly 
changing  trends  in  health  care  delivery,  ap- 
proached the  1983  SCMA  House  of  Delegates  for 
authorization  to  conduct  an  in-depth  study  of 
health  care  in  the  state.  The  House  of  Delegates 
authorized  the  study,  to  be  funded  jointly  by  the 
SCMA,  the  S.  C.  Medical  Care  Foundation,  and 
the  S.  C.  Medical  Building,  Inc. 

Proposals  from  consultants  were  carefully  con- 
sidered by  a steering  committee  made  up  of  rep- 
resentatives of  each  of  the  funding  groups.  The 
steering  committee  selected  the  firm  of  McManis 
Associates,  Washington,  D.  C.,  and  preliminary 
work  began  in  May,  1983. 

ENVIRONMENTAL  ASSESSMENT  AND 
IMPLICATIONS  FOR  THE  MEDICAL 
PROFESSION  IN  S.  C.  AND  FOR  THE  SCMA 

The  initial  step  consisted  of  an  intensive  assess- 
ment of  the  health  care  environment  and  the 
economic  situation  nationally  and  in  the  state. 
This  was  carried  out  by  SCMA  staff  members, 
using  available  data  from  sources  such  as  state 
agencies,  insurance  carriers,  business  and  indus- 
try, and  the  American  Medical  Association.  From 
this  assessment,  planning  assumptions  were  devel- 
oped and  summarized  (Table  1). 

Note  that  the  future  demand  for  medical  ser- 
vices will  be  mixed  — an  aging  population  could 
increase  the  demand  for  services  at  all  levels  of 
care,  but  the  reduction  in  funding  for  health  care 
could  decrease  the  demand  for  non-emergency, 
elective  services.  In  addition,  the  low  educational 
and  economic  levels  of  the  state’s  population  as  a 
whole  will  be  barriers  to  improving  the  health 
status  of  the  state  and  to  addressing  priority  health 
problems. 

As  for  medicine,  trends  indicate  increasing 
numbers  of  physicians  in  proportion  to  the  popu- 
lation of  the  state,  which  will  naturally  result  in 
greater  competition  between  physicians  in  gen- 
eral, and  between  selected  medical  specialties.  It 


Table  I 

PLANNING  ASSUMPTIONS 

SOCIAL  AND 
ECONOMIC  TRENDS 

Mixed  Demand  for  Medical 
Services  and  Reduction  in 
Health  Care  Funding 

Low  Educational  and 
Econpmic  Levels  of  the 
State’s  Population 

TRENDS  IN  MEDICINE 

Increasing  Competition 

Deterioration  of  the  Image 
of  Medicine 

HEALTH  STATUS  IN 
SOUTH  CAROLINA 

Serious  Health  Care 
Problems 

HEALTH  CARE  COSTS 
AND  COST 
CONTAINMENT 
TRENDS 

Business  and  Government 
Pressures 

Changes  in  Reimbursement 
Mechanisms 

Increasing  Public  Awareness 
and  Greater  Usage  of 
Alternative  Care  Methods 

Care  for  the  Mentally 
Indigent 

COMPETITIVE  FORCES 

Corporate  Restructuring 
and  Diversification  of 
Hospitals  Creating  New 
Competition 

Major  Changes  in  the 
Health  Care  Delivery 
System 

LEGISLATIVE/ 

REGULATORY 

Health  Care  Cost 
Containment  and  New 
Financing  Mechanisms 

Increased  Authority  and 
Privileges  for  Non- 
Physician  Health  Care 
Practitioners 

Positive  Solutions  by 
Organized  Medicine  rather 
than  Opposition  to  other 
proposals 
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is  felt  that  the  image  of  organized  medicine  will 
continue  to  deteriorate  as  health  care  costs  and 
related  problems  increase  — unless  major  actions 
are  taken  to  counteract  the  trend.  The  state  of 
South  Carolina  will  continue  to  have  serious 
health  care  problems,  despite  the  plans  to  address 
specific  priority  problems  through  the  “State 
Health  Plan.” 

As  to  health  care  costs  and  cost  containment 
trends,  pressures  from  government  and  business  to 
contain  health  care  costs  will  continue  to  increase. 
Governmental  initiatives  to  change  reimburse- 
ment mechanisms  will  force  hospitals  and  physi- 
cians to  become  more  cost  conscious.  Public 
awareness  of  costs  will  increase,  and  this  aware- 
ness will  encourage  greater  usage  of  alternate 
types  of  care.  The  difficult  problem  of  care  for  the 
medically  indigent  will  continue,  and  cooperation 
between  physicians,  hospitals  and  other  groups 
will  be  required  in  order  to  develop  a viable, 
equitable  solution. 

With  regard  to  competitive  forces,  corporate 
restructuring  and  diversification  efforts  of  hospi- 
tals will  create  new  competition  for  physicians, 
which  will  ultimately  have  a major  impact  on  the 
role  and  authority  of  the  physician.  Major  changes 
are  predicted  in  the  entire  health  care  delivery 
system,  with  such  alternative  delivery  modes  as 
HMOs,  IP  As,  PPOs,  and  expanded  use  of  ambula- 
tory care  and  outpatient  surgery. 

The  major  legislative  issues  are  predicted  to  be 
health  care  cost  containment  and  development  of 
new  financing  mechanisms.  Non-physician  health 
care  practitioners  are  seeking  increased  authority 
and  privileges  in  the  health  care  delivery  system. 
Organized  medicine  will  need  to  develop  positive 
solutions  to  the  problem  of  rising  health  care  costs 
rather  than  to  simply  oppose  other  proposals. 

Based  on  the  environmental  assessment  as  sum- 
marized above  and  in  Table  I,  certain  implica- 
tions for  the  SCMA  were  considered: 

• What  priorities  should  the  SCMA  place 
among  its  various  publics? 

• How  can  the  SCMA  strengthen  its  image  and 
support  among  the  physicians  in  the  state? 

• How  can  SCMA  develop  a more  positive 
image  among  legislators  and  ensure  its  con- 
tinued influence? 

• How  can  the  SCMA  strengthen  its  image  and 
influence  among  state  government  officials? 

• What  changes  should  SCMA  seek  to  make  in 


its  relationships  with  other  health  care  asso- 
ciations and  related  groups? 

• What  type  of  relationship  should  the  SCMA 
seek  with  Blue  Cross/Blue  Shield  and  other 
insurance  carriers? 

• What  role  should  the  SCMA  take  in  respond- 
ing to  the  emerging  business  coalitions 
throughout  the  state  and  to  the  business  com- 
munity in  general? 

• What  actions  should  the  SCMA  take  to  im- 
prove its  image  among  the  general  public  and 
the  opinion  makers  in  the  media? 

PHYSICIAN  SURVEY 

The  second  step  in  the  strategic  planning  pro- 
cess was  a survey  prepared  by  the  consulting  firm, 
using  as  a basis  the  planning  assumptions  and 
questions  referred  to  McManis  Associates  by  vari- 
ous SCMA  Committees.  Questionnaires  were 
mailed  to  the  entire  physician  population  of  the 
state,  members  and  non-members  alike.  As  of  the 
cutoff  date  in  late  August,  a surprising  26  percent 
of  the  state’s  physicians  had  responded,  or  a total 
of  1,077.  Table  II  illustrates  a profile  of  the  re- 
spondents, and  Table  III  shows  their  views  on  the 
SMCA  as  the  representative  of  future  action  for 
organized  medicine.  Shown  in  Table  IV  are  re- 
spondents’ reactions  to  possible  future  services  of 
the  SCMA  in  meeting  the  challenges  faced  by  the 
association  and  the  medical  profession  as  a whole. 

Not  tabulated,  but  important  to  note,  are  major 
actions  the  SCMA  can  take  in  the  future  to  help 


Table  II 

PROFILE  OF  SURVEY  RESPONDENTS 


Number  of  Respondents 

1077 

26%  of  Total  Physicians 

Number  of  Members 

903 

35%  of  Total  Members 

Number  of  Non- 

Members 

174 

11%  of  Total  Non- 
Members 

Age  of  Respondents1 

47 

Average 

45 

Median 

Type  Practice/Employment 

Private  Practice 

82% 

83%  of  Members 
60%  of  Non-Members 

Full-Time 

Employment 

18% 

17%  of  Members 
40%  of  Non- Members 

Rural  Practice 

22% 

27%  of  Members 
20%  of  Non-Members 

1 Breakdown  of  respondent  ages  indicates  that  survey 
population  is  pretty  representative  of  total  physician 
population.  A further  breakdown  of  ages  of  members  and 
non-members  suggests  that  members  tend  to  be  somewhat 
older  than  non-members. 
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Table  III 

VIEW  OF  SCMA  AS  REPRESENTATIVE  OF 
ORGANIZED  MEDICINE 


SCMA  should  take  leadership  role 

in: 

Mean 

% High 
Agreement 

Rating  T° 

N° 

Solution  to  Medically 

Indigent  Problem 

1.5 

90 

91 

86 

Provision  of  Adequate  Care 

to  all  Areas  in  State 

1.8 

76 

77 

72 

Cost  Containment  Strategy 

1.6 

86 

87 

83 

Public  Health  Education 

1.9 

73 

73 

71 

Addressing  Major  Health 

Problems  of  Citizens 

2.0 

69 

71 

68 

Should  Address  the  Following 
Health  Problems  (11%  No 
Response) 

Cardiovascular  Disease 

48 

% Yes 
48 

47 

Alcohol  and  Drug  Abuse 

64 

65 

61 

Environmental  Hazards 

45 

44 

52 

Cancer 

34 

36 

25 

Infant  Mortality 

50 

50 

51 

Chronic  Disease 

33 

33 

32 

Mental  Health 

39 

39 

39 

Accidents 

41 

42 

39 

° T = Total;  M = Members;  N - Non-Members 

physicians,  as  suggested  by  survey  respondents. 
These  included: 


• Stay  in  tune  to  changes  in  health  care  and 
increase  awareness  of  issues  among  South 
Carolina  physicians  — encourage  participa- 
tion in  actions  to  address  issues. 

• Provide  representation  to  government. 

• Help  promote/protect  private  practice  of 
medicine  and  physicians’  role/authority  in 
medical  care. 

• Provide  CME  — particularly  for  rural 
physicians. 

• Push  for  consolidation  of  two  medical 
schools. 

• Help  address  the  problem  of  physician  sup- 
ply, quality  in  state  — and  need  for  physi- 
cians who  care  about  serving  humanity. 

• Help  develop  a solution  to  the  problem  of 
health  care  for  poor;  Medicaid  problems. 

• Provide  effective  public  relations/education 
to  improve  the  image  of  the  physician. 

• Help  physicians  address  the  problem  of  corn- 
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petitive  environment.  Help  physicians  pro- 
tect pay  interests. 

• Encourage  participation  of  all  physicians  in 
the  association.  Visit  local  societies  — in- 
crease interaction. 

• Help  physicians  deal  with  cost  containment. 

MISSION  STATEMENT  AND  SCMA  GOALS 

From  the  results  of  the  environmental  assess- 
ment and  the  physicians’  survey,  members  of  the 
Planning  Commission  and  staff  were  able  to  for- 
mulate a tentative  working  “mission,”  or  purpose 
for  the  association,  and  thus  begin  to  develop 
priorities  for  major  areas  of  activities  for  the  im- 
mediate future  and  on  a long-term  basis.  The 
McManis  consulting  firm  was  requested  to  de- 
velop, from  the  following  “working”  statement,  a 
mission  for  the  SCMA  on  which  to  build  towards 
the  future:  “ The  mission  of  the  South  Carolina 
Medical  Association  is  to  represent  and  serve  the 
physicians  of  South  Carolina  in  their  efforts  to 
promote  quality  medical  care  and  excellence  in 
health  for  all  citizens  of  the  state.” 

Major  goal  areas,  not  yet  in  priority  order,  were 
formulated  by  the  Planning  Commission  and  con- 
sisted of:  Representation  (at  all  levels),  Public 
Affairs  and  Public  Relations,  Monitoring  and 
Communications,  Education  of  Members,  Shared 
Services,  Championing  Freedom  in  Medical  Prac- 
tice, Education,  Training,  and  Research,  Public 
Health,  Quality  Assurance  and  Medical  Ethics, 
Cost  Effective  Care  with  Fair  Reimbursement, 
Organizational  Effectiveness,  and  promoting  the 
SCMA  as  the  Leader  in  Medical  Care  in  the  state. 

FUTURE  PLANS 

At  the  time  of  this  writing,  the  Planning  Com- 
mission is  scheduled  for  additional  meetings  with 
the  consultants,  and  a final  report  is  expected  to  be 
ready  for  presentation  to  the  SCMA  Council  in 
December.  Based  on  the  report,  and  provided  it  is 
approved  by  Council,  major  changes  in  the  struc- 
ture of  the  South  Carolina  Medical  Association 
and  its  subsidiaries  may  be  underway.  The  effec- 
tiveness of  the  organization  as  a whole,  its  mem- 
bership and  its  staff,  will  be  tested  to  its  utmost  in 
the  next  few  years  and  for  the  long  term. 

-JD 
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Table  IV 

RESPONDENTS’  REACTIONS  TO  POSSIBLE  FUTURE  SCMA  SERVICES 


Mean 

Rating 

T 

% High 
Agreement 
M N° 

T 

% No 
Opinion 
M 

N 

Improve  representation  to: 

State  legislature 

1.4 

86 

88 

85 

4 

4 

7 

State  agencies 

1.7 

78 

80 

67 

4 

4 

7 

Federal  government 

1.8 

74 

76 

65 

5 

4 

8 

SC  Hospital  Association 

1.9 

68 

69 

61 

7 

6 

10 

Other  health  care  associations 

2.2 

55 

57 

47 

10 

9 

17 

Blue  Cross/Blue  Shield 

1.7 

78 

80 

69 

5 

4 

11 

Commercial  insurers 

1.7 

77 

79 

68 

6 

5 

11 

News  media 

1.6 

80 

81 

77 

5 

4 

9 

Business  community 

1.7 

76 

77 

69 

6 

5 

8 

Public  education/relations  program 

1.6 

80 

81 

72 

5 

4 

8 

Establish/ sponsor: 

Collection  service 

3.7 

19 

19 

23 

8 

7 

13 

Group  purchasing 

3.1 

32 

30 

39 

8 

8 

13 

Broader  insurance  lines 

2.8 

41 

40 

45 

11 

9 

16 

Liability  insurance  company 

2.5 

50 

50 

55 

9 

8 

15 

Offer  more  CME  programs 

2.8 

40 

41 

33 

10 

8 

23 

Strengthen  peer  review 

2.7 

41 

40 

41 

6 

6 

7 

More  monitoring  and  communication 

of  health  care  health  trends 

2.4 

56 

57 

53 

5 

4 

8 

Assist  physicians  in  evaluating 

contractual  arrangements 

2.3 

58 

60 

47 

5 

5 

9 

Advise  physicians  on  dealing  with 

DRG  payment  system 

1.8 

73 

75 

60 

8 

7 

13 

Advise  physicians  on  dealing  with 

Medicaid  changes 

1.9 

72 

74 

62 

5 

4 

10 

Offer  educational  programs  in: 

management 

2.4 

52 

52 

53 

10 

10 

15 

finance 

2.5 

49 

48 

54 

10 

10 

15 

computer  systems 

2.5 

50 

51 

46 

10 

10 

14 

marketing 

2.6 

44 

44 

44 

11 

10 

15 

investments 

2.9 

37 

37 

38 

11 

10 

16 

Increase  interaction  with  county 

medical  societies 

2.1 

60 

62 

52 

9 

7 

17 

° T = total  respondents,  M = SCMA  member  respondents,  N = non-member  respondents 
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Dx:  recurrent 

WIW*»  - *• 

# EAST  HIGH  S* 


herpes  labialis 

“Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes.”  GP,  New  York 


.■A—-* 


in  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
with  low  risk  / high  benefit.”  Derm.,  Miami 


“Staff  and  patients  find  Herpecin-L 
remarkably  effective.”  Derm.,  New  Orleans 


OTC.  See  P.D.R.  for  information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 


In  South  Carolina,  ' HERPECIN-L  Cold 
Sore  Lip  Balm  is  available  at  all  Eckerd 
and  Revco  Drug  Stores  and  other 
select  pharmacies. 


PSYCHIATRIC  CLINICAL 
DIRECTOR 

West  Central  Georgia  Regional 
Hospital  located  in  Columbus,  Geor- 
gia, is  seeking  qualified  candidates  for 
Clinical  Director  of  a 208  bed  State 
Mental  Institution. 

Minimum  qualifications:  Diplo- 
mate,  Board  of  Psychiatry.  Will  have 
principal  responsibility  for  clinical 
planning  and  administration  in 
providing  stabilization  of  short,  inter- 
mediate and  long  term  patient  care 
for  acute  psychotic  adult,  children 
and  substance  abuse  patients.  Com- 
petitive salary  and  benefits. 

Please  forward  resume/curriculum 
vitae  to: 

H.  Earl  Howie,  Personnel  Man- 
ager 

West  Central  Georgia  Regional 

Hospital 

P.  O.  Box  12435 

Columbus,  Georgia  31995-7499 

An  Equal  Employer. 
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A TYPICAL  DOCTOR’S  WIFE 

It  happened  again!  Somebody  said  to  me,  “You’re  not  a typical  doctor’s  wife.”  As  usual,  I bit  my  lip  and 
refrained  from  the  retort  I’d  like  to  make.  I refrained  because,  typical  or  not,  I know  that  one  of  the  first 
rules  a DW  learns  is  that  you  don’t  insult  anybody. 

What  I’d  like  to  say  is,  “What  in  heaven’s  name  is  a typical  DW,  and  why  am  I not  one?” 

I’m  not  exactly  new  at  this  business.  We  got  married  right  after  World  War  II,  and  that  was  a long  time 
ago.  In  all  those  years  I should  have  learned  something,  and  I think  I have. 

I fear  the  public  perceives  a typical  DW  as  frivolous,  extravagant,  idle,  and  very  rich.  They  also  suspect 
that  we  memorize  our  husbands’  files  and  not  only  know  who  his  patients  are,  but  also  their  diagnosis, 
prognosis,  and  whether  they  paid  their  bill. 

Of  course  we  know  a thing  or  two  about  his  practice,  but  we  don’t  tell  anybody.  A DW  has  ethics  too. 

Whatever  our  non-typical  characteristics  might  be,  we  do  have  much  in  common.  Rarely  does  a DW  get 
any  training  except  on  the  job.  While  our  husbands  might  have  known  since  grammar  school  that  medicine 
was  their  goal,  hardly  any  little  girls  will  tell  you  that  their  ambition  is  to  be  a DW.  But  love  strikes  where  it 
will,  and  here  we  are.  Many  of  us  had  to  think  long  and  hard  about  making  such  a commitment  to 
loneliness,  inexact  hours,  and  poverty. 

Poverty?  Yes,  poverty!  If  anyone  knows  the  value  of  a dollar,  it  is  the  DW  who  helped  put  her  husband 
through  medical  school  and/or  residency.  Thank  heaven  for  grandparents  and  parents  who  baby-sat,  lent 
or  gave  us  money,  and  added  much-needed  items  to  our  households.  And  I well  recall  when  our  big 
evening  out  was  to  attend  anything  at  all  which  was  free. 

We  are  often  perceived  to  attend  our  husband’s  meetings  only  to  shop  and  lunch  and  watch  fashion 
shows.  The  truth  is  that  meeting  times  are  one  of  the  few  events  which  we  can  attend  together,  and  to 
banish  us  to  trite  frivolities  is  a disappointment  and  an  offense. 

What  I would  really  like  is  some  intellectual  events  of  our  own.  How  about  visits  to  local  museums  and 
lectures  about  anything  of  special  interest  in  the  area?  Or  a good  foreign  film  we  couldn’t  see  at  home?  I’d 
like  information  about  computers,  government,  psychology,  efficiency,  and  new  horizons  for  women  that 
we  don’t  even  know  about.  There  must  be  hundreds  of  fascinating  women  who  could  speak  to  us. 

One  of  the  advantages  of  the  auxiliary  (and  there  are  many)  is  that  we  have  an  opportunity  to  know  each 
other  as  individuals,  which  perhaps  is  an  advantage  the  public  does  not  have.  Our  skills  are  as  many  and 
varied  as  our  numbers  and  range  anywhere  from  higher  mathematics  to  poodle  clipping.  To  lump  all  of  us 
together  in  one  sweeping  condemnation  is  folly  at  best  and  grave  injustice  at  worst. 

If  again  someone  says  to  me,  “You’re  not  a typical  doctor’s  wife,”  maybe  I’ll  just  throw  caution  to  the 
winds,  and  reply,  “Oh  yes,  I am,  and  proud  of  it!” 

— Marian  W.  Erdman 

Marian  W.  Erdman  is  a free-lance  writer  and  musician,  and  lives  with  her  surgeon  husband  in  Columbia,  S.  C.  This  article  first 
appeared  in  the  September,  1983  issue  of  FACETS. 
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CLASSIFIED 

OFFICE  SPACE  FOR  LEASE:  Providence  Hos- 
pital area.  2485  square  feet.  Call  799-3737  for 
information. 

FOR  SALE:  Irex  Echo  machine  for  M-Mode 
echos.  Please  call  799-3737  for  information. 

FOR  SALE:  Burroughs  L 3000  posting  machine. 
Ideal  for  solo  practitioner  or  a group  practice. 
Keeps  productivity  record  separate  by  physician 
and  service.  For  information  call  799-3737.  Also 
Pitney  Bowes  copier,  folder  and  inserter.  Ideal  for 
billing  or  mass  mailing. 


PSYCHIATRIST  WANTED:  Associate  for  pri- 
vate practice  in  Beach  area.  Plans  to  retire.  Call 
(803)  449-0451. 

EXCEPTIONAL  OPPORTUNITY  FOR  MEDI- 
CAL DOCTOR  SPECIALIZING  IN  FAMILY 
PRACTICE  OR  OTHER  SPECIALTY.  Fast 
growing  East  Columbia  area.  Medical  office  suite 
for  rent  on  busy  street.  1400  sq.  ft.,  7 rooms,  2 
restrooms,  central  heat  and  air,  front  door  off 
street  parking,  2 entrances.  By  appt.  Contact  Max 
Hartman  at  783-4950  or  776-0321,  or  write  1118 
Greenlawn  Drive,  Columbia,  S.  C.  29209. 


PSYCHIATRIST:  Georgia  or  Florida.  Expanding 
program  in  need  of  two  additional  psychiatrists. 
JCAH  accredited  hospital  for  children  and  adoles- 
cents. Position  includes  diagnostic  evaluations, 
treatment  and  some  staff  development.  Large 
effective  staff,  utilizing  multi-disciplinary  con- 
cept. Must  be  licensed  or  license  eligible  in  Geor- 
gia or  Florida  and  have  experience  with  children 
and  adolescents.  Salary  range:  $66,000  to  $84,000. 
For  information,  call  or  write  J.  Henry  Evans, 
Administrator,  4771  Annewakee  Road,  Doug- 
lasville,  Georgia  30135  (404)  942-2391 

FREE  STANDING  MEDICAL  CENTER  — 
SOUTH  CAROLINA:  The  practice  is  located  in  a 
modern  facility  equipped  with  lab,  x-ray  and 
emergency  equipment.  The  scope  of  the  practice 
will  include  family  medicine,  minor  emergencies, 
and  industrial  medicine.  We  seek  a very  compe- 
tent, patient  oriented  physician  to  join  our  prac- 
tice. We  are  a relatively  small  independent  group 
not  affiliated  with  any  proprietary  chain.  The 
compensation  package  includes  a substantial 
guaranteed  income,  a percentage  of  the  collec- 
tions, malpractice  insurance,  and  liberal  paid  time 
off.  If  interested,  please  send  your  CV  or  call 
William  R.  Grannen,  Doctors  Systems,  Inc.,  1811 
Losantiville  Ave.  #310,  Cincinnati,  Ohio  45237, 
(513)  631-5151. 
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The  Journal  of  the  South  Carolina  Medical  Association 


From  the  State  House: 

LEGISLATIVE  UPDATE 


December  1983 

The  South  Carolina  Legislature  met  in  a special  session  on  November  8-9,  1983  for  the 
purpose  of  reapportionment  of  the  S.  C.  Senate.  What  came  out  of  it  was  a plan  creating 
46  single-member  Senate  districts.  Currently,  we  have  multi-member  districts  with  num- 
bered seats  for  that  body. 

The  U.  S.  Justice  Department  must  still  approve  this  particular  plan;  however,  it  is 
believed  that  if  the  Justice  Department  requires  changes  they  would  not  be  drastically 
different  from  the  plan  passed  on  November  9,  1983. 

The  new  plan  has  9 majority  Black  districts.  Whites  currently  occupy  7 of  these  seats. 

The  percent  of  Black  population  varies  from  50.17%  for  Harry  Chapman’s  district  (Green- 
ville County)  to  63.24%  for  the  district  currently  occupied  by  both  John  Land  and  Bruce 
Smith  (Clarendon-Lee  Counties) . The  smart  money  would  indicate  that  the  Black  Community 
would  pick  up  three  or  four  more  seats — possibly  more  in  the  1984  Senate  election. 

In  addition  to  Land  and  Smith  mentioned  above,  Arthur  Ravenel  and  Paul  Cantrell  are  both 
located  in  the  same  district  in  Charleston  County.  Two  Senate  districts  in  the  plan 
have  no  sitting  Senators  located  therein.  In  addition  to  the  nine  majority  Black  dis- 
tricts, several  other  districts  are  believed  to  be  so  constituted  as  to  make  sitting 
Senators  vulnerable  to  challenges  by  current  members  of  the  House  of  Representatives. 
Should  many  House  members  run  as  is  expected,  this  will  open  up  many  House  seats  which 
will  have  to  be  filled  by  new  and  currently  unknown  candidates. 

In  addition  to  the  above  juggling  of  Senate  and  House  positions  due  to  reapportionment. 
Representative  Marc  Westbrook  recently  resigned  to  become  a Family  Court  Judge.  Also, 
Representative  Jean  Toal  has  announced  her  candidacy  for  the  S.  C.  Supreme  Court.  She 
is  expected  to  attain  that  position,  which  would  open  up  another  House  seat.  It  all 
adds  up  to  a fascinating  election  season  in  1984. 

BILL  TO  DELETE  M.  D.  REQUIREMENT  FOR  COMMISSIONER  OF  MENTAL  HEALTH  - H.2864 

SCMA  continues  to  oppose  H.2864,  which  would  do  away  with  our  current  statutory  require- 
ment that  the  Commissioner  of  the  Department  of  Mental  Health  be  a physician.  The  bill 
is  currently  in  the  House  Medical  Affairs  Committee  where  it  is  expected  to  get  its 
first  real  consideration  in  January  of  this  coming  year. 

In  a bit  of  untimely  news  for  those  opposing  this  measure  is  the  fact  that  the  Legislative 
Audit  Council,  an  investigative  arm  of  the  State  Legislature,  recently  published  a report 
which  is  highly  critical  of  the  Department’s  practices  and  patient  care  within  the  Depart- 
ment. This  report  was  almost  vitupretive  in  its  nature,  suggesting  at  one  point  that 
the  hospital  consider  closing  all  but  the  main  gates  of  the  institution.  Reacting  almost 
simultaneously  with  the  issuance  of  the  report,  a small  number  of  politicians  are  calling 
for  the  ouster  of  the  current  Commissioner,  who  is,  of  course,  a physician. 


Arguments  we  should  use  in  defeating  this  legislation  are  1)  medical  doctors  have  better 
knowledge  of  medical /legal  problems  in  the  mental  health  community  (they  understand  the 
subtleties  of  mental  incapacities,  legalities,  etc.);  2)  the  medical  doctor  has  a more 
sympathetic  ear  for  patients  and  their  problems;  and  3)  the  Commissioner  controls  the 
medical  staff  completely  in  a state  department  facility,  such  as  DMH — this  is  not  true 
in  a regular  hospital,  where  the  medical  staff  and/or  the  medical  committee  (with 
approval  by  the  Board  of  Trustees)  controls  the  physicians  coming  on  staff. 

Please  contact  members  of  the  House  Medical,  Military,  Public  and  Municipal  Affairs 
Committee,  especially  the  Health  sub-committee  made  up  of  Rep.  VduZ  V&VvLcJci  [R-W.  Cota..}  f 
Tobias  GadAon  [V-Cka 6.),  V.  L.  ["Woody")  Aydtztto.  [R-CkaA.],  JameA  Lockemy  [V-VWLovi) , 
and  Sam  RoAtzA  [V-Roch  HaM)  . 

OPTOMETRIC  DRUG  BILL  - $.531,  H.2582 


Both  of  the  optometric  drug  bills  now  rest  in  the  Senate  Medical  Affairs  Committee,  where 
the  Chairman  has  promised  SCMA  a hearing.  This  will  be  the  first  chance  SCMA  has  had  to 
present  its  viewpoints  in  a formal  manner,  as  the  House  Medical  Affairs  refused  comment 
from  the  public. 

The  Association’s  position  continues  to  be  in  opposition  to  allowing  optometrists  to 
utilize  prescription  drugs  in  the  human  eye.  Even  if  the  bill  should  pass,  the  legisla- 
tion begs  for  clarifying  language  to  give  the  public  an  understanding  of  what  can  be 
expected  from  this  non-M.D.  professional.  To  allow  the  bill  to  pass  in  its  current  form 
would  be  worse  than  the  present  Chiropractic  Law,  which  has  proved  to  be  a nightmare  for 
legislators,  the  health  care  community,  and  a good  percentage  of  the  general  public.  The 
medical  community  continues  to  urge  amendments  to  the  drug  bill,  specifying  that  1)  the 
bills  list  specifically  any  drugs  that  optometrists  may  utilize;  2)  the  chemical  strengths 
of  these  drugs  be  listed;  3)  the  educational  requirements  be  set  out;  4)  that  provi- 
sions covering  the  necessity  of  optometric  liability  insurance  be  specified;  and  5)  that 
mechanisms  for  appropriate  referral  of  patients  with  eye  disease  be  written  into  the 
legislation. 

Word  has  it  that  the  optometrists  are  blanketing  the  State  Senate  in  hopes  of  being  able 
to  ramrod  the  bill  through  without  amendments.  It  is  extremely  important  that  the  medical 
community  communicate  with  members  of  the  Senate  Medical  Affairs  Committee  primarily,  and 
additionally  with  the  entire  Senate  to  let  them  know  the  dangers  inherent  in  this  legis- 
lation as  introduced. 

SCMA  GOVERNMENT  AFFAIRS  SEMINAR 


Approximately  125  attendees  have  registered  for  the  Government/Legislative  Affairs 
Seminar  being  held  at  the  Marriott’s  Hilton  Head  Resort,  January  27-29,  1984.  All  SCMA 
members  and  spouses  are  invited  to  participate  in  this  workshop-type  meeting,  beginning 
Friday  evening  and  adjourning  on  Sunday  at  noon.  For  those  of  you  who  have  not  sent  in 
your  registration,  we  urge  you  to  do  so,  because  space  is  limited  and  we  are  beginning 
to  fill  up  fast.  Again,  there  is  no  registration  fee.  The  rates  we  have  been  given  are 
excellent,  and  considering  there  will  be  a free  reception  and  dinner  on  Friday  evening, 
this  is  a bargain  you  can  hardly  pass  up.  We  have  an  excellent  faculty  scheduled  to  be 
in  attendance,  and  our  emphasis  will  be  on  helping  physicians  understand  the  changing 
legislative  environment  with  special  emphasis  on  reimbursement  mechanisms,  resulting 
from  the  shift  of  funding  responsibilities  for  health  care  from  the  federal  level  to  the 
individual  states. 
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INSURANCE  EQUALITY  LEGISLATION  - H.2772  (CHIROPRACTORS)  & H.2737  (PSYCHOLOGISTS) 


The  sub-committee  of  the  House  Labor,  Commerce  & Industry  Committee  studying  both  of 
these  bills  will  meet  this  month  to  vote  and  make  recommendations  to  the  full 
committee.  Members  of  the  sub-committee  are:  R&p.  FtLanCAA  X.  AsicJvLbaZd,  Cfarm. , 

Rep.  WdZtiajm  S.  Bsianton,  Rep.  H&ibeAt  U.  F^eXdlng,  Rep.  RobeAt  A.  Kokn,  Rep.  &Ltiy 
Mcleocf,  Rep.  V&UaZ  Ogbusin,  and  Rep.  Ch/uA  VtiaahZ. 

Results  of  this  sub-committee  meeting  will  be  published  in  the  January  issue  of  the 
Update. 

PHYSICIANS  AND  SPOUSES  IN  STATE  ELECTIVE  OFFICE 


SCMA  was  recently  sent  a bulletin  by  the  American  Medical  Association.  This  bulletin 
indicated  that  33  states  now  have  physicians  and/or  spouses  in  state  elective  office 
and  excuse  us  for  waxing  poetic,  but  we  feel  that  this  needs  a little  commentary. 

There  have  been  times  in  the  history  of  the  United  States  when  physicians  served  in 
substantial  numbers  as  elected  or  appointed  representatives  or  in  other  high  positions 
in  state  and  federal  government.  Four  doctors  signed  the  Declaration  of  Independence — 
Lymon  Hall  of  Georgia,  Benjamin  Rush  of  Pennsylvania,  Josiah  Bartlett  and  Matthew 
Thornton  of  New  Hampshire.  A fifth  signer,  Oliver  Wolcott  of  Connecticut,  studied  medi- 
cine but  never  practiced.  Two  physicians  signed  the  Constitution — James  McHenry  of 
Maryland  and  Hugh  Williamson  of  North  Carolina.  The  medical  profession  has  also  produced 
six  Cabinet  members,  fifty-six  Governors  of  state  territories  or  possessions  and  one 
U.  S.  Supreme  Court  Justice — Samuel  Freeman  Miller  of  Kentucky,  a Lincoln  appointee  who 
served  from  1862  until  his  death  in  1890. 

In  the  first  Congress  after  the  U.  S.  Constitution  was  put  into  effect  in  1789,  there 
were  typically  15-18  physicians  serving  in  that  body.  This  number  has  declined  only 
moderately  during  the  span  of  the  19th  Century.  And,  in  this  century  the  number  stays 
around  5 or  6.  Currently,  it  is  5. 

Recent  Governor  Jim  Edwards,  an  oral  surgeon,  was  the  closest  thing  we  have  had  in  the 
upper  hierarchy  of  our  state  government  in  the  last  ten  years  who  could  understand  and 
speak  with  us  on  complicated  medical  issues.  In  the  state  Legislature  we  lost  our  last 
physician  when  Dr.  Frank  Owens,  a highly  respected  family  practitioner  opted  for  retire- 
ment from  that  body  in  1972.  Again,  only  33  states  currently  have  physicians  and  spouses 
in  the  State  Legislatures — even  so,  this  is  promising,  as  the  number  is  up  from  16-18 
only  four  years  ago. 

A few  physicians  serve  on  school  boards  here  and  there  and  on  some  county  and  city 
councils,  but  the  numbers  are  few.  The  reasons  for  the  decline  of  the  politically 
active  doctor  are  easily  understood  when  one  considers  the  long  hours  at  the  office 
and  hospital  and  the  reading  and  study  that  is  required  to  stay  abreast  of  developments 
in  the  physician's  field.  This  is  even  more  true  for  doctors  practicing  in  small  towns. 

Although  we  have  good  reasons  for  working  the  long  hours  we  do  and  our  deep  involvement 
in  community  matters,  our  influence,  especially  in  the  State  Legislature,  has  waned  con- 
siderably over  the  years.  The  SCMA  urges  each  of  you  to  think  seriously  about  somehow 
getting  involved  in  the  political  arena.  There  are  others  out  there  who  do  not  have  the 
best  interest  of  the  health  care  community  in  mind,  and  if  we  do  not  involve  ourselves, 
they  will  be  the  ones  to  control  the  decision-making  process.  As  our  President,  Randy 
Smoak,  M.  D. , says,  "conceAn  tkyAeZfi". 
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SCAPELL  PREPARES  FOR  1984  SESSION 


SCAPELL  members  are  advised  that  now  is  the  time  to  become  acquainted  with  the  legislator 
or  legislators  you  will  be  contacting.  For  many  on  the  SCAPELL  team  who  are  personally 
acquainted  with  or  have  long-standing  rapport  with  your  constituent  legislators,  you 
need  only  to  contact  him/her  and  re-establish  that  contact. 

Between  now  and  the  time  the  Legislature  opens  (January  10,  1984),  you  may  wish  to 
consider  some  of  the  following: 

1.  Invite  the  legislator  and  spouse  to  dinner  with  you  and  your  spouse. 

2.  Plan  a reception  (preferably  in  your  home)  and  invite  the  legislator, 
spouse  and  your  colleagues  and  their  spouses  to  talk  about  items  of 
interest  to  the  profession  anc  issues  affecting  the  health  care  needs 
of  the  people. 

3.  Invite  the  legislator  to  be  your  guest  at  a service  club  (Rotary,  Lion, 

Kiwanis,  etc.)  meeting. 

4.  Write  a letter  offering  your  help  on  health  issues  and  explain  that  you 
will  be  contacting  him/her  on  matters  which  are  important  to  the  profes- 
sion and  the  public. 

5.  Invite  the  legislator  to  play  golf /tennis  or  offer  to  take  him/her  to  a 
sports  event  or  social  affair. 

6.  At  the  very  least,  be  certain  to  talk  to  your  legislator,  if  possible, 
in  person.  If  that  cannot  be  arranged,  call  and  tell  him/her  that  you 
look  forward  to  working  together  during  the  coming  session. 

Please  make  that  initial  contact  soon — it  is  important  to  do  this  before  the  Legislature 
convenes  in  January. 

SCMA  MEMBERS  CONTACT  CONGRESSMEN 


Many  South  Carolina  physicians,  particularly  SCAPELL  members,  recently  contacted  their 
U.  S.  Representatives  concerning  amendments  proposed  by  Chairman  Daniel  Rostenkowski 
(D-Ill.)  to  H.R.4170,  the  Tax  Reform  Act. 

A key  action  took  place  on  November  17,  when  a proposed  rule  on  H.R.4170  was  defeated 
by  a vote  of  214-204.  That  proposed  rule  would  have  prevented  members  of  the  House  of 
Representatives  from  being  able  to  vote  on  each  one  of  the  three  aspects  of  the  Medi- 
care proposal  contained  in  the  tax  bill  separately. 

Those  crucial  provisions  would  have  frozen  physicians’  Medicare  fees  and  would  have 
mandated  assignment  for  physicians'  services  to  hospital  inpatients  under  Medicare, 
with  related  criminal  enforcement  provisions.  With  the  defeat  of  the  proposed  rule, 
efforts  to  enact  the  Rostenkowski  provisions  were  abandoned  for  the  1983  session. 

This  critical  issue,  however,  is  not  likely  to  go  away.  Rostenkowski  has  promised  to 
con  tinu  e to  seek  its  enactment  when  Congress  reconvenes  in  January.  Physicians  res- 
ponded well  in  dealing  with  the  recent  situation.  It  is  likely  that  even  more 
strenuous  efforts  will  be  required  when  Congress  returns  next  year. 

DOCTOR  OF  THE  DAY  VOLUNTEERS  NEEDED 


Once  again,  the  SCMA  will  be  providing  the  Doctor  of  the  Day  Program  at  the  S.  C.  State 
House  for  Legislators  ajid  their  employees  during  the  Legislative  Session.  The  session 
begins  on  January  10,  1984,  and  physicians  have  already  begun  signing  up  for  either  a 
Tuesday,  Wednesday  or  Thursday  during  the  session,  which  is  expected  to  run  through  May. 
Please  contact  the  SCMA  offices  at  252-6377  if  you  would  be  willing  to  donate  one  day 
to  this  worthwhile  program. 
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DISLOCATION  OF  THE  MANUBRIUM  FROM 
THE  BODY  OF  THE  STERNUM* 


R.  RANDOLPH  BRADHAM,  M.D.** 

Dislocation  of  the  manubrium  from  the  body  of 
the  sternum  is  an  uncommon  injury  which  is 
usually  caused  by  forceful  flexion  of  the  chest. 
There  is  a paucity  of  information  about  this  injury 
in  textbooks  on  trauma  of  the  chest.  Only  one 
article  on  this  subject  was  found  by  a Medline 
Search  of  the  English  literature.  Cameron1  re- 
ported a case  which  he  followed  by  observation. 
One  year  later  the  manubrium  was  still  displaced 
posteriorly  and  movement  of  the  manubrium  and 
sternum  produced  a click.  There  was  no  mention 
of  this  injury  in  several  prominent  thoracic  sur- 
gery textbooks.2-  3-  4>  5 Kirsh  and  Sloan6  did  not 
include  this  injury  in  their  book  Blunt  Chest 
Trauma,  recently  published.  Furthermore,  an  in- 
quiry of  them  revealed  that  neither  had  encoun- 
tered this  injury.7 

The  injury  results  in  a painful  instability  of  the 
sternum  with  little  probability  of  stabilization 
other  than  by  operative  repair.  There  is  hyaline 
cartilage  interposed  between  the  two  sternal  seg- 
ments and  this  prevents  primary  union.  Motion 
between  the  two  sternal  segments  occurs  with 
respiration  and  with  physical  activity.  Repair  is 
complicated  by  separation  of  the  two  ends  after 
the  ligamentous  structure  is  removed.  For  proper 
union,  it  is  necessary  to  align,  in  good  position, 
fresh  bone  to  fresh  bone. 

Two  patients  with  sternal  dislocation  have  been 
treated  recently  by  operative  repair.  Both  were 


° From  the  Department  of  Surgery,  Roper  Hospital, 
Charleston,  S.  C. 

Address  correspondence  to  Dr.  Bradham  at  315  Calhoun 
Street,  Suite  405,  Charleston,  S.  C.  29401. 


young  male  construction  workers.  One  fell  from  a 
roof  and  landed  on  his  upper  back  and  shoulders 
causing  severe  flexion  of  his  body  as  his  knees 
continued  downward  toward  his  head.  (Figure  1) 
The  other  patient  sustained  injury  when  a brick 
wall  collapsed  and  fell  on  him  forcing  his  head 
and  chest  downward  toward  his  knees.  (Figure  2) 
Both  patients  had  a “snapping”  back  and  forth 
with  inspiration  and  expiration.  The  motion  was 
easy  to  palpate  at  the  junction  of  body  and  man- 
ubrium. The  upper  end  of  the  body  dislocated 
anterior  to  the  lower  end  of  the  manubrium. 
(Figure  3)  One  patient  had  repair  several  days 
following  his  accident.  The  other  was  delayed  for 
six  weeks  due  to  other  injuries.  The  latter  re- 


i \ 
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FIGURE  1.  Severe  flexion  of  body  caused  by  fall  and  land- 
ing on  back  and  shoulders. 
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mained  painful  and  there  was  no  lessening  of  the 
instability. 

This  injury  must  be  differentiated  from  a true 
fracture  of  either  segment  of  the  sternum.  The 
true  fracture  is  often  not  displaced  and  usually 
will  heal  without  operative  intervention.  Figure  4 
shows  a fracture  of  the  body  of  the  sternum  below 
the  junction  with  the  manubrium.  This  fracture 
occurred  when  a young  male  fell  from  a tree  and 
his  power  saw  struck  him  in  the  chest  when  he  hit 
the  ground.  It  healed  well  with  no  instability. 

REPARATIVE  TECHNIQUE 

The  sternum  was  exposed  through  a vertical 
incision  in  the  first  patient  and  by  a transverse 
incision  in  the  second  patient.  The  latter  was  done 
in  order  to  procure  some  bone  fragments  from  the 
outer  table  of  the  second  rib  to  use  as  a bone  graft. 
The  end  of  each  segment  was  exposed  by  elevators 
and  all  interposing  ligamentous  and  cartilagenous 
tissue  removed.  Each  bone  end  was  freshened 
with  a rasp  or  curet  to  gain  a bleeding  bone  end. 
Drill  holes  were  made  so  that  two  heavy  wires 
could  be  placed  in  a vertical  direction.  These  were 
secured  by  twisting  until  the  bone  ends  were 
snugly  united.  (Figure  5)  In  the  second  case,  it  was 
necessary  to  interpose  some  bone  fragments.  At 
the  end  of  each  operation,  the  fixation  appeared 
strong  with  no  movement  of  the  two  sternal  seg- 


FIGURE  2.  Severe  flexion  of  body  caused  by  weight  of  wall 
collapsing  on  patient. 


FIGURE  3.  A and  B — Position  of  body  of  sternum  and  manubrium  after  injury. 
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ments.  Both  healed  satisfactorily  and  in  good  posi- 
tion. (Figure  6) 

There  is  little  merit  in  waiting  to  see  if  stability 
will  occur  following  this  injury,  as  that  is  unlikely 
and  only  prolongs  the  period  of  disability.  It  is 
essential  that  a strong  union  in  good  position  be 
obtained  because  motion  at  this  site  is  painful  and 
greatly  aggravated  by  physical  activity.  Close  fol- 
low postoperatively  is  strongly  recommended  to 
detect  early  evidence  of  non-union  and  motion  at 
site  of  the  repair.  Limited  physical  activity  is 
allowed  at  eight  weeks.  Full  physical  activity  is 
not  allowed  before  three  months  after  repair.  □ 
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FIGURE  5.  Diagram  of  repair  of  dislocation  of  sternal 
segments. 


FIGURE  6.  Post  repair  showing  good  position  of  sternal 
segments. 


December  1983 


671 


Practice 
Made  Perfect 

In  Navy  Medicine  the  emphasis  is  on  patients,  not  paperwork. 

As  a Navy  doctor  you  step  into  an 
active  and  challenging  group  practice. 

You  work  with  state-of-the-art  equip- 
ment and  the  best  facilities  available. 

Highly  trained  physician’s  assistants, 
hospital  corpsmen,  nurses  and 
hospital  administrators  not  only 
provide  medical  support,  they 
attend  to  almost  all  the  paper- 
work. As  a result,  you’re  free  to 
make  medical  decisions  based  solely 
on  the  needs  of  your  patients. 

Along  with  your  professional  development,  you’ll  enjoy 
the  lifestyle  and  fringe  benefits  of  a Navy  officer.  Beginning 
salaries  are  competitive  with  civilian  practice  for  most 
specialists. 

To  learn  more  about  the  Navy’s  practice  made  perfect, 
send  your  curriculum  vitae  or  call: 


BeThe  Doctor 
You  Want  To  Be.  InThe  Navy. 

DONNIE  COKER 
Navy  Medical  Programs 
P.O.Box  2711 
Columbia,  S.  C.  29202 
1-800-922-2135 


672 


The  Journal  of  the  South  Carolina  Medical  Association 


MOPED  ACCIDENTS  IN  SOUTH  CAROLINA* 


TERRANCE  P.  McHUGH,  M.D. 

ELVA  C.  STINSON,  M.D. 

Because  of  their  small  size,  low  cost,  and  ease  of 
operation,  mopeds  are  becoming  an  increasingly 
popular  means  of  transportation.  The  National 
Highway  Traffic  Administration  has  predicted 
that  by  1984  there  will  be  2.5  million  mopeds  in 
use  throughout  the  United  States.  They  will  be 
responsible  for  an  estimated  1,200  deaths  an- 
nually. Furthermore,  it  is  predicted  that  in  any 
given  year  4%  of  all  mopeds  will  be  involved  in  an 
accident.1 

Because  mopeds  are  classified  as  bicycles  in 
most  states,  driving  licenses  and  protective  head 
gear  are  not  usually  required.  While  age  require- 
ments also  vary  from  state  to  state,  South  Carolina 
requires  that  the  operator  of  a moped  be  only  12 
years  of  age  or  older  (personal  communication 
from  the  Highway  Patrol). 

A computerized  search  of  the  medical  liter- 
ature covering  the  past  10  years  has  shown  that 
nothing  has  been  written  specifically  about 
moped  injuries.  Because  of  their  classification  as 
bicycles,  most  states  do  not  even  collect  informa- 
tion about  moped  accidents.  South  Carolina  has 
been  collecting  such  information  since  1977. 
Using  this  information  as  a source,  the  authors 
studied  the  nature  and  frequency  of  moped  acci- 
dents and  made  recommendations  for  their 
prevention. 

METHODS 

Accident  statistics  over  the  five-year  period 
from  1977  through  1981  were  obtained  from  the 
South  Carolina  Department  of  Highways  and 
Public  Transportation.  During  this  five-year  in- 
terval there  were  909  accidents  and  30  deaths 
resulting  from  the  collision  of  a motor  vehicle  with 
a moped.  There  were  an  additional  40  accidents 
and  one  death  reported  that  resulted  from  acci- 
dents only  involving  the  moped.  Each  accident 
had  been  investigated  by  the  Highway  Safety 
Division  and  categorized  for  the  following;  pres- 
ence of  injuries,  age  and  sex  of  operator,  date  and 


° From  the  Department  of  Emergency  Medical  Services, 
Richland  Memorial  Hospital,  3301  Harden  Street,  Colum- 
bia, S.  C.  29203. 


time  of  day,  weather  condition,  location,  specific 
traffic  violations,  and  presence  of  a driver’s 
license. 

RESULTS 

Analysis  of  the  909  moped  vs.  motor  vehicle 
accidents  showed  that  794  (87%)  involved  male 
operators  and  115  (13%)  female  operators.  The 
age  of  the  accident  victim  varied  but  the  single 
largest  group  included  those  between  the  ages  of 
10  and  15  (see  Table  1).  Nearly  50%  of  the  acci- 
dents occurred  when  the  moped  was  travelling  at 
speeds  less  than  15  mph  and  nearly  80%  at  speeds 
less  than  25  mph.  Seventy-seven  percent  of  the 
accidents  took  place  during  the  daytime  under 
conditions  described  as  clear  and  dry.  Only  seven 
percent  of  the  accidents  happened  during  rainy 
weather  conditions.  While  there  was  no  specific 
day  of  the  week  that  showed  a peak  occurrence, 
there  was  a definite  seasonal  variation  (see  Figure 
1).  Of  the  total  909  accidents  investigated,  the 
moped  operator  was  found  not  to  possess  a driver’s 
license  in  756  (83%). 

The  operator  of  the  moped  was  judged  to  be  at 
fault  in  523  (58%)  of  the  accidents.  The  driver  of 
the  other  vehicle  was  found  to  be  at  fault  in  330 
(36%)  of  the  cases.  No  determination  of  cause 
could  be  established  in  the  remaining  six  percent 
of  the  cases.  In  those  accidents  where  the  moped 


Table  I 

Age  of  Moped  Accident  Victims 


Age 

% 

0-10 

1% 

10-15 

45% 

16-21 

22% 

22- 

32% 

100% 

Out  of  909  accidents,  age  statistics  were  available  on  887 
victims.  The  above  table  shows  the  distribution  of  ages  for  the 
moped  accidents  reported  over  the  five-year  period  from  1977 
through  1981. 
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5-YEAR  CUMULATIVE  TOTALS 


JFMAMJJASOND 


Month 

FIGURE  1.  This  graph  shows  the  month  of  the  year  that 
each  accident  occurred  in.  A total  of  909  moped  accidents 
over  a 5-year  period  are  shown. 

operator  was  at  fault,  specific  traffic  violations 
included  the  following:  failure  to  yield  right  of 
way,  33%;  turning  unlawfully,  18%;  disregarding 
signs  or  signals,  15%;  following  too  closely,  8%;  on 
the  wrong  side  of  the  road,  6%;  and  passing  un- 
lawfully, 6%.  In  those  accidents  that  the  driver  of 
the  motor  vehicle  caused,  major  traffic  violations 
included  the  following:  failure  to  yield  right  of 
way,  50%;  turning  unlawfully,  13%;  following  too 
closely,  12%;  and  passing  unlawfully,  6%. 

During  the  five-year  study  period,  the  total 
number  of  moped  accidents  has  shown  a steady 
increase  (see  Figure  2).  A total  of  31  deaths  have 
occurred.  It  should  be  stressed  that  all  but  one  of 
these  deaths  involved  a collision  with  a motor 
vehicle.  The  annual  deaths  caused  by  moped  acci- 
dents can  be  seen  in  Figure  3.  (As  of  November, 
1983,  there  have  been  an  additional  13  moped 
fatalities).  Over  the  5-year  study  period  there 
have  been  252  incapacitating  injuries  and  154 
non-incapacitating  injuries. 

DISCUSSION 

A moped  is  a motor-driven  cycle  that  can  also 
be  pedaled.  Most  modern  mopeds  are  engineered 
to  attain  maximum  speeds  of  approximately  30 
mph.1  In  South  Carolina,  the  moped  must  be 
capable  of  being  physically  pedaled  or  it  becomes 
classified  as  a motorcycle  and  subject  to  a differ- 
ent set  of  regulations.  Currently,  the  State  of  South 
Carolina  does  not  require  mopeds  to  be  registered, 
nor  does  it  require  that  the  operator  obtain  a 
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driver’s  license  or  wear  a protective  helmet. 

Most  studies  in  the  literature  deal  with  the 
problem  of  motorcycle  accidents  instead  of 
mopeds.  A modern  epidemic  of  tragic  death  and 
disability  has  been  well  documented  in  their  find- 
ings.2'5 Although  mopeds  are  not  capable  of  the 
greater  speeds  that  these  larger  machines  can 
achieve,  they  still  share  many  of  the  following 
hazards:  the  operator  is  exposed  and  relatively 
unprotected;  the  moped  and  operator  are  fre- 
quently not  seen  by  the  driver  of  a passing  or 
approaching  vehicle;  the  operator  is  frequently 
inexperienced  and  not  very  knowledgeable  about 
the  “rules  of  the  road.” 

A review  of  injury  patterns  to  motorcyclists 
shows  that  most  injuries  affect  the  limbs.  The  legs 
are  injured  almost  twice  as  commonly  as  the  up- 
per extremities.6-  7 While  head  injuries  occurred 
in  only  34%  of  the  total  number  of  accidents,  they 
were  found  in  64%  of  all  the  fatal  accidents.7  With 
the  repeal  by  many  states  of  mandatory  helmet 
laws  beginning  in  1976,  fatal  motorcycle  acci- 
dents have  shown  a national  increase.  Motorcy- 
clists that  stop  wearing  helmets  are  twice  as  likely 
to  suffer  a head  injury  and  nine  times  as  likely  to 
be  killed  by  this  means  after  an  accident.8 

There  is  no  reason  to  believe  that  moped  acci- 
dents will  not  share  a common  injury  pattern. 
Preliminary  results  of  a moped  injury  survey  that 
the  authors  are  currently  undertaking  do  show  a 
preponderance  of  lower  leg  and  head  injuries. 


Moped  Accidents  and  Injuries 
By  Year 


Year 


FIGURE  2.  The  total  number  of  moped  accidents  for  each 
year  is  shown  as  a solid  bar.  The  hatched  section  represents 
the  known  injuries  that  occurred  each  year.  Both  moped 
accidents  as  well  as  injuries  seem  to  be  rising. 
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Moped  Deaths 
In  South  Carolina 
By  Year 


1977  1970  1979  1980  1981 


FIGURE  3.  The  total  number  of  deaths  each  year  from 
moped  accidents  is  shown  above.  All  but  one  death  resulted 
from  collisions  with  a motor  vehicle. 

Prevention  of  moped  injury  and  death  should 
follow  the  traditional  three-prong  approach:  pre- 
vention of  the  accident,  prevention  of  injury,  and 
improved  care  of  the  accident  victim.2 

Prevention  of  the  accident  should  be  utmost  in 
importance  and  is  likely  to  give  the  most  benefit 
for  the  least  cost  to  society.  Many  studies  have 
shown  that  the  simple  acts  of  wearing  bright 
clothing  and  using  headlights  even  during  day- 
time hours  will  make  the  operator  more  highly 
visible  and,  therefore,  less  likely  to  be  hit  by 
another  vehicle.6  Some  form  of  driver  education 
and  limited  licensing  procedure  would  ensure 
that  all  moped  operators  had  at  least  a minimal 
knowledge  of  traffic  laws.  Raising  the  age  re- 
quirement to  15  or  16  years  of  age  and  then  strict 
enforcement  would  remove  many  immature 
moped  operators  off  of  the  road  (where  most  fatal 
accidents  occur).  Because  many  motorcycle  acci- 
dents occur  on  weekend  nights,  some  studies  have 
suggested  that  drivers  of  certain  age  groups 
should  be  prohibited  from  operating  their  cycles 
during  these  times.9  It  is  unsure  what  effect  this 
would  have  on  moped  accidents.  Most  studies  also 
point  to  the  increasing  role  that  teenage  alcohol 
abuse  is  playing  in  motorcycle  accidents.  At- 
tempts must  be  made  to  reach  moped  operators  of 
all  ages  and  educate  them  about  this  danger. 

Prevention  of  fatal  injuries  would  be  most 
helped  if  the  moped  driver  wore  a helmet.  There 


is  no  evidence  that  using  a helmet  restricts  vision 
or  leads  to  more  neck  injuries.10  Since  motorcy- 
clists under  21  years  of  age  are  required  to  wear  a 
helmet  in  South  Carolina,  and  because  most 
moped  accidents  also  occurred  in  this  age  group, 
consideration  should  be  given  to  making  helmet 
usage  mandatory  for  those  moped  operators  un- 
der 21  years  of  age.  It  should  also  be  stressed  that 
mopeds  are  not  designed  to  carry  more  than  one 
person. 

Improved  care  of  the  accident  victim  centers  on 
the  severely  injured  case.  Because  of  the  high 
incidence  of  orthopedic  and  neurosurgical  trauma 
encountered,  arrangements  should  exist  for  trans- 
ferring such  patients  to  a center  capable  of  sophis- 
ticated studies  (arteriography,  computerized  axial 
tomography,  etc.).  Of  course,  most  moped  injuries 
will  not  require  this  level  of  care  and  can  ade- 
quately be  cared  for  at  the  nearest  hospital  or 
emergency  care  center. 

SUMMARY 

Mopeds  are  increasing  in  popularity  as  a means 
of  transportation.  Unfortunately,  the  accident 
rate  is  also  increasing  and  usually  involves  un- 
licensed adolescent  males.  Injuries  to  the  head  and 
legs  are  common.  Measures  to  prevent  moped 
accidents  and  reduce  the  severity  of  injuries 
should  include  the  following:  wearing  of  bright 
clothing,  continuous  use  of  a headlight,  some  form 
of  protective  helmet,  and  raising  the  minimal  age 
requirements  that  now  exist.  In  addition,  consid- 
eration should  be  given  for  some  form  of  re- 
stricted license  to  ensure  that  all  moped  operators 
have  at  least  some  minimal  knowledge  of  traffic 
laws.  The  South  Carolina  Medical  Association 
should  firmly  back  any  proposed  legislative  mea- 
sures that  would  lead  to  a reduction  in  such  poten- 
tially tragic  accidents  among  what  is  predomi- 
nantly a pediatric  and  adolescent  age  group. 
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"I  told  him  to  get  help 
for  his  drinking.  He 
told  me  to  go  to  hell." 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self-growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro- 
blem with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall. 


JCAH  ACCREDITED.  BLUE  CROSS/CHAMPUS  PROVIDER. 
MOST  PRIVATE  INSURANCE  ACCEPTED. 


FENWICK  HALL 

John  H.  Magill,  Executive  Director 
P.O.  Box  688,  Johns  Island,  South  Carolina  29455  (803)  559-2461 
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NEWSLETTER 


MEDICAID  CROSSOVER  CLAIMS:  ENFORCEMENT  OF  ASSIGNMENT 

The  SCMA  has  been  advised  by  the  S.  C.  Department  of  Social  Services  that  the 
agency  will  begin  enforcing  the  requirement  for  acceptance  of  assignment  on 
crossover  claims  (Med  i care/Med i ca i d) . This  has  been  a long-standing  require- 
ment that  physicians  MUST  accept  assignment  on  crossover  claims  as  well  as  on 
regular  Medicaid  claims,  and  DSS  plans  to  implement  this  requirement  as  of 
January  1 , 1 984 . 

The  SCMA  Committee  on  Medicaid  and  Indigent  Care,  Chaired  by  william  H.  Hester, 

M.  D.,  noted  that  potential  savings  would  result  from  enforcement  of  this  policy, 
and  recommended  to  DSS  that  such  savings  in  payment  of  claims  not  checked  for 
acceptance  of  assignment  should  be  placed  in  the  physicians'  budget  for  reim- 
bursement of  physicians'  services,  and  be  applied  specifically  to  office  visits 
and  obstetrical  fees. 

The  DSS  Board  has  endorsed  this  recommendation  and  plans  to  implement  the  fee 
increases  January  1,  1984,  pending  clarification  of  a proviso  in  the  current 
Appropriations  Act.  The  proposed  change  should  result  in  an  increase  for  total 
obstetrical  care  (59400)  to  $375.15  and  for  a limited  office  visit  (90050)  to 
$10.40.  Other  office  visit  codes  will  be  increased  proportionately . 

The  SCMA  Committee  on  Medicaid  & Indigent  Care  continues  to  work  with  DSS  staff 
in  attempts  to  improve  relations  with  the  physician  community.  The  SCMA  has 
written  the  new  Commissioner,  Mr.  Solomon,  to  commend  DSS  staff  on  the  progress 
made  thus  far  in  what  has  been  a cooperative  and  willing  manner. 


ADDITIONAL  HOSPITAL  DAYS  FOR  HIGH  RISK  INFANTS 

Another  important  action  taken  by  the  DSS  Board  last  month  was  to  approve  adding 
ten  additional  days  of  hospital  care  to  the  current  12  days  allowed  for  high 
risk  infants  under  the  Medicaid  program.  The  implementation  date  of  this  increase 
is  also  planned  for  January  1,  1984. 

The  SCMA  Committee  on  Perinatal  and  Maternal  Health  has  expressed  strong  concern 
regarding  the  hospital  days'  allowance  for  high  risk  infants,  and  is  working  with 
the  SCMA  Committee  on  Medicaid  & Indigent  Care  towards  progress  in  the  over-all 
area  of  funding  for  NICU's  for  critically  ill  low  birth  weight  infants  of  in- 
digent parents. 


UPDATE : BC/BS  ADVANCE  CERTIFICATION  FOR  WEEKEND  ADMISSIONS 


The  SCMA  has  been  notified  that  Blue  Cross  and  Blue  Shield  has  delayed  imple- 
mentation of  the  advance  certification  requirement  for  elective,  non-emergency, 
non-obstetr i cal  hospital  admissions  on  Fridays  or  Saturdays.  Originally  sche- 
duled to  become  effective  November  1,  this  advance  certification  requirement  will 
now  apply  to  such  hospital  admissions  after  December  15,  1983- 

In  addition,  the  program  will  not  be  considered  mandatory,  and  physicians  have 
the  option  to  consider  the  program  on  behalf  of  their  patients  when  appropriate. 
Although  the  program  is  optional,  however,  ALL  ELECTIVE  WEEKEND  ADM I SSI ONS  WILL 
BE  MONITORED  BY  BLUE  CROSS  AND  BLUE  SHIELD , WITH  HOSPITAL  ROOM  AND  BOARD  CHARGES 
DENIED  FOR  THOSE  INPATIENT  DAYS  NOT  FELT  TO  BE  MEDICALLY  NECESSARY. 

For  further  information  and/or  assistance , call  Blue  Cross  and  Blue  Shield , 
Health  Care  Services  Center , 788-8564 . 


SCMA  ENDORSES  I.  C.  SYSTEM,  INC. 


The  South  Carolina  Medical  Association  has  officially  endorsed  I.  C.  System,  Inc., 
as  a reliable  collection  service.  This  endorsement  is  designed  to  benefit  both 
individual  members  and  the  Association  as  a whole. 

I.  C.  System  has  been  in  the  collection  business  since  1938,  and  serves  members  of 
approximately  1,000  business  and  professional  associations  across  the  country, 
including  many  in  South  Carolina.  All  collection  practices,  procedures,  and 
materials  used  by  I.  C.  System  have  been  scrutinized  by  the  FTC,  and  the  Company 
is  fully  aware  of  what  it  can  and  cannot  do  on  behalf  of  its  clients. 

Endorsed  by  many  SCMA  members  already  using  their  services,  I.  C.  System  indem- 
nifies and  protects  physicians  against  legal  action  resulting  from  collection 
activities  carried  out  by  the  company  on  their  behalf.  In  addition  to  SCMA 
members  having  the  services  of  a firm  with  a solid  record  of  success  in  collecting 
overdue  accounts,  the  Association  will  benefit  by  a return  on  commissions,  thus 
helping  the  SCMA  with  additional  needed  income. 

Watch  for  information  regarding  this  new  benefit  for  SCMA  members  to  be  mailed 
shortly  after  the  first  of  the  year. 


AGREEMENT  BETWEEN  STATE  MEDICAL  EXAMINING  BOARD  AND  NURSING  BOARD 

The  SCMA  Council  has  reviewed  and  endorsed  an  agreement  between  the  State  Board 
of  Medical  Examiners  and  the  State  Nursing  Board  which  has  been  finalized  and 
forwarded  to  the  Attorney  General's  office.  The  agreement  stipulates  the 
conditions  under  which  physicians  may  delegate  certain  functions  to  Nurse  Prac- 
titioners, and  is  the  result  of  long  hours  of  discussions  between  the  parties 
i nvol ved . 

If  approved  by  the  Attorney  General , this  document  should  clarify  and  establish 
a clearer  working  relationship  between  the  two  Boards  and  the  medical  and  nursing 
professions . 


PHYSICIAN  RESPONSE  TO  CHARLES  POST  FUND-RAISING  EFFORT 


The  response  from  physicians  throughout  the  state  to  an  appeal  from  the  SCMA 
and  the  Charleston  County  Medical  Society  for  monies  to  assist  Charles  Post, 
M.  D.,  has  been  very  gratifying  thus  far.  As  this  Newsletter  goes  to  press, 
funds  received  at  SCMA  Headquarters  total  over  $15,000,  and  donations  sent  to 
the  Charleston  County  Medical  Society  total  approximately  $12,000. 


Donations  are  still  being  accepted  and  may  be  mailed  to  the  SCMA,  made  payable 
to  The  Charles  Post  Fund , SCIMER  (South  Carolina  Institute  for  Medical  Education 
and  Research).  SCIMER  is  the  SCMA’s  eleemosynary  arm.  Contributions  are,  of 
course,  tax  deductible. 


WORKMEN'S  COMPENSATION  CLAIMS  PROCESSING  PACKAGE 

Physicians  experiencing  problems  with  filing  Workmen's  Compensation  claims  on 
the  Industrial  Commission's  14-A  form  may  now  obtain  a computer  package  designed 
by  a South  Carolina  physician  which  will  create  a facsimile  of  the  required  form 
l4-A  on  standard  8 1/2  x 11  paper.  The  package  can  be  modified  to  work  on  almost 
any  computer,  and  is  available  at  costs  from  $85  to  $125,  depending  on  the  type 
computer  on  which  it  will  be  used.  Approximately  30  minutes'  training  time  is 
required,  and  an  instruction  manual  is  included  in  the  cost. 

For  information  on  how  this  computer  package  may  be  obtained,  contact  Ms.  Debbie 
Shealy  at  SCMA  Headquarters  (252-6311) , or  Asbury  Williams,  M.  D.,  P.  O.  Box 
4340,  Surf side  Beach,  S.  C . 29577  ( 238-5654 ) . 

ATTENTION:  PHYSICIANS  PROVIDING  DIRECT  PATIENT  SERVICES  TO  HOSPITALS 


Physicians  providing  direct  patient  care  services  to  hospitals  should  refer 
to  letter  from  the  Medicare  Intermediary , dated  November  18,  1983,  and  signed 
by  Mr.  Blake  Williams , Senior  Director , Alternate  Delivery  Systems /Health  Care 
Services . The  information  requested  in  that  letter  and  on  the  attachment  which 
was  included  is  urgently  needed  in  order  to  compile  data  and  establish  Part  B 
Customary  Charges,  as  directed  by  HCFA.  Failure  to  submit  the  information 
requested  will  result  in  reimbursements  being  suspended  until  such  time  as  the 
information  is  furnished  by  either  the  physician  or  the  Hospital  Administrator . 

IF  YOU  PROVIDE  SUCH  DIRECT  PATIENT  SERVICES  TO  HOSPITALS  AND  NEED  ANY  ASSISTANCE 
OR  HAVE  ANY  QUESTIONS,  CONTACT  JOHN  DART  IN  PROVIDER  AUDIT  AND  REIMBURSEMENT , 
788-3860 , EXT.  2562. 


******** 

The  leadership  and  staff  of  the  South  Carolina  Medical 
Association  extend  best  wishes  for  a joyous  Holiday 
Season  and  a peaceful  and  prosperous  new  year  in  1984. 


CAPSULES.  . . . 


. . . .Waitus  O.  Tanner,  M.  D.,  a Past  President  of  the  SCMA,  has  been  elected  Chairma 
the  Board  of  Trustees  of  the  S.  C.  Chapter,  American  Academy  of  Family  Physicians. 
...John  J.  Alion,  M.  D. , and  John  R.  Timmons,  M.  D. , have  been  awarded  honorary 
membership  status  in  the  SCMA.... The  Orangeburg  Kiwanis  Club  has  honored  W.  O. 
Whetsell,  M.  D.  , by  naming  him  as  Citizen  of  the  Year,  for  his  contributions  to 
the  field  of  med i c i ne . . . . Warren  Y.  Adkins,  M.  D . , has  been  elected  to  the  Nomina- 
ting Committee  of  the  American  Academy  of  Otolaryngology  - Head  and  Neck  Surgery. 

JOURNAL  CANCER  SYMPOSIUM  ISSUE  WINS  NATIONAL  AWARD 


The  Cancer  Symposium  issue  of  The  Journal  of  the  South  Carolina  Medical  Associa - 
tion  (Volume  79,  April,  1983)  has  received  a national  Award  of  Merit  from  the 
American  Cancer  Society.  This  award  was  presented  to  the  S.  C.  Chapter  of  the 
American  Cancer  Society  at  the  recent  Annual  Meeting  of  the  national  organization. 

The  S.  C.  Chapter  plans  to  recognize  the  SCMA's  contribution  of  Journal  space 
and  editorial  assistance  by  the  presentation  of  a plaque  to  the  Association  at 
the  state  Cancer  Society's  Annual  Meeting  in  March,  1984. 

Special  thanks  go  to  Guest  Editor,  Richard  P.  von  Buedingen,  M.  D . , and  Editorial 
Board  Member,  Frederick  L.  Greene,  M.  D.,  who  served  on  the  Editorial  Staff 
of  this  symposium  issue. 


PREVENTIVE  MEDICINE  RESIDENCY  ESTABLISHED 


The  Department  of  Preventive  Medicine  and  Community  Health,  University  of  South 
Carolina  School  of  Medicine,  is  recruiting  physicians  who  have  had  one  or  more 
years  of  approved  clinical  residency  training  for  its  new  Preventive  Medicine 
Residency  which  will  commence  in  July  of  1984. 

The  two-year  residency  will  consist  of  an  academic  year  in  which  residents  will 
be  enrolled  at  the  USC  School  of  Public  Health,  taking  courses  leading  to  the 
degree  of  Master  of  Public  Health,  followed  by  a practicum  year  of  required  and 
elective  work-study  rotations  in  various  settings,  such  as  DHEC.  Physicians 
who  already  have  an  M.  P.  H.  or  academic  equivalent  may  be  enrolled  directly 
into  the  practicum  year. 

Stipends  will  be  paid  to  residents  in  the  Range  of  $1 7 ,000~$20 ,000.  Interested 
physicians  should  contact:  Alan  Chovil , M.  D.,  M , P.  H . , Department  of  Pre- 
ventive Medicine  and  Community  Health,  USC  School  of  Medicine , Columbia  29208 
(733-3306) . 

INTERESTED  IN  COMPUTERIZING  YOUR  MEDICAL  OFFICE? 


More  and  more  physicians  are  asking  questions  such  as  "Can  a computer  help  in  my 
office  practice?"  The  SCMA  has  been  notified  of  the  availability  of  a resource 
which  may  help  you  decide  if  computerizing  your  office  would  be  worth  the  invest- 
ment in  dollars  and  time.  Computerizing  Your  Medical  Office:  A Guide  for  Phy- 
sicians and  Their  Staffs  is  available  for  the  introductory  price  of  $17.50 
plus  a $1.50  handling  charge  from;  Medical  Economics  Books,  Box  157,  Florence, 

KY  41042. 


CHARACTERIZATION  OF  RABIES 
CONSULTATIONS  IN  SOUTH  CAROLINA, 
1979-1981* 

KENNETH  L.  REYNOLDS,  D.V.M.,  M.P.H.** 

RICHARD  L.  PARKER,  D.V.M.,  M.P.H. 


Rabies  is  regarded  worldwide  as  one  of  the  most 
terrifying  diseases  known.  The  incidence  in  hu- 
mans is  low  in  this  country  with  from  0-5  cases 
reported  a year  during  the  last  20  years.  The 
threat  of  contact  with  a rabid  animal  is  real, 
however,  as  there  were  over  6,000  diagnosed  in 
1982. 1 

In  the  United  States,  approximately  one  million 
people,  or  one-half  percent  of  the  population,  are 
bitten  each  year.  It  is  estimated  that  as  many  as  15 
percent  of  the  children  from  two  to  ten  years  of 
age  are  bitten  annually.2  These  bites  result  in 
rabies  prophylaxis  for  about  30,000  people  a year. 

In  the  past,  the  main  transmitter  and  reservoir 
of  the  disease  has  been  dogs.  Primarily  due  to 
immunization,  the  dog  is  no  longer  the  principal 
vector.  The  greatest  problem  with  rabies  now  is  its 
transmission  by  wild  animals.  In  the  U.  S.  wildlife 
has  accounted  for  more  than  70  percent  of  all 
reported  cases  of  animal  rabies  every  year  since 
1968. 3 The  chance  for  contact  with  a rabid  animal 
is  greater  in  a rural  environment,  and  since  South 
Carolina  is  primarily  rural  it  poses  some  difficult 
problems  in  rabies  control. 

METHODS  AND  OBSERVATIONS 

A project  was  designed  to  review  and  analyze 
the  rabies  consultation  reports  of  the  South  Caro- 
lina Department  of  Health  and  Environmental 
Control  (DHEC)  for  the  period  of  1979-1981.  The 
purpose  of  this  project  was  to  develop  a comput- 
erized surveillance  system  that  could  be  used  to 
accurately  characterize  the  rabies  data  in  South 
Carolina. 


° From  the  Bureau  of  Epidemiology,  South  Carolina  Depart- 

ment of  Health  and  Environmental  Control  and  the  School 

of  Public  Health,  University  of  South  Carolina,  Columbia, 

S.  C. 

Address  correspondence  to  Dr.  Reynolds  at  117  Stonegate 
Drive,  Columbia,  S.  C.  29204. 


A total  of  730  consultations  were  recorded  from 
1979-1981.  The  average  annual  consultation  rate 
for  the  state  was  eight  per  100,000  population  (all 
rates  calculated  were  based  on  1980  census 
figures). 

The  southern  counties  had  the  greatest  number 
of  consultations.  The  county  with  the  highest 
number  was  Charleston  with  99,  which  accounted 
for  14  percent  of  the  total.  Fairfield  and  McCor- 
mick Counties  had  the  lowest  number,  with  only 
one  each  during  the  three  year  period.  The  county 
with  the  largest  average  annual  consultation  rate 
per  100,000  was  Beaufort  with  24. 

Table  I lists  the  number  of  consultations  and 
rabies  prophylaxis  given  by  animal  species.  Dog 
and  cat  attacks  accounted  for  68  percent  of  the 
rabies  prophylaxis  given.  Studies  done  in  Georgia4 
and  New  Mexico5  had  similar  findings.  Over  the 
three-year  period,  dogs  have  accounted  for  an 
increased  proportion  of  the  consultations.  Rac- 
coons have  shown  a slow  decline,  but  other  animal 
species  have  not  exhibited  a consistent  trend. 


Table  I 

CONSULTATIONS  IN  SOUTH  CAROLINA  AND  RABIES 
PROPHYLAXIS  BY  ANIMAL,  1979-1981 


Animal 

Consults 

% of 
Total 

Total 

Treated 

% of 
Consults 
Treated 
by  Animal 

Dog  

278 

38.9 

139 

50.0 

Cat 

190 

26.6 

108 

56.8 

Raccoon  .... 

92 

12.9 

54 

58.7 

Rodent  

74 

10.3 

11 

14.9 

Bat  

41 

5.7 

26 

63.4 

Fox 

12 

1.7 

7 

58.3 

Oppossum  . . 

9 

1.3 

2 

22.2 

Pig  

6 

0.8 

0 

0.0 

Horse 

4 

. 0.6 

4 

100.0 

Skunk  

3 

0.4 

3 

100.0 

Monkey  .... 

2 

0.3 

0 

0.0 

Other 

4 

0.6 

1 

25.0 

Total 

715 

100.1 

365 

51.0 

December  1983 
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Stray,  wild,  or  unknown  ownership  animals 
accounted  for  81  percent  of  the  consultations. 
These  animals  constitute  a greater  health  risk 
because  they  are  rarely  apprehended  for  exam- 
ination or  quarantine  (dogs  and  cats  only)  and  are 
more  likely  to  come  in  contact  with  wildlife. 

The  frequency  of  each  animal  type  was  deter- 
mined for  each  county.  This  was  done  to  compare 
the  proportion  of  domestic  animals  versus  wild- 
life. In  most  counties  domestic  animal  consulta- 
tions were  predominant.  Darlington,  Edgefield, 
Kershaw,  Marion,  and  Pickens  counties  however, 
had  50  percent  or  more  wildlife  consultations. 

The  mean  age  of  the  victims  was  22  years.  The 
range  in  age  was  from  <1  to  80  years.  Eighteen 
years  of  age  and  over  was  used  to  classify  an 
individual  as  an  adult.  The  average  annual  con- 
sultation rate  for  adults  was  six  per  100,000  and 
the  rate  for  children  was  12  per  100,000  popula- 
tion. Clearly,  children  are  at  greater  risk  of  being 
involved  in  an  animal  exposure.  Children  ac- 
counted for  47  percent  of  the  consultations  but 
constituted  only  30  percent  of  the  South  Carolina 
population.  In  a review  of  animal  bites  in  Bal- 
timore, Maryland,  children  under  age  15  ac- 
counted for  60  percent  of  the  reported  bite  cases 
yet  constituted  less  than  30  percent  of  the 
population.6 

Sixty  percent  of  the  consultations  were  for 
males.  This  figure  is  similar  to  the  62  percent  male 
victims  found  in  the  Centers  for  Disease  Control 
study  done  from  1971-1972.7  The  larger  percent- 
age of  males  may  be  due  to  their  more  assertive 
behavior.  The  average  annual  consultation  rate 
for  males  was  10  per  100,000.  The  rate  for  females 
was  six  per  100,000.  The  data  indicate  that 
females  are  involved  in  an  increasingly  larger 
proportion  of  the  consultations  each  year.  In  1979 
females  accounted  for  only  36  percent  but  by 
1981  it  had  reached  44  percent. 

Animal  attacks  have  followed  a seasonal  pat- 
tern for  many  years.  The  highest  incidence  of 
attack  is  in  the  summer  when  people  are  outside, 
particularly  school  age  children.  The  lowest  inci- 
dence occurs  in  the  winter  when  people  are  less 
active.  The  data  in  this  study  support  this  seasonal 
pattern  with  37  percent  of  the  consultations  oc- 
curring from  June  through  August  and  only  17 
percent  from  December  through  February  (Fig- 
ure 1).  This  gives  a summer  to  winter  ratio  of  2.2 
to  1.  When  confirmed  rabid  animal  consultations 
were  analyzed  by  season  the  summer  to  winter 
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MONTH 

FIGURE  1.  Consultations  in  South  Carolina  by  Month, 
1979-1981. 

ratio  was  7.3  to  1. 

The  day  of  the  week  of  the  attack  was  also 
determined.  Monday  had  the  most  recorded  at- 
tacks with  17  percent  of  the  total.  Sunday  had  the 
lowest  at  11  percent.  The  other  five  days  were 
clustered  in  a range  from  13  to  15  percent. 

It  is  unfortunate  that  in  71  percent  of  the  dog 
and  cat  consultations  the  vaccination  status  of  the 
animal  was  unknown.  Because  of  this  lack  of 
information  the  physician  is  forced  at  times  to 
administer  rabies  prophylaxis  which  may  not  be 
needed.  The  Centers  for  Disease  Control  estimate 
that  83  percent  of  the  anti-rabies  treatment  given 
in  the  U.  S.  is  not  necessary.8  Of  the  dogs  with 
known  ownership,  28  percent  of  them  were  vacci- 
nated. In  the  cats  with  known  ownership  only  11 
percent  were  immunized. 

The  anatomical  site  of  contact  was  analyzed. 
Fifty-three  percent  involved  the  hands;  17  per- 
cent of  the  attacks  were  to  the  legs;  14  percent  to 
the  head  or  neck;  10  percent  to  the  arms;  three 
percent  to  the  feet;  and  about  one  percent  in- 
volved more  than  one  site.  An  unpleasant  finding 
was  that  in  children  less  than  five  years  of  age, 
attacks  to  the  head  or  neck  accounted  for  64 
percent  of  all  attacks  in  this  age  group.  Seventy- 
seven  percent  of  all  attacks  were  caused  by  a bite; 
nine  percent  by  a scratch;  three  percent  by  a bite 
and  a scratch;  and  11  percent  by  all  other  types  of 
contact.  It  was  determined  that  85  percent  of  the 
attacks  were  provoked. 

Fifth-three  percent  of  the  victims  received 
rabies  prophylaxis.  The  average  annual  rate  was 
four  persons  treated  per  100,000.  Figure  2 outlines 
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an  approach  to  determining  if  immunotherapy  is 
necessary. 


FIGURE  2.  Progression  to  Logical  Evaluation  and  Rabies 
Prophylaxis  Recommendation. 


The  heads  of  28  percent  of  the  attacking  ani- 
mals were  submitted  for  laboratory  examination. 
Of  the  heads  received:  54  percent  were  positive 
for  rabies,  40  percent  negative,  and  six  percent 
were  unsatisfactory  for  examination. 

Of  the  91  consultations  dealing  with  confirmed 
rabid  animals  from  1979-1981,  46  percent  were 
known  to  be  in  wildlife.  Of  those  in  wildlife  74 
percent  were  in  raccoons.  When  the  confirmed 
rabid  animal  consultations  were  examined  by 
county  it  was  found  that  three  of  the  counties 
comprised  50  percent  of  the  total  cases.  Beaufort 
county  accounted  for  21  (24  percent);  Charleston, 
15  (17  percent);  and  Richland,  eight  (9  percent). 
The  average  annual  rate  according  to  incidence  of 
rabid  animals  in  the  county  was  14  per  100,000  for 
Jasper;  11  per  100,000  for  Beaufort;  and  eight  per 
100,000  for  Edgefield.  These  three  counties  had 
much  higher  rates  than  the  state- wide  rate  of  one 
per  100,000. 


CONCLUSION 

In  the  U.  S.  approximately  15  per  100,000  pop- 
ulation receive  rabies  prophylaxis  each  year. 
South  Carolina  has  abundant  reservoir  animals 
yet  the  rate  of  prophylaxis  is  only  four  per 
100,000.  This  low  rate  can  be  primarily  attributed 
to  the  coordination  between  practicing  physicians 
and  the  rabies  consultant  service  provided  by 
DHEC.  Considering  the  high  cost  of  the  biolog- 
icals  used  ($400  average  per  person),  this  program 
is  saving  South  Carolina  thousands  of  dollars 
annually. 

Even  with  this  low  rate  of  prophylaxis  there  is 
room  for  improvement  in  the  state.  With  81  per- 
cent of  the  consultations  having  been  caused  by 
stray,  wild,  or  unknown  ownership  animals  it 
would  appear  that  more  emphasis  should  be 
placed  in  these  groups  of  animals.  Some  possible 
methods  to  reduce  the  number  of  stray  animals 
are:  (1)  educating  the  public  concerning  birth 
control  of  their  pets,  (2)  education  aimed  at  influ- 
encing owners  not  to  mistreat  or  abandon  their 
pets,  and  (3)  impoundment  of  stray  animals.  The 
unknown  ownership  animals  could  be  reduced  by: 
(1)  more  vigorous  investigation  by  the  victim, 
their  family,  and  health  officials  to  determine 
ownership,  and  (2)  enforced  leash  laws  so  that  pets 
that  may  actually  be  owned  are  not  allowed  to 
roam  free. 

Another  area  of  concern  is  that  even  in  the  dogs 
that  had  known  ownership  only  28  percent  were 
known  to  be  vaccinated.  The  percentage  was  even 
worse  for  cats  (11  percent).  Though  low  cost  vac- 
cination clinics  are  available  in  the  state,  many 
individuals  still  do  not  have  their  pets  immunized. 
Educating  the  general  public  and  enforcing  the 
laws  on  rabies  vaccination  could  help  increase 
these  low  immunization  figures. 

Other  means  which  could  decrease  the  number 
of  bite  cases  would  be  to  educate  the  public  to:  (1) 
stay  away  from  unnatural  acting  wild  or  domestic 
animals,  (2)  report  suspicious  animals  to  the  health 
department  for  quarantine  or  laboratory  analysis, 
and  (3)  not  attempt  to  turn  wild  animals  into  pets. 

In  a rural  state  like  South  Carolina,  there  are  a 
number  of  barriers  to  the  above  proposals,  they 
are:  (1)  the  cost  of  having  the  pets  immunized,  (2) 
the  small  number  of  veterinarians  in  rural  areas 
coupled  with  the  high  number  of  wild  reservoir 
animals  present  there,  (3)  inadequate  low  cost 
transportation  for  the  owner  and  the  pet  to  get  the 
animal  immunized,  (4)  the  lack  of  workforce  or 
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willingness  to  enforce  leash  and  vaccination  laws, 
and  (5)  the  abundance  of  unattended  children  and 
roaming  pets. 

Though  these  barriers  are  formidable,  educat- 
ing the  public,  enforcing  existing  laws  or  passing 
new  legislation  must  be  done  to  control  this  grow- 
ing public  health  problem  both  in  South  Carolina 
and  the  rest  of  the  nation. 

SUMMARY 

A computerized  surveillance  system  was  devel- 
oped to  accurately  characterize  the  rabies  data 
obtained  from  the  South  Carolina  Department  of 
Health  and  Environmental  Control’s  consultation 
service.  A retrospective  study  of  730  rabies  con- 
sultations from  1979-1981  revealed  distinct  pat- 
terns in  type  of  animal  involved,  seasonal  inci- 
dence, victim  age  and  sex,  and  incidence  by 
county.  Eighty-one  percent  of  the  consultations 
were  due  to  stray  or  wild  animals  where  there  was 
no  known  vaccination  history.  Even  the  animals 
that  had  owners  were  rarely  immunized.  This  low 
level  of  known  rabies  vaccination  forces  physi- 


cians at  times  to  recommend  treatment  which 
may  not  be  necessary.  Though  the  rate  of  pro- 
phylaxis in  South  Carolina  is  only  about  one  fourth 
the  national  average,  recommendations  for  im- 
proving the  rabies  program  are  included.  □ 
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PSYCHIATRIC  HOSPITALIZATION  OF  EMOTIONALLY 
DISTURBED  CHILDREN  AND  ADOLESCENTS 


ELI  BREGER,  M.D.* 

The  number  of  disturbed  children  and  adoles- 
cents receiving  treatment  in  American  psychi- 
atric and  residential  treatment  centers  is  continu- 
ally increasing  due  to  a variety  of  complex  social 
and  cultural  factors.  The  quality  of  American 
family  life  has  been  strained.  More  mothers  of 
young  children  are  working  away  from  their 
homes,  leaving  their  children  to  be  raised,  in  large 
measure,  by  facilities  of  varying  quality.  The  sup- 
port system  previously  afforded  by  extended  fam- 
ilies and  stable  neighborhoods  has  also  diminished 
appreciably;  and,  in  addition,  the  general  hectic 
pace  of  modern  life  — the  diverse,  competing  and 
conflicting  demands  placed  on  families  — has  led 
to  further  unsettledness.  These  factors,  it  appears, 
result  in  weaknesses  in  the  pre-adolescent  person- 
ality structures;  but  when  the  biologic,  psychol- 
ogic and  social  forces  of  adolescence  intervene, 
too,  an  increasing  number  of  disturbed  young 
people  results.1  One  should  note,  for  example,  that 
better  nutrition  — and  other  less  well-understood 
factors  — have  led  to  early  puberty  which  has,  in 
turn,  enhanced  the  strain  on  adolescents. 

On  one  hand  there  are  causative  factors  involv- 
ing stress.  On  the  other,  one  must  also  mention 
that,  because  of  an  enhanced  awareness  and  iden- 
tification of  disturbed  children  and  adolescents, 
more  people  are  now  being  designated  as  both 
disturbed  and  in  need  of  treatment.  In  the  past, 
hospital  facilities  for  such  psychiatrically  dis- 
turbed adolescents  were  few  in  number.  Though 
in  existence  since  the  1930’s,  they  also  lacked 
specific  programs  — programs  designed  to  meet 
the  unique  needs  of  that  age  group.2  The  growing 
number  of  programs  and  their  relative  specificity 
to  adolescence  are  fairly  recent  and  unique 
developments. 

Childhood  and  adolescence,  themselves,  are 
specific  developmental  phases  through  which  one 
normally  sees  an  unfolding  of  somatic  and  emo- 
tional patterns  under  the  influence  of  physical, 
psychological,  familial  and  societal  forces.  A 
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young  person  has  many  developmental  tasks  to 
accomplish  which  will,  ideally,  result  in  growth 
and  maturity.  He  should,  for  example,  separate 
and  individuate  from  his  family;  and  develop  a 
more  cohesive  sexual  identity,  a vocational  iden- 
tity, and  a set  of  moral  and  ethical  standards  by 
which  to  live.3  Such  tasks  are  understandably 
more  difficult  to  accomplish  if  the  personality 
formation  prior  to  adolescence  has  been  dis- 
turbed, or  if  the  young  person  and  his  family  find 
themselves  under  great  stress  during  the  youth  s 
adolescence. 

There  are  also  many  significant  developmental 
problems  which  precede  adolescence.  In  some 
instances  they  can  cause  developmental  fixation 
at  earlier  stages,  with  resultant  ego  defects.  Youths 
with  such  fixation  have  often  been  multiply  trau- 
matized emotionally  and/or  physically.  Pre-ado- 
lescent developmental  problems  can  also  lead  to 
physiologic  effects  of  an  organic  nature  which 
significantly  impair  impulse  control,  and  to  anti- 
social personality  traits  among  youths  raised  in 
unsocialized  milieus.  Such  problems,  when  pro- 
jected into  the  adolescent  phase,  can  result  in 
behavior  characterized  as  disruptive,  dangerous 
to  self  and  others,  or  behavior  that  is  bizarre  and 
irrational.  Needless  to  say,  such  disturbances  have 
disruptive  effects  on  a young  person’s  ability  to 
function  in  school,  with  peers,  and  within  the 
family.  Often  one  sees:  (1)  delinquent  behavior; 
(2)  sociopathic  behavior;  (3)  schizophrenic  behav- 
ior of  an  acute  onset  type;  (4)  impulse  disorders, 
and  (5)  affective  disorders  existing  either  alone  or 
as  part  of  a psychotic  pattern.1  The  more  dis- 
turbed the  child,  the  more  internalized  and  en- 
trenched are  his  problems,  diminishing  his 
chances  of  self-correction  both  with  age  and  with 
help  from  within  his  immediate  family  and  com- 
munity. When  these  less  intensive  and  less  disrup- 
tive interventions  fail,  the  preferable  treatment 
appears  to  be  hospitalization  in  an  appropriate 
psychiatric  facility  designed  for  his  age  group. 

The  detailed  nature  of  programs  for  disturbed 
youths  varies  from  one  setting  to  another,  but  all 
should  provide  protection,  containment  and  a 
therapeutic  life  space.  (1)  “Protection”  should  be 
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provided  for  youths  who  are  often  alienated  from 
parents  and  adrift  in  the  community  where  harm 
may  befall  them.  This  need  for  protection  most 
often  requires  less  dramatic  placement,  as  in  a 
group  home.  It  should  be  noted,  however,  that 
young  people  in  need  of  protection  are  also  fre- 
quently quite  disturbed  and  cannot  function  in  an 
environment  less  specialized  and  structured  than 
the  hospital.  (2)  “Containment”  should  provide 
protection  against  the  dangers  of  drug  abuse,  sui- 
cide and  socially  destructive  behavior.  Hospi- 
talization gives  young  people  a hope  of  breaking 
up  the  cycle  of  “acting  out”  their  inner  conflicts 
and  personality  disturbance.  Containment  helps 
basic  problems  to  emerge  so  that  they  can  be  dealt 
with  through  a variety  of  traditional  therapeutic 
means.  In  the  United  States  today,  however,  there 
is  an  increasing  concern  about  infringements 
upon  the  civil  liberties  of  young  people.  Parents, 
therefore,  may  have  difficulty  admitting  a dis- 
turbed adolescent  against  his  will.  Most  adoles- 
cents will  refuse  hospitalization  if  given  a choice; 
but,  once  hospitalization  is  effected  and  proves 
appropriate  and  humanistic,  an  alliance  usually 
develops  between  the  youth  and  treatment  team. 
In  some  measure  the  disturbed  adolescent  is  aware 
of  his  need  for  help  and  for  relief  from  the  pres- 
sure and  strain  he  is  experiencing.  He  knows  he 
will  gain  reassurance  from  the  highly  structured 
program.  (3)  “Therapeutic  life  space”  should  be  a 
setting  in  which  physical  structure  and  staff  re- 
sponsively meet  the  disturbed  individual’s  devel- 
opmental needs  with  treatment  programs  de- 
signed to  resolve  disturbance  and  bring  about 
change.4 

Through  a variety  of  means,  hospital  programs 
for  disturbed  youths  should  seek  to  promote  emo- 
tional growth  and  mastery  of  appropriate  devel- 
opmental tasks.  To  do  so  they  must  deal  with 
underlying  causes  of  developmental  failure,  inter- 
rupt deleterious  behaviorl  support  healthy  func- 
tioning, improve  the  function  of  the  family  while 
maintaining  the  patient’s  ties  to  both  family  and 
community,  and  provide  a growth-fostering  liv- 
ing experience  based  on  empathy,  a working  al- 
liance, and  an  intelligently  designed  structure. 
This  environment  helps  youths  to  heal  psychic 
wounds,  to  develop  a reflective  style  of  viewing 
emotions  and  behavior,  and  to  experiment  with 
alternative  approaches.  A treatment  plan  specific 
to  the  individual  is  also  developed,  listing  prob- 
lems, goals  and  strategies  to  attain  those  goals.5 


The  effectiveness  of  a hospital  program  relies 
mainly  on  its  therapeutic  environment  — that 
interaction  between  physical  structure  and  staff 
— which  confronts  the  youth’s  maladaptive  be- 
havior with  predictable  structure  and  limit-set- 
ting while  supporting  appropriate  behavior  and 
enhancing  self-esteem.  The  program  aims  at  re- 
placing the  immediacy  of  response  with  an  at- 
titude of  reflection  before  action.  It,  too,  fosters 
identification  with  staff  members  which  will  later 
sustain  the  patient  after  discharge.6 

Schooling  should  also  be  available  and  of  a type 
and  level  appropriate  to  each  disturbed  youth’s 
needs.  Ideally  this  school  program  should  be  an 
integral  part  of  the  hospital  unit;  though  at  times 
schooling  in  the  community  proves  workable  or 
preferable.7  The  school  program  should  be  highly 
structured,  consist  of  small  units  with  a high  ratio 
of  teachers  to  students,  and  be  supportive  of  the 
youth’s  self-esteem,  which  often  has  become  im- 
paired through  school  failure.8 

Growth-fostering  experiences  should  occur 
both  in  and  out  of  the  hospital.  The  hospital  milieu 
should  not  be  so  repressive  in  its  efforts  to  control 
behavior  that  it  inhibits  the  working  out  of  prob- 
lems.9 Program  effectiveness  reflects  patient  mix, 
sophistication  of  structure,  staff  composition,  and 
the  skill  and  responsiveness  of  administration. 
Therapy,  itself,  may  be  formal  — such  as  group, 
family  or  individual  exploratory,  its  theoretical 
bases  borrowing  from  psychoanalytic,  cognitive 
(Piaget),  behavior  modification,  neurophysiologic 
and  family  systems  theories,  depending  on  the 
background  of  the  therapist  and  applicability  to 
the  patient  in  treatment.  Regardless  of  the  psy- 
chodynamic framework,  its  purpose  is  to  help  the 
youth  improve  self-esteem,  correct  developmen- 
tal difficulties,  and  enhance  a secure  sense  of 
identity.5 

Difficulties,  of  course,  are  inherent  in  the  ad- 
ministration of  child  and  adolescent  units.  Group 
disturbances  (which  at  times  can  escalate  to  the 
point  of  major  disturbance),  running  away,  prop- 
erty destruction  and  episodic  self-destruction  are 
frequent  problems.  These  failures  in  a unit’s  be- 
havioral management  reflect  not  only  the  pa- 
thology of  the  patients  on  the  unit,  but  also  its  lack 
of  adequate  structure  (causing  patients  to  ‘seek 
control’  in  order  to  compensate  for  their  feelings 
-of  helplessness),  staff  conflicts,  or  a general  feeling 
that  the  hospital  administration  has  lost  touch 
with  the  unit.2 
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One  must  never  forget  that  psychiatric  hospi- 
talization is  always  a significant  event,  one  that 
interrupts  a person’s  life,  is  stigmatizing,  and  ini- 
tially threatens  self-esteem.  During  adolescence 
when  there  is  an  intense  need  for  independence 
and  sense  of  competence,  this  is  especially  true. 
Hospitalization  of  adolescents  runs  counter  to  this 
need  for  independence  and  a sense  of  compe- 
tence; however,  on  some  level  most  disturbed 
adolescents  do,  as  previously  stated,  want  the  sta- 
bility of  hospital  structure,  protection  against 
their  own  acting-out  behavior,  and  aid  in  break- 
ing up  a destructive  cycle.  Yet  some  adolescents, 
truly  in  need  of  hospitalization,  refuse  it.  A 
therapeutic  alliance  cannot  be  established,  and 
the  potential  for  help  is  severely  limited. 

Much  variation  along  structural,  diagnostic  and 
programmatic  lines  may  be  found  in  psychiatric 
hospital  programs.1  Structurally,  a unit  may  be 
part  of  a general  hospital,  part  of  a psychiatric 
hospital,  or  an  institution  for  young  people  — 
privately  or  publicly  funded.  It  may  accept  chil- 
dren or  be  limited  to  adolescents.  Young  patients 
may  have  a unit  especially  programmed  for  them 
or  be  part  of  an  adult  ward,  though  some  dif- 
ference of  opinion  exists  as  to  which  is  preferable. 
The  placement  of  children  and  adolescents  on 
adult  units  is  sometimes  necessary  due  to  lack  of  a 
special  unit;  and,  in  some  exceptional  conditions, 
such  placement  may  be  preferable.  For  example, 
a youngster  demonstrating  exacerbation  of  a 
chronic  psychotic  condition  requiring  stabiliza- 
tion, or  a neurotically  disturbed  youth  having 
available  only  an  adolescent  unit  for  delinquent 
youths  may  require  placement  in  an  adult  unit. 
The  consensus,  however,  appears  to  be  that  a 
specially  designed  all  child  or  adolescent  unit 
offers  greater  potential  for  a truly  therapeutic 
program  and  effect,  with  a better  outlook  for 
growth  and  development. 

Structurally,  too,  the  units  may  be  “open”  or 
“locked,”  depending  on  types  of  patients,  staffing 
patterns  and  treatment  philosophy.  Locked  units 
are  preferable  for  youths  requiring  intensive  su- 
pervision and  direction  by  staff,  or  whenever 
there  is  great  concern  about  their  running-away 
potential. 

Units  are  also  defined  by  diagnostic  consider- 
ations — the  degree  and  type  of  disturbance 
treated  and  the  patient’s  anticipated  length  of 
stay.  Some  units  accept  youths  for  short-term  di- 
agnostic purposes.  Such  a case  might  involve  a 
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patient  who,  though  possessing  inner  strength  and 
history  of  intact  psychosocial  functioning,  is  ex- 
hibiting a reactive  disturbance  to  a major  stress  or 
loss.  Other  units  are  geared  to  more  pervasively 
disturbed  youths.  These  young  people  need  inter- 
mediate and  long-term  care  for  a year  or  more. 
Characteristically  they  have  longstanding  defec- 
tive adaption  problems  which  have  become  inter- 
nalized and  continue  even  if  the  youths  are 
separated  from  disorganizing  family  forces.  Here, 
too,  one  finds  multiply  traumatized  and  phys- 
iologically defective  individuals  with  problems  of 
impulse  control.  These  latter  units  also  serve  the 
unsocialized  youth  who,  raised  in  an  antisocial 
environment,  demonstrates  a paucity  of  thoughts 
and  feelings  about  others,  a condition  distin- 
guished from  self-centeredness. 

A danger,  however,  is  found  in  long-term  hospi- 
talization. Patients  often  become  so  adapted  to  the 
structured  and  secure  environment  that  they 
learn  to  rely  on  institutional  life  and  seek  to  return 
to  it  once  discharged.  This  situation  may  be  miti- 
gated by  family  therapy  sessions,  involvement  of 
the  family  in  the  therapeutic  program,  and  trial 
therapeutic  visits  to  the  home  while  the  youth  is 
still  in  the  hospital.5 

Programmatically,  treatment  centers  vary  ac- 
cording to  the  emphasis  placed  on  various  aspects 
of  the  treatment  regimen.  A skillful,  confident 
structured  and  predictable  program  should  be 
central  to  all.  Psychotherapies  include  individual 
insight-oriented  exploratory,  group,  and  family 
therapy  offered  in  differing  degrees.  Behavioral 
techniques  tied  into  a level  system  are  frequently 
utilized.  Privileges  are  tied  to  tangible  goals  and 
objectives  to  be  attained  and  with  success  come 
higher  “levels”  of  freedom  and  responsibility. 
Psychoeducation  and  drug  therapy  also  receive 
different  emphasis.  Generally  speaking,  the  more 
intensive  and  therapeutically  oriented  the  milieu, 
the  less  drugs  are  used.4  When  drugs  are  given  at 
all,  they  are  used  to  manage  disruptive  behavior. 
Their  administration  follows  specific  psychiatric 
indication.  Side  effects  are  carefully  considered. 
The  medications  most  often  relied  upon  are:  (1) 
phenothiazines  and  other  antipsychotics;  (2)  tri- 
cyclics; (3)  antidepressants,  including  Lithium; 
and  (4)  stimulants  for  attention  deficit  disorders. 

Strong  effective  programs  for  the  psychi- 
atrically  disturbed  incorporate  all,  or  most,  of  the 
above  modalities,  judiciously  applied.  Through- 
out any  program,  however,  family  support  and 
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involvement  in  the  hospital  treatment  is  essential; 
and,  in  turn,  the  hospital  must  support  the  family. 
Treatment  does  not  end  with  discharge.  Any  hos- 
pital treatment  of  disturbed  youths  should,  in  fact, 
anticipate  and  plan  for  their  discharge  and  after- 
care from  the  time  of  admission.  Considerable 
clinical  skill  is  required  to  assess  readiness  for 
discharge,  which  is  not  infrequently  preceded  by 
a temporary  regression  in  behavior.  Even  if  it  is 
unlikely  that  a youngster  can  return  to  home  and 
family,  one  must  always  be  mindful  that  he  is  a 
person  “from  somewhere  and  headed  some- 
place.” His  journey  deserves  the  support  of  appro- 
priate psychiatric  care.  □ 
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A special  practice  for 

specialists 

If  you’re  a surgeon  or  0B/GYN  or  other  medical 
specialist,  the  Air  Force  may  have  a special  practice 
for  you. 

What  makes  it  special?  You’ll  enjoy  an  excellent 
pay  and  benefits  package.  Your  regular  working 
hours  will  allow  you  to  spend  more  time  with  your 
family.  You’ll  receive  30  days  of  vacation  with  pay 
each  year.  And  you  will  work  with  modern  equipment 
and  some  of  the  most  highly  trained  professionals  in 
the  world,  serving  your  country  and  your  patients. 

Now  that's  special! 

Find  out  just  how  special  your  practice  can  be. 

Contact: 

MSgt  Russ  Fitzgerald 
741  Bultman  Drive 
Sumter,  SC  29150 
Call  803-773-8931  Collect 
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WHEN  LEADERS  UNITE, 
THEY  MOVE  AHEAD  EASTER. 


John  T.  Snipes, 

registered  investment  advisor  and  president  of 
FINANCIAL  SERVICES  OF  GREENVILLE, 
a securities  investment  firm  whose  NASD 
registered  broker-dealer  is 
FSC  SECURITIES  CORPORATION,*  and 
GOEPPER  FINANCIAL  ADVISORY  CORPORATION 
are  joining  forces  to  create 
FINANCIAL  SERVICES  ADVISORY,  INC. 


At  your  disposal  is  the  accumulated  wisdom  of  both  predecessor  firms. 
J.  T.  "Ted"  Snipes  is  president,  sharing  the  responsibilities  for  investment 
supervision  and  client  services  with  Dant  Qoepper,  executive  vice  president, 

with  their  combined  staffs. 


Asa  result, your  financial  horizonsjust  became  vastly 
wider.  If  you  haven't  looked  into  a complete,  intensive, 
totally  rounded  financial  plan  yet,  now  you  will  have  a 
significantly  larger,  broader  based  advisory  firm  right 
here  in  the  Piedmont. 


"TAX  AND  FINANCIAL  PLANNING" 


FINANCIAL 

SERVICES  PO  Box  1845  Greenville  SC  29602 
of  Greenville  (803)  271-4717 
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FINANCIAL 
CHECKUP 


MARTIN  LEFKOWITZ 
Certified  Financial  Planner 
Tax  Shelter  Co-Ordinator:  E.F.  Hutton 


Vol.  2,  Issue  No.  9 December  1983 

RETIREMENT 

The  following  is  a question/answer  format  summarizing  the  series  on  ''Lump  Sum 
Distributions."  I will  use  this  format  for  the  next  couple  of  issues...... 

Q.  What  are  the  requirements  for  an  IRA  Rollover? 

A.  You  must  decide  to  roll  over  the  lump  sum  distribution  within  60  days  of 
its  receipt.  Although  you  need  not  deposit  the  entire  amount  in  a rollover 
account,  the  funds  you  receive  "from  your  employer"  must  represent  the 
entire  balance  of  the  assets  to  be  distributed.  They  must  be  paid  because 
of  the  reasons  mentioned  previously  and  must  be  paid  in  one  taxable  year. 

Q.  Can  you  roll  over  "employee"  contributions? 

A.  No.  "Employee"  contributions  are  not  subject  to  tax  since  they  are  a return 
of  an  after-tax  contribution.  They  will  be  returned  to  you  tax-free. 
However,  you  can  roll  over  the  earnings  on  "employee"  contributions.  For 
example : 


Employee  contributions  $ 20,000 
Employer  contributions  40,000 
Earnings  on  employee  contributions  20,000 
Earnings  on  employer  contributions  40 , 000 


Amount  of  distribution $120 , 000 


In  this  case,  you  can  roll  over  $100,000  of  the  $120,000  distribution — 
$80,000  from  employer  contributions  and  earnings  on  employer  contributions, 
and  $20,000  from  earnings  on  employee  contributions.  If  you  wish  to  preserve 
further  tax  deferrals  on  your  "employee"  contribution,  there  are  several  good 
investments  for  this  purpose.  One  is  deferred  annuities.  Another  is  a tax- 
managed  trust  which  will  enable  the  income  to  accumulate  tax  deferred  and  be 
taxed  as  capital  gains  when  it  is  ultimately  withdrawn.  There  are  also  tax- 
free  municipal  bonds  and  unit  trusts. 

Q.  If  an  individual  receives  lump  sums  from  two  separate  employee  benefit 
plans,  can  both  lump  sums  be  rolled  over  into  one  IRA? 

A.  Yes.  You  can  combine  into  one  rollover  account  distributions  from  several 
plans . 

Q.  If  I am  covered  by  two  retirement  plans,  do  I have  to  get  a distribution 
from  both  plans  to  establish  a rollover  account? 

A.  If  the  retirement  plans  are  of  the  same  type  you  must  receive  a distribution 
from  both  plans  to  do  a rollover.  If  the  two  plans  are  of  different  types- 
for  instance,  if  one  is  a pension  plan  and  one  is  a profit-sharing  plan — 
you  can  receive  a distribution  from  one  and  not  from  the  other  and  be  per- 
mitted to  roll  over  the  single  distribution. 


(Financial  Check-up  con’t) 


YEAR-END  NOTES 


1.  TAX  SHELTER  WATCH  DOG 

If  you  are  offered  year  end  tax  shelters  that  incorporate  any  of  the  following  items, 
beware!  You  might  be  investing  in  an  "Abusive  Tax  Shelter :M 

1.  The  primary  reason  for  investing  is  tax  savings;  not  economic  potential. 

2.  The  assets  are  overvalued. 

3.  There  are  very  high  multiple  write-offs,  l.P  4-8:1. 

4.  The  "offering  memorandum"  does  not  clearly  illustrate  "profit  potential," 
while  highlighting  the  tax  angles. 

5.  The  investment  dollars  are  shifted  to  off-shore  companies. 

6.  The  General  Partner  is  not  experienced  in  the  business. 

Of  course  there  are  many  other  factors  to  consider.  If  you  have  a question,  call  me 
at  1/800-922-1112. 

2.  QUARTERLY  TAX  WITHHOLDING 

Your  quarterly  tax  withholdings  should  equal  at  least  80%  of  your  1983  tax  liability. 
There  are  two  basic  execptions* * * * * *****  that  would  allow  you  not  to  meet  the  80%  rule  with- 
out penalty: 

A.  Your  withholdings  will  equal,  or  exceed,  your  final  1982  tax  liability. 

B.  Your  withholdings  will  equal,  or  exceed,  your  1982  liability  based  on  the 
1983  tax  schedule. 

To  protect  yourself,  I recommend  you  do  the  following: 

A.  Estimate  your  total  income,  deductions,  profits/losses,  and  credits  for  1983. 

B.  Estimate  your  tax  liability. 

C.  Compare  your  1983  figure  against  the  80%  rule. 

Your  tax  advisor  can  help  you  with  any  questions  you  might  have.  Now  is  the  time  to 
anticipate  any  tax  withholding  problems  you  might  have  for  1983. 

*N0TE : Two  other  exceptions  exist  that  require  detailed  calculations. 

FURTHER  INFORMATION 


If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this 

newsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  and  Co.,  Inc.,  2700 
Middleburg  Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  (800)  922-1112. 

***** 

The  information  contained  herein  has  been  obtained  from  sources  believed  reliable  but 
is  not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed  are  sub- 
ject to  change  without  notice.  Neither  the  information  presented  nor  any  opinion  expres- 
sed constitutes  a representation  by  us  or  a solicitation  of  the  purchase  or  sale  of  any 
securities.  South  Carolina  Medical  Association  and  E.F.  Hutton  and  Co.,  Inc.  1983 


(The  following  editorial,  written  by  one  of  our  illustrious  Past  Presidents,  was  submitted  with  the 
notation  that  it  was  written  “with  lingua  inserted  firmly  in  the  buccal  mucosa .”  — CSB) 


HOW  TO  INCREASE  THE  COST  OF  HEALTH  CARE  TO 
20  PERCENT  OF  THE  GROSS  NATIONAL  PRODUCT 


There  has  been  recent  concern  among  health 
care  planners  in  Washington  over  the  fact  that  the 
costs  of  health  care  have  reached  10.3  percent  of 
the  GNP  in  the  United  States.  Some  economists, 
particularly  of  the  Keynesian  stripe,  have  advo- 
cated in  the  past  that  the  more  money  spent  the 
more  is  circulated  and  consequently  to  the  better- 
ment of  all.  Of  course  the  Keynesians  were  speak- 
ing of  tax  money.  Let  us  take  a page  from  these 
economists  and  their  socialist  mentality  and  apply 
it  to  health  care.  Let  us  devise  a manner  in  which 
we  may  raise  the  cost  of  health  care  to  at  least  20 
percent  of  the  GNP.  In  this  way  we  could  keep  the 
six  million  people  in  the  health  care  field  fully 
employed  and  add  many  more  places  of  employ- 
ment, literally  adding  billions  of  dollars  to 
circulation. 

In  listing  the  principles  of  increasing  the  cost  of 
health  care,  let  me  first  say  that  while  I’m  cer- 
tainly no  authority  on  this  matter,  I have  of  recent 
spent  much  of  my  spare  time  over  a six-year 
period  in  Washington  involved  in  medical  educa- 
tion and  the  costs  of  medicine  in  general.  During 
this  time  it  was  my  dubious  honor  to  be  a part  of 
the  first  national  conference  on  health  care  cost 
which  was  sponsored  by  HEW  and  Boston  Uni- 
versity. 

So  to  raise  the  cost  of  health  care,  I would 
suggest  these  ten  commandments: 

1.  Avoid  having  a family  physician.  If  you 
don’t  feel  well  just  check  in  with  a more 
narrow  specialist  that  your  neighbor  rec- 
ommends for  that  part  of  the  body  which  is 
ailing. 

2.  For  minor  ailments  that  occur  at  night  or 
the  weekend  check  in  at  the  nearest  emer- 
gency room.  Your  insurance  will  probably 
pay  for  it,  and  the  cost  won’t  be  reflected 
till  next  year  when  your  premiums  go  up. 


3.  If  a physician  suggests  that  you  need  outpa- 
tient studies  done  at  the  hospital,  demand 
that  he  admit  you  for  a few  days  of  rest  and 
if  he  refuses  find  a physician  that  will.  Of 
course,  there’s  no  rest  or  sleep  in  a hospital, 
but  the  contrast  in  noise  is  so  great  that 
when  you  get  back  home  you  will  probably 
feel  better. 

4.  If  outpatient  surgery  is  suggested  for  you, 
don’t  let  the  surgeon  get  away  with  it. 
Demand  that  your  surgery  be  done  in  the 
hospital. 

5.  If  you  have  been  kept  waiting  by  your 
doctor,  get  even  by  obliquely  hinting  that 
you  are  litigation-minded  and  follow  this 
with  questions  like,  “You  did  check  me  for 
disseminated  lupus  erythematosis,  didn’t 
you?”  “And  what  about  Romberg-How- 
ship’s  syndrome?”  If  you  work  this  out 
carefully  you  can  easily  get  about  $350 
worth  of  lab  and  x-rays  done  before  the  sun 
goes  down. 

6.  Write  your  legislator  and  demand  that  he 
vote  for  a law  that  would  mandate  all  insur- 
ance companies  selling  health  insurance  to 
include  chiropractic  and  psychologic  cov- 
erage. You  can  easily  increase  insurance 
premiums  by  50  to  60  percent  within  three 
years  if  they’ll  just  pass  this  law  that’s  now 
in  the  S.  C.  General  Assembly. 

7.  Avoid  periodic  check-ups  by  a physician. 
Wait  until  you  really  know  something  is 
wrong.  You  won’t  live  as  long  doing  it  this 
way  but  you  can  spend  a lot  more  money  in 
a much  shorter  time. 

8.  Be  sure  that  insurance  covers  everything 
and  there’s  no  co-payment.  In  this  way, 
everyone  goes  to  the  physician  and  hospital 
for  just  anything  and  it  doesn’t  cost  any- 
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thing  — this  is  until  next  year  when  the 
taxes  and/or  insurance  premiums  go  up. 

9.  Nationalize  medical  and  health  care.  You 
can  quickly  add  the  cost  of  another  million 
bureaucrats  and  decrease  the  quality  of 
medical  care  which  will  eventually  in- 
crease the  quantity  of  such  care  and  subse- 
quently the  cost. 

10.  Best  of  all,  to  get  to  20  percent  of  the  GNP, 
avoid  regular  exercise,  keep  smoking  those 
cigarettes,  and  drink  while  driving. 

— William  H.  Hunter,  M.D. 
One  Hunter  Court 
Clemson,  S.  C.  29631 


Coming  Full  Circle 
With 
SCMA 


Winchester  Surgical  Supply  Company 


200  S.  TORRENCE  ST.,  CHARLOTTE,  N.  C.  28204  Phone  No.  704-372-2240 

MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  THIRD  STREET  Phone  No.  704/332-1217 

Winchester-Ritch  Surgical  Company 

421  W.  SMITH  ST.,  GREENSBORO,  N.  C.  27401  Phone  No.  919-273-5581 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  M.  M.  “Buddy”  Young  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  1241  Tel.  803/781-8798  Box  2143  Tel.  803/246-1274 

Florence,  S.  C.  29502  Irmo,  S.  C.  29063  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


HEALTH  PROJECTS  IN  SOUTH  CAROLINA 

The  goals  of  the  S.  C.  Health  Projects  Committee  for  1983-1984  are  as  follows: 

1.  To  provide  assistance  to  county  health  chairmen  and  to  stimulate  and  help  in  the  development 
of  projects  to  fill  community  needs ; 

2.  To  assist  in  the  promotion  of  AM  A approved,  health-related  programs; 

3.  To  promote  the  use  of  national  materials  in  the  areas  of  health  education  and  services ; 

4.  To  project  a positive  image  through  innovative  health-related  projects ; 

5.  To  serve  as  a catalyst  for  the  implementation  of  recommended  projects ; and 

6.  To  insure  the  continuance  of  current  projects  which  are  meeting  the  needs  of  the  community. 

With  the  decrease  in  federal  and  state  funding,  this  Committee  realizes  the  importance  of  our 
Auxiliary’s  position  as  a leader  in  assessing  community  health  needs  and  developing  worthwhile  programs. 
At  a time  when  physician  image  is  at  its  lowest,  Auxiliary  commitment  to  the  health  needs  of  South 
Carolina  should  be  at  a peak.  Proper  acknowledgement  of  Auxiliary  involvement  through  the  news  media, 
posters,  and  programs  can  express  our  dedication  to  a healthier  community.  In  order  to  increase  our 
community  exposure  and  recruit  service-motivated  Auxilians  in  South  Carolina,  we  need  to  be  actively 
involved  in  determining  community  health  priorities  and  establishing  viable  programs. 

To  accomplish  our  goals,  we  are  encouraging  county  chairmen  to  make  full  use  of  resource  packets  and 
brochures,  as  well  as  package  programs  which  are  available  through  national  headquarters.  For  the  first 
time,  the  National  Health  Projects  Workshop  was  recorded.  Our  county  chairmen  have  been  made  aware 
that  this  cassette  tape  is  available  for  purchase.  The  chairmen  have  been  encouraged  to  make  full  use  of  the 
Project  Bank  Catalog  as  well  as  to  share  their  county’s  projects  with  others  by  submitting  them  to  the 
Project  Bank  by  December  15th. 

Another  new  service  is  the  People  Bank  Catalog,  a clearinghouse  of  information  on  Auxilians  available 
to  serve  as  speakers  and/or  resources.  If  a county  chairman  is  searching  for  someone  to  speak  on  a specific 
topic,  she  may  now  check  the  People  Bank  or  place  a request  through  the  S.  C.  Health  Projects  Chairmen 
for  the  possibility  of  a National  Projects  Committee  member  to  provide  a workshop. 

The  AMA  Health  Projects  Committee  is  continuing  its  “Shape  Up  For  Life”  campaign  in  1983-1984, 
promoting  awareness  and  prevention  of  child  abuse  and  drunk  driving.  This  will  also  be  a focus  by  the 
State  Committee.  The  main  areas  of  concern  this  year  will  be  Children  and  Youth,  Mid  and  Later  Years, 
Substance  Abuse,  Child  Abuse,  Shape  Up  For  Life  (Nutrition,  Physical  Fitness,  Stress  Management). 

In  conclusion,  volunteer  programs  developed  by  the  Auxiliary  are  now  becoming  a necessity,  not  just  a 
social  endeavor.  With  a network  of  physicians  and  their  spouses  working  together,  we  will  be  better  able 
and  equipped  to  meet  the  health  needs  of  all  the  communities  in  South  Carolina. 

Karin  LaBruce,  S.  C.  Health  Projects  Chairman 
Hope  Grayson,  S.  C.  Health  Projects  Co-Chairman 
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